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GOITRE  IN  THE  MOTHER    AND   ITS  MANIFESTATIONS 
IN  THE  OFFSPRING.* 

IS  graves'  disease  inherited  or  transmitted? 

BY 

GEORGE    SCHMAUCH,  M.  D., 

Chicago. 

(With  four  illustrations.) 

The  cases  I  present  to-night  are  of  twofold  interest:  First, 
the  mother  with  an  exophthalmic  goitre  of  the  classical  type; 
secondly,  her  four  children,  three  of  which  show  gradually  in- 
creasing pathological  changes  in  their  bony  system. 

Discussing  Graves'  disease  and  its  influence  on  the  descend- 
ants, one  has  to  first  come  to  an  understanding  of  the  disease. 
I  am  an  adherent  of  the  Moebius-Rehn  theory  of  Graves'  disease 
as  a  quantitative  anomaly  in  the  secretion  of  the  thyroid  gland 
and  not  as  a  chemicopathological  change.  While  generally 
the  pathology  of  an  organ  has  been  cleared  up  by  our  knowledge 
of  its  physiological  action,  the  opposite  holds  true  in  the  thyroid. 
For  a  long  time  the  gland  was  regarded  as  a  superfluous  organ, 
I  nit  we  came  to  recognize  that  it  has  important  functions  which 
we  had  not  understood.  The  contrast  between  Graves'  disease 
and  myxedema  led  Moebius  to  advance  his  theory  and  to  advise 
the  use  of  his  antithyroidin.  Struma  and  Basedow's  disease 
have  taught  us  that  the  thyroid  gland  belongs  to  that  group  of 
glands  which  have  an  internal  secretion.  Such  glands  are  the 
thyroid,  the  hypophysis,  thymus,  suprarenal  glands  and  the 
ovaries.  Their  influence  is  great  and  their  true  functions,  thus 
far  obscure. 

♦Read  before  the  Chicago  Gynecological  Society,  March  10,  1909. 
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Most  of  the  knowledge  gained  about  the  interrelation  between 
these  glands  is  based  on  the  rather  rough  experiments  upon 
animals  and  the  clinical  results  obtained  by  successful  treatment. 
I  do  not  deny  the  connection  of  some  of  these  organs  with  the 
sympathetic  and  the  vagus,  and  there  is  no  doubt  that  electrical 
treatment  of  the  sympathetic  gives  good  results  in  Graves' 
disease,  though  it  is  not  the  sovereign  remedy  which  the  French 
school  claims  it  to  be.  Nerves  doubtless  influence  the  secretion 
of  glands,  as  for  instance  the  submaxillary,  but  our  knowledge 
of  their  functions  except  as  mere  conductive  organs  is  so  limited 
that  they  have  to  be  omitted  in  the  discussion  of  the  disease. 
Inasmuch  as  these  organs,  when  successfully  transplanted,  are 
ready  to  take  up  their  internal  secretion,  we  can  safely  omit  all 
the  nervous  theories  from  our  discussion  (transplantation  of 
ovaries,  Halban)  (thyroid:  Christiani  and  Kummer,  Rfaeffer, 
Kocher).  The  influence  of  those  organs  on  the  human  body 
must  be  transmitted  through  the  circulatory  system. 

There  is  no  uniform  histological  picture  that  corresponds  to 
Graves'  disease.  A  fatally  ending  case  of  thyroid  disease  pre- 
sents a  picture  different  from  that  of  a  struma  removed  from  a 
patient  in  a  less  advanced  stage.  We  find  all  kinds  of  transitional 
stages  between  a  cystic  struma,  a  colloid  struma  and  Graves' 
disease  struma.  Clinical  experience,  on  the  other  hand,  shows 
that  the  symptoms  of  Graves'  disease  may  appear  at  any  time 
in  a  common  struma,  but  the  so-called  "formes  frustes"  of  the 
French  of  exophthalmic  goitre  show  that  the  presence  of  all  the 
three  well-known  symptoms  of  this  disease  is  not  absolutely 
necessary  in  the  clinical  consideration  of  Graves'  disease.  The 
success  of  our  therapeutics  also  points  to  a  more  analytic  differ- 
entiation of  this  disease.  In  a  very  few  cases  of  Graves'  disease 
iodin  helps,  in  most  of  them  it  is  of  detrimental  effect,  while  in 
the  common  struma  it  generally  proves  beneficial.  In  one  case 
we  see  a  ra*pid  improvement  under  Moebius'  antithvroidin; 
in  others,  again,  the  simple  thyroid  extract  proves  satisfactory. 
Therefore,  all  these  facts  point  to  the  more  analytic  differentiation 
of  this  metabolic  disturbance,  called  Graves'  disease.  It  is  qo1 
always  possible  to  distinguish  between  hyper-  and  hypothyroid- 
ism. It  is  much  more  sensible  to  divide  the  anomalies  of  the 
thyroid  secretion  in  the  above-named  way  than  to  consider  all  the 
various  disturbances,  to  be  due  to  toxic  or  antitoxic  products, 
secreted  by  the  gland.  This  same  division  certainly  pertains  to 
all  the  other  glands  with  internal  secretions 
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While  hvper-  and  hyposecretion  appeal  to  our  reason,  we 
must  sav  that  dysthyroidism  does  not.  It  assumes  an  unknown 
product  of  glandular  secretion,  absolutely  without  any  parallel 
in  any  other  gland  in  the  body,  and  has  neither  a  chemical,  nor  a 
histological  foundation  in  our  present  knowledge.  Therefore 
it  seems  wiser  to  refrain  from  the  assumption  of  such  an  unknown 
chemicopathological  product.  There  are  so  many  glands  with 
internal  secretion  in  the  human  body,  whose  products  as  will  be 
shown  later,  counterbalance  each  other  that  a  quantitative 
disturbance  in  the  output  of  any  one  of  these  glands  is  sufficient 
to  explain  the  unbalanced  metabolic  changes,  without  referring 
to  a  mystic  toxic  secretion. 

As  the  latest  researches  confirm,  it  is  not  the  thyroid  gland 
alone  that  causes  the  symptom-complex  of  Graves'  disease. 
Moreover,  79  per  cent,  of  all  the  operated  cases  that  came  to  post- 
mortem showed  a  persistency  of  the  thymus  (Capelle).  Some 
authors  (Hart)  therefore  regard  the  thymus  as  the  primary  cause 
of  at  least  one  of  the  cardinal  symptoms,  e.  g.,  the  tachycardia 
and  the  main  effect  of  the  Moebius  antithyroids  seems  to  be 
derived  from  adrenalin  contained  therein,  as  shown  by  Hoffmann 
(and  in  a  form  that  can  be  absorbed  by  the  stomach).  We  will 
have  to  discuss  the  co-relations  between  the  various  organs  with 
internal  secretion  later  on;  for  they  seem  to  cooperate.  So 
much  to  justify  the  statement  that  Graves'  disease  is  a  metabolic 
disease,  similar  to  other  metabolic  disorders,  e.  g.,  diabetes,  etc. 
That  great  success  may  be  obtained  by  applying  a  rational 
dietetic  treatment  everyone  handling  such  disturbances  will 
confirm  (read  Alt's  paper).  We  need  not  be  surprised  to  find 
this  disease  sixteen  times  or  even  forty-six  times  (as  Buschen 
claims),  as  frequent  in  women  as  in  men,  for  women  are  physio- 
logically subjected  to  greater  changes  in  their  metabolism  than 
men,  on  account  of  the  various  changes,  e.  g.,  menstruation, 
pregnane)-,  birth,  and  nursing.  The  organ  that  creates  and 
regulates  these  phases  in  the  woman's  body  is  said  to  be  the 
ovary.  That  there  is  an  established  relation  between  the 
thyroid  and  the  sexual  organs  is  not  yet  widely  known.  There 
was  a  time  when  the  sexual  disturbances  were  regarded  as  the 
primary  cause.  Charcot  and  his  students  looked  upon  pregnancy 
as  nature's  cure  for  Graves'  disease.  Most  women,  however, 
suffering  therewith  abort  or  give  birth  to  a  premature  child, 
and  although  some  women  feel  much  better  after  birth,  a  number 
of  them  die  during  labor   |  Kk-inwaechter,  Stowe,   Kron).     The 
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disease  itself,  like  any  other  disorder,  must  be  aggravated  during 
pregnancy,  when  the  woman's  organism  is  called  upon  to  do  the 
greater  work  for  two  organisms. 

We  notice  swelling  of  the  thyroid  in  puberty.  There  are  also 
cases  of  an  enlargement  appearing  regularly  at  every  menstrua- 
tion (Jenks,  Olshausen).  According  to  Jenks,  coition  also  has 
an  influence  on  the  thyroid.  He  relates  that  the  ancients 
regarded  the  swelling  of  the  thyroid  as  a  sign  of  lost  viriginity 
and  measured  the  neck  to  prove  the  chastity  of  a  newly  married 
woman.  Jenks,  a  gynegologist  of  the  late  Chicago  Medical 
College,  is  one  of  the  few  older  writers  who  recognize  the  con- 
nection between  menstruation  and  goitre.  The  thyroid  gland 
sympathizes  with  the  uterus,  as  he  states.  His  excellent  paper, 
written  in  1881,  shows  a  keen  observation  of  facts  which  we  are 
just  going  to  discover  again,  namely,  the  disappearance* of  the 
goitre  in  voung  girls  when  menstruation  sets  in,  also  the  occa- 
sional spontaneous  cure  by  cessation  of  the  menses.  We  also 
find  quite  frequently  swelling  in  pregnancy  and  eclampsia,  and 
pregnancy  is  by  some  authors  regarded  as  a  physiological  factor 
in  this  disease.  Male  animals  deprived  of  their  thyroid  gland 
lose  their  potency  (Lanz) ;  female  animals  abort  (Gurew).  The 
milk  production  diminishes  to  one-third,  and  disappears  com- 
pletely in  a  few  months  (Lanz).  Matthieu  saw  Graves'  disease 
set  in  after  removal  of  the  ovaries,  and  I  believe  that  this  occur- 
rence is  probably  much  more  frequent  after  operation  for  the 
so-called  cystic  ovaries  than  reported.  Menstrual  changes,  and 
we  might  further  say  development  and  activity  of  the  female 
sexual  organs,  depend  on  ovulation.  On  the  other  hand,  we 
find  atrophy  of  the  sexual  glands  and  mamma?,  falling  out  of 
the  hair  in  advanced  Graves'  disease  Kleinwaecheter,  Foote, 
Wynne,  and  others).  There  is  a  great  resemblance  between 
the  condition  of  a  young  woman  witli  this  disease  to  an  older 
woman  in  the  menopause.  It  is  the  same  picture — hot  Sashes, 
that  sensation  of  heat,  palpitation,  tremor  of  the  hands,  all  of 
which  are  comprised  under  the  name  climacteric  phenomena 
(Ausfallserscheinungen)  Manx-  of  these  symptoms  are  found, 
though  less  pronounced  in  some  young  women  at  even  men 
struation.  I  mention  these  facts  only  to  show  that  there  is  a 
clinically  established  connection  between  these  two  organs, 
thyroid  and  oi  .0  ies. 

The   ovaries,   besides  their   function   of   ovulation,    by    their 
internal  secretion  seem  to  affect  the  bony  and  connective-tissue 
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development  in  animals.  The  pronounced  influence  of  the 
thyroid  gland  on  all  connective  tissue  is  much  better  known 
than  that  of  the  ovaries,  for  extirpation  of  the  ovaries  in  the 
voung  animal  is  followed  by  disease  of  the  bones,  which  become 
weak  and  bent  iLanz  and  others).  In  Graves'  disease  we  find  a 
complete  degeneration  of  the  striped  muscle  of  the  whole  skeleton 
(Askanazy).  Insufficiency  or  defect  of  the  thyroid  gland  causes 
a  doughv  swelling  of  the  skin  known  as  myxedema,  caused  by  a 
myxomatous  degeneration  of  the  connective  tissue.  In  Graves' 
disease  we  notice  falling  out  of  the  hair.  In  the  menopause, 
artificial  or  natural,  we  meet  all  those  symptoms  (dreaded  by  our 
women  patients)  as  growing  of  a  beard,  a  masculine  appearance 
of  the  face.  It  is  still  under  discussion  whether  there  is  anything 
like  climacteric  phenomena  after  removal  of  both  ovaries,  while 
recent  authors  differentiate  between  uterine  and  ovarian  climac- 
teric phenomena  (Pankow).  We  do  not  know  how  many  times 
an  accessory  ovarv  takes  up  the  function  of  the  removed  ovaries. 
A.  Martin  reports  among  sixty  cases,  thirteen  times  regular 
menstruation.  It  took  many  years  before  we  became  convinced 
of  Darwin's  theory  of  evolution;  it  will  take  many  more  years 
before  we  learn  that  the  animal  organism  is  not  only  able  to  adapt 
itself  to  external  conditions,  but  also  to  changes  in  its  internal 
relations  (Spencer's  definition  of  life).  It  is  fully  observed 
clinically,  that  when  there  is  a  loss  of  such  organs,  the  disturb- 
ances become  compensated  sooner  or  later,  no  matter  whether 
the  loss  occurs  accidentally  or  is  surgically  induced,  the  results 
are  the  same — compensation. 

In  Graves'  disease  the  mammae  become  atrophic.  Extirpation 
of  the  ovaries  has  the  same  effect  (a  fact  used  by  some  English 
surgeons  in  treatment  of  inoperable  carcinoma  of  the  breast). 
Acromegaly  is  a  disease  attacking  women  much  more  frequently 
than  men.  As  shown  lately  by  Patellani,  it  affects  women  in 
the  lull  age  of  puberty,  and  the  connection  with  the  ovaries  is 
plainly  shown  by  the  fact  that  nearly  all  reported  cases  were 
amenorrheic.  Castration  in  early  youth  produces  excessive 
growth,  and  the  whole  industry  of  caponizing  rests  on  this  fact. 

Another  disease,  whose  connection  with  pregnancy  is  evident, 
is  osteomalacia.  Fehling  showed  that  double  ovariotomy 
cures  puerperal  osteomalacia,  consequently  we  have  come  to 
regard  the  whole  process  as  caused  by  a  hypersecretion  of  the 
ovary.  The  same  effect  accompanies  cessation  of  menstruation 
(Loehlein),  while  the  recurrence  of  menstruation  brings  on  the 
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old  pains  anew  (Seeligmann).  Still  there  are  a  number  of  eases 
reported  in  which  the  removal  of  the  ovaries  did  not  stop  the 
disease  (about  one-fourth  of  all  reports).  It  seems  to  be  a 
disease  which  prevails  in  those  countries  where  struma  is  found. 
Hoenneck  reports  nineteen  strumas  in  thirty-three  eases  of  osteo- 
malacia. Latzko  reported  five  cases  of  osteomalacia  following 
Graves'  disease. 

Seeligmann  reports  three  cases  of  Graves'  disease  cured  and 
improved  by  ovariin. 

This  entire  discussion  might  seem  foreign  to  the  subject  of  this 
paper;  still  I  had  to  give  a  short  review  of  the  facts  demonstrating 
the  complex  metabolic  nature  of  Graves'  disease  in  order  to 
prove  the  close  connection  between  the  thyroid  and  the  ovaries, 
and  the  similarity  of  their  influence  on  the  connective  tissue. 

It  is  hard  to  define  what  kind  of  connection  exists  between 
these  two  organs,  ovary  and  thyroid,  whether  they  are  syner- 
getic  (as  Gauin,  Florian,  Hoffmann  claim)  or  antagonistic  (as 
Goldstein,  Barchura,  Bucura  hold).  The  whole  process  of 
internal  secretion  is  still  mystifying.  A  clearer  understanding  of 
these  highly  organized  glands  and  their  secretions  "will  do  away 
•with  the  hypothesis  of  trophic  nerves.  There  are  many  facts 
pointing  to  an  antagonism,  as,  for  instance,  the  enlargement  of  the 
thyroid  during  pregnancy  and  menstruation,  but  as  stated  before 
the  ovary  seems  a  more  complex  organ  than  the  thyroid.  One 
fact  should  forever  be  emphasized  and  that  is  this,  that  a  patho- 
logic secretion  of  toxic  elements  from  an)  of  the  organs  with 
internal  secretion  i  w  far  assumed  by  mo^t  authors)  is  not  necessary 
for  the  production  of  disturbances,  which  can  be  easily  explained 
by  a  plit*  or  minus  in  the  activity  of  the  gland. 

At  the  beginning  of  my  paper  I  mentioned  the  fact  that 
Hoffmann  discovered  the  presence  of  adrenalin  in  the  Moebius 
antithyroidin.  The  latter  is  nothing  but  the  serum  of  the 
sheep,  a  herbivorous  animal,  deprived  of  his  thyroid  but  retain- 
ing the  products  of  the  antagonistic  glands.  Anomalies  in  the 
pigmentation,  similar  to  that  in  Addison's  disease,  e.g.,  looseness 
of  the  bowels,  decrease  in  the  muscle  power  found  in  Graves' 
disease,  suggested  to  Hoffmann  the  idea  of  a  relative  insuffici- 
ency of  the  adrenal  glands,  besides  the  hyperthyroidism.  We 
might  add  to  tht  r<  facts  allthi  to  called  rubjectivt  signs  of  pregnancy, 
furthei  the  pigmentation  appearing  dining  pregnancy,  the  pig- 
mentation noticeable  at  puberty,  arising  with  the  beginning  of 
the  ovulation,  also  the  abnormal  condition  of  relaxation  of  the 
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peripheral  blood-vessels.  In  all  these  conditions  we  have  a 
greater  activity  of  the  ovaries,  a  hypersecretion,  which  again 
leads  to  more  or  less  insufficiency  of  the  adrenal  glands.  One  of 
the  astonishing  results,  we  observe  in  the  treatment  of  exophthal- 
mic goitre  with  the  Moebius  serum,  is  the  stopping  of  the  diar- 
rhea. It  precedes  the  increase  of  weight  in  these  patients. 
Another  phenomenon  that  most  impressed  me  in  the  three  patients 
whom  I  treated  successfully  by  this  method  is  the  arrest  of  the 
menstruation  which  did  not  set  in  again  until  an  equilibrium  in 
the  secretion  i)i  th<  various  glands  was  established.  The  patients 
grew  stronger,  gained  in  weight,  were  able  to  walk  again  and  to 
do  their  housework,  but  menstruation  stopped  during  the 
treatment  with  the  serum,  which  seemed  to  suppress  the  activity 
of  the  ovaries  and  to  create  a  relative  insufficiency  of  the  organs. 
All  these  facts  point  toward  an  antagonism  between  adrenal 
glands,  thyroid,  and  the  ovary.  Hoffmann  was  the  first  to  prove 
this  antagonism,  and  saw  the  proof  of  his  conclusions  in  the 
somewhat  successful  treatment  of  one  case  of  osteomalacia 
with  this  serum. 

It  is  not  within  the  scope  of  this  paper  to  go  into  details  in 
regard  to  the  connection  of  these  glands  with  the  nerves,  also 
their  relations  to  kidney,  liver,  pancreas,  and  diabetes.  These 
things  do  not  directly  pertain  to  our  present  discussion.  I  also 
refrain  from  discussing  the  hypertrophies  of  some  of  these 
organs  found  in  autopsies  after  the  removal  of  analogous  glands 
(cf.  Roessle)  The  antagonism  existing  between  thyroid  and 
suprarenal  glands  has  lately  been  proven  again  by  the  experi- 
ments of  Bossi.  Removal  of  one  suprarenal  gland  in  sheep, 
pregnant  or  not,  brings  on  osteomalacia.  Injection  of  adrenalin 
cures  osteomalacia,  also  rickets  as  reported  by  other  Italian 
physicians  using  this  treatment  on  the  advice  of  Bossi.  These 
results  substantiate  Hoffmann's  findings  in  the  blood  of  osteo- 
malacia. According  to  him,  when  Ehrmann's  test  on  the  frog's 
eye  is  used,  the  serum  of  osteomalacic  patients  shows  elements 
antagonistic  to  adrenalin;  they  produce  contraction  of  the  pupil 
in  the  same  way  as  in  Craves'  disease,  while  the  serum  in  myx- 
edema proves  the  hyperactivity  of  the  adrenal  bodies  in  dilating 
the  pupil. 

We  have  no  proof  of  an  antagonism  between  thyroid  and 
ovaries,  they  are  probably  rather  synergetic.  The  swelling  of 
the  thyroid  in  pregnancy  is  not  caused  by  an  inactivity  of  the 
ovary  as  generally  understood.     Although  ovulation  stops,  the 


8  SCHMACCH:    GOITRE    IX    MOTHER   AND    OFFSPRING. 

internal  secretion  of  the  ovary  through  the  corpus  luteum  is 
probably  more  active  than  in  a  condition  of  nonpregnancy. 
Every  one  of  these  three  glands  may,  through  the  increased  or 
decreased  output  of  its  specific  secretion,  bring  on  a  disturbance 
in  the  physiological  increase  or  decrease  of  the  bony  substance, 
and  all  these  processes  are  connected  with  an  increased  or 
decreased  elimination  of  phosphorus.  We  find  in  some  cases  of 
Graves'  disease  an  enlarged  excretion  of  phosphorus  (Alt), 
extirpation  of  the  testicles  or  ovaries  diminishes  the  elimination 
of  phosphorus.  Feeding  with  ovariin  tablets  increases  it 
(Curatulo  and  Tarulli),  extracts  of  thyroids,  fed  to  dogs  increased 
the  output  of  phosphates  ten  times  (Ross  and  Buerger).  Extir- 
pation of  the  suprarenal  glands  had  the  same  effect  (Bossi). 
The  retention  of  the  organic  phosphorus,  according  to  these 
authors,  brings  on  an  accumulation  of  lime  salts  in  the  human 
body  in  the  form  of  calcium  and  magnesium  phosphates,  and 
leads  thus  to  a  restitution  of  the  normal  solidity  of  the  bones. 
Ovaries  and  thyroid,  on  one  hand,  hold  the  balance  with  tl::ir 
antagonists,  namely,  tin  suprarenal  bodies.  "Hypersecretion  of 
one  of  them  naturally  will  bring  on  a  relative  insufficiency  of  the 
antagonist.  The  secretive  activity  of  the  ovary  rises  and  sinks 
with  that  of  the  thyroid,"  as  Hoffmann  puts  it.  So  much  for 
the  explanation  of  the  nature  of  Graves'  disease.  It  will  help 
us  to  understand  the  malnutrition  in  children  born  of  a  mother 
suffering  therefrom. 

Mrs.  If.  thirty-five  years  old,  had  four  children;  all,  as  I  will 
state  as  a  curiosity,  were  born  in  November  except  the  last  one 
Her  first  child  was  born  when  she  was  twenty-six  years  old,  the 
second  when  she  was  twenty-eight,  the  third  when  thirty,  and  the 
fourth  when  thirty-two.  This  boy,  the  object  of  this  paper, 
was  born  on  the  tenth  of  September,  1906,  about  eight  weeks 
before  his  time,  the  fifth  of  November. 

No  history  of  goitre  in  the  family  way  back  to  the  great-grand- 
parents. I  lu-  patient  menstruated  when  fourteen  years,  .1  year 
and  a  half  later  th  m  her  younger  sister;  no  signs  of  rickets  except 
an  irregularity  of  teeth.  She  learned  to  walk  at  ten  mouths. 
Her  labors  wire  normal,  but  plot  1. Hied.  In  the  second  half 
of  her  first  pregnancy  a  swelling  in  the  right  side  of  her  neck 
appeared,  and  this  has  since  increased  with  each  pregnancy. 
from  the  time  sin-  was  pregnant  with  her  second  child  a  general 
weakness  sel  in  impeding  her  greatly  in  her  housework.  She 
used  to  vomit  during  the  whole  nine  months  oi  her  gestations 
except  in  her  last  pregnancy.  This  also  was  the  only  time  her 
bowels  wen-  regular.  During  the  third  childbirth  she  had 
some  trouble  From  hej  goitre,  had  to  sit  up  in  a  chair  on  account 
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of  suffocating  spells.  She  nursed  all  of  her  children  except  the 
last  one.  I  saw  her  about  thirty-six  hours  after  her  last  labor. 
This  child  was  born  in  head  presentation  in  about  three  hours 
with  the  assistance  of  a  midwife.  The  patient  was  very  cyan- 
otic, had  immense  edema  of  the  entire  body,  was  gasping  for 
air;  in  short,  presenting  all  the  symptoms  of  an  acute  cardiac 
insufficiency.  Her  whole  body  was  covered  with  prickly  heat 
and  she  was  perspiring  profusely;  pulse  145.  Unable  to  lie 
down,  she  had  had  no  sleep.  Her  neck  measured  40  cm.,  and 
her  eves  were  bulging  out  at  that  time  in  an  alarming  manner. 
Camphor  and  digitalis  was  administered,  which  relieved  her 
somewhat.  Three  days  after  labor,  I  put  her  on  Moebius  anti- 
thvroidin,  one-half  teaspoonful  twice  every  second  day.  This 
d(  >se  was  later  on  reduced  to  20  drops  and  increased  again  to  50 
drops.  It  was  the  only  medical  treatment  she  received  except  a 
diet  free  from  XaCl,  consisting  chiefly  of  vegetables,  eggs,  and 
buttermilk.  She  improved  rapidly  under  this  treatment. 
Altogether  she  took  twenty-eight  bottles,  equal  to  280  cm.  I 
must  say,  I  never  have  seen  more  severe  symptoms  of  Graves' 
disease  than  in  this  case.  There  was  an  extreme  tremor  of  the 
hands,  she  could  not  hold  anything  without  dropping  it,  also 
tremor  of  the  tongue,  violent  headaches,  profuse  diarrhea,  her 
hair  came  out  in  large  quantities.  Greatly  excited  during  the 
day,  she  became  delirious  as  soon  as  she  fell  asleep.  Besides 
she  was  not  able  to  swallow  any  water  without  choking.  This 
condition  had  set  in  about  two  months  before  labor  and  kept  up 
until  three  months  afterward.  Eight  days  after  labor  she  was 
able  to  walk  around  in  her  room.  On  the  eleventh  day  she 
went  to  bed  for  the  first  time;  the  edema  disappeared  rapidly. 
On  the  twenty-sixth  day  she  was  able  to  call  at  my  office,  the 
diarrhea  had  stopped,  her  bowels  moved  only  two  or  three  times 
a  day.  Pulse  varied  between  120  and  140.  headaches  had  dis- 
appeared, the  eyes  did  not  protrude  as  much.  .She  improved 
steadily;  while  she  did  not  weigh  more  than  114  pounds  after 
labor,  she  gained  ten  pounds  within  three  months,  and  weighs 
now  138  pounds,  more  than  she  ever  weighed.  Her  goitre  went 
down  to  37  cm.,  but  measures  now  again  41  cm.  Nevertheless, 
she  has  no  trouble  in  swallowing.  This  shows  that  the  latter 
disturbance  has  not  been  brought  on  so  much  by  pressure  as 
probably  by  a  softening  of  the  cartilage  of  larynx  and  trachea. 
She  si  ill  has  a  distinct  exophthalmus,  is  nervous,  and  has  that 
hasty  way  of  talking  and  moving  about  noticed  in  women 
suffering  from  Graves'  disease.  Her  pulse  beat  varies  now 
between  90  and  no.  Her  menstruation  resumed  six  months 
alter  labor  and  appears  in  regular  intervals  of  lour  weeks,  but 
only  lasts  three  days  instead  of  eight  days  as  before.  From 
October,  1907,  she  was  amenorrheic  lor  four  months.  She  has 
not  taken  any  medicine  for  her  goitre  since  about  twenty  months. 
According  to  her  own  statement,  she  is  stronger  and  feels  better 
now    than  she  ever  felt  in  the  last  six  years,  is  again  able  to  do 
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her  own  washing.  However,  her  breasts  are  atrophic,  her  hair 
is  very  thin,  the  genitalia  appear  normal,  there  is  no  pronounced 
atrophy.  Her  undiluted  blood  serum  applied  to  the  frog's  eye 
(Ehrmann  test)  brings  on  a  contraction  of  the  pupil  within 
twenty-five  minutes,  a  condition  called  by  Hoffmann  thyroi- 
dosis  in  opposition  to  the  adrenalin  reaction.  The  patient  in 
question  probably  suffers  from  hyperthyroidism,  but,  as  Hoff- 
mann himself  states,  this  reaction  does  not  prove  hyperthy- 
roidism. 

In  regard  to  the  child,  I  must  say  it  was  somewhat  neglected. 
The  mother's  condition  was  so  serious  that   none    took    much 


Fig.  i. — W   H.     5  months  old.     Forme  fruste  of  myxedema.        Note  irregular 
phthalmus,  myxedematous  folds  in  skin  of  neck  and  chest, 

large  abdomen,   lI      n  i   of  hair  excej t  the  oo  i[>ut. 


interest  in  this  little  boy.  He  hardly  weighed  four  pounds,  was 
nothing  but  skin  and  bones,  but  appeared  otherwise  normal. 
As  the  mother  had  no  milk,  he  was  fed  cow  s  milk  one  part  to 
four  parts  of  water  with  a  spoon,  as  he  was  unable  to  take  the 
bottle.  Although  not  much  older  than  thirty  two  weeks,  he 
id  nicelj  on  this  Food  Five  weeks  after  labor  his  eyes 
started  to  bulge  out  and  the  head  as  a  whole  seemed  to  grow, 
especially  the  forehead  A  few  days  later  the  temporal  bones 
began  to  protrude,  then  one  side  of  the  occiput,  then  the  othei 
side,  then  the  Kit  frontal  bone  in  the  region  of  the  protuberance 
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seemed  to  elevate.  The  mother  thought  all  these  changes  were 
brought  on  by  the  child  sleeping  on  one  side  of  his  head.  How- 
ever soon  afterward  the  right  frontal  bone  protruded  in  the 
same  way.  While  all  this  happened,  the  bones  themselves 
did  not  soften,  instead  they  seemed  to  grow  harder,  the  sutures 
remained  closed,  the  large  fontanel  became  smaller.  This 
whole  process  took  about  six  weeks.  The  eyes  were  bulging 
out  more  and  more,  and  at  the  same  time  small  openings  ap- 


FlG.  2.  —  W     H.     5  months  old.     Note  the  open  mouth,  the  umbilical 

hernia  and  the  myxedematous  folds  of  skin. 

peared  in  the  temporal  and  frontal  bones,  the  size  of  half  a  cm., 
surrounded  by  an  elevated  area.  All  these  changes  had  no 
influence  on  his  general  condition,  his  appetite  was  good,  he 
slept  well  and  grew.  At  the  end  of  the  fourth  month  there  was 
still  a  hole  in  the  right  frontal  bone,  and  the  child's  head  had 
the  form  of  a  turret  head  (Thurrnschaedel)  and  saddle  head. 
Forehead  and  occiput  were  bulging  out,  while  the  parietal  bones 
were  sunken       1  his,   together  with  the  exophthalmus,  gave  the 


1-'  schmauch:  goitre  ix  mother  and  offspring. 

child  a  very  queer  appearance  (cf.  picture  taken  at  that  time). 
The  treatment  of  the  child  consisted  in  the  administration  of 
lemon  juice.  He  used  about  two  lemons  a  day.  Later  on, 
phosphorus  oil  was  given  in  addition.  When  eleven  months 
old  the  bov  weighed  19  1/2  pounds.  He  always  enjoyed  good 
general  health.  While  the  other  children  were  suffering  from 
whooping-cough,  he  did  not  contract  it.  When  two  years  old, 
he  suffered  from  pneumonia,  but  recovered.  Last  summer  he 
developed  an  abscess  in  the  right  gluteal  region  near  the  anus. 


FlG.  3. — W.  H.     27  months  old.     Turret  and  saddle  head. 

When  opened,  I  was  astonished  to  get  into  a  perfectly  calcified 
cavity.  I  thought  of  a  dermoid  and  proposed  extirpation. 
However  when  1  saw  the  child  two  months  ago,  the  whole 
tumor  had  disappeared.  This  is  another  phenomenon  pointing 
to  the  abnormal  deposition  and  absorption  of  limy  substance 
hi  the  bod)  of  this  boy. 

He  si  ill  appears  abnorma  .  Comparing  his  present  appearam  1 
with  the  photographs  which  were  taken  when  he  was  four  and 
one  half  months  old,  it  1-  <\  idenl  that  he  has  greatly  impiw  1  d 
He  'ooked  worsl  when  aboul  twelve  weeks  old.  His  height  is 
about  normal,  80  cm.,  he  weighs  35  pounds.  His  anus  and 
ch<    '  are  well  developed,  his  skin  lias  now  a  rosy  natural  color 
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and  shows  a  good  panniculus  adiposus.  The  muscular  power 
in  his  arms  is  greater  than  one  would  think.  He  moves  a  chair 
without  much  difficulty  as  his  mother  reports.  His  legs  are  not 
so  strong,  he  is  just  starting  to  walk.  The  umbilical  hern  a,  to  be 
seen  in  one  of  the  pictures  has  disappeared,  also  the  myx- 
edematous condition  of  the  skin,  the  wrinkles  on  his  neck  and 
under  his  arms;  the  genitalia  are  well  developed.  The  part  of 
the  child  which  first  attracts  attention  is  his  head. 


Fig   4. — W.  H.     Turret  and 


The  measurements  are: 

Circumference. — Frontaoccipital,  February,  1907,  42  cm.;  April, 
1907,  45  cm.  August,  1907,  47  cm.;  February,  1909,  51  cm. 
Frontosuboccipital  (highest  part  of  forehead  to  neck),  February, 
[907,  41  nil  ;  April,  1907,  41  1/2  cm.;  August,  1907,  43  cm. 
Mentooccipital,  February,  1907,  43  1/2  cm.;  April,  1907,47  cm.; 
try,  1909,  53  cm. 

Diameters,  February,  1909,  Bitemporal,  14  cm.;  biparietal, 
12  cm.;  frontomentaJ  (highest  part  of  forehead),  19  cm.;  sub- 
occipitopregmatic  r  1 .5. 

The  shape  of  the  head  has,  therefore,  not  much  changed;  it 
reminds  the  obstetrician  mostly  of  a  child  born  in  a  protracted 
brow   presentation.     Still   this   boy   was   born    with   a  perfectly 
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round  head.  You  notice  an  immense  broad  forehead  the  tem- 
poral bones  bulging  out,  and  a  saddle-shaped  depression  of  the 
parietal  bones.  His  eyes  are  protruding,  but  not  half  as  badly 
as  about  fifteen  months  ago.  At  that  time  you  could  not  see 
more  than  the  upper  half  of  the  cornea.  He  now  covers  his  eye- 
balls completely  when  he  sleeps.  Another  phenomenon  you 
will  observe  is  that  the  boy  keeps  his  mouth  open  all  the  time, 
and  the  saliva  runs  continually  from  it.  There  is  no  saddle-nose, 
but  as  in  congenital  myxidiocy,  the  large  tongue  sticks  out 
continually;  the  palate  is  very  high-arched,  Y-shaped.  During 
the  first  sixteen  or  eighteen  months  he  was  in  the  habit  of 
shrieking  aloud  as  myxedematous  children  do,  terrifying  his 
mother  and  the  whole  family.  His  eye-brows  are  not  developed, 
there  is  hardly  any  hair  on  the  temporal  region;  the  rest  of  the 
head  is  covered  with  coarse  red  hair.  Primary  dentition  began 
at  the  age  of  ten  months;  his  teeth  are  only  half  developed  and 
already  show  symptoms  of  decay.  The  enamel  is  covered  with 
grooves  and  has  a  greenish  appearance  At  the  first  glance  at 
the  eyes  of  the  child,  you  will  think  of  a  hydrocephalus.  But 
you  can  convince  yourself  how  hard  the  cranial  bones  are. 
Contrary  to  hydrocephalus,  the  large  fontanel  was  closed  at 
the  age  of  eight  months.  The  sutures  were  never  gaping,  thf 
aplasia  of  the  cranium  in  this  child  was  totally  different  from 
that  found  in  hydrocephalus,  the  so-called  "  Lueckenschaedel." 
The  craniotabes  of  rickets  presents  a  different  picture  also. 
Rickets  generally  attacks  the  whole  bony  system  and  in  the 
cranium  the  occiput  is  the  place  most  frequently  diseased, 
while  in  this  boy  the  frontal  and  temporal  bones  showed  defects. 
Besides  the  rarefaction,  probably  a  premature  synostosis  of  the 
parietal  and  sphenoidal  bones  took  place,  causing  the  saddle 
head,  "Klinocephalus,"  according  to  Virchow.  Syphilis  may 
be  excluded,  as  the  child  got  well  without  any  specific  treatment. 
Clinically,  the  whole  process  in  its  rapid  course  impressed  me 
as  an  osteomalacia  rather  than  rickets.  The  histological  differ- 
ence between  these  two  diseases  has  recently  been  denied  by 
Schmorl,  who  regards  the  rachitis  tarda  as  an  osteomalacia. 
Nearly  all  bone  diseases  have  one  thing  in  common,  and  that  is, 
tluir  etiology  is  unknown.  Syphilis  and  alcoholism,  according 
to  text-books,  are  the  cause  of  everything.  Lately,  however, 
the  opinion  is  more  frequently  expressed  that  ever)  bone  disease 
in  childhood  is  caused  by  an  anomaly  of  the  thyroid  (Fuchs) 
or  analogous  glands  (StOeltzner),  or  as  we  may  say  now  of  the 
antagonistic  glands.  There  might  have  been  a  minor  degree  of 
hydrocephalus.  The  brain  is  that  organ  which  is  deprived  of 
its  limy  substance  second  to  the  bones  in  rickets  (H.  Axon). 
However,  the  protrusion  of  the  bulbi,  the  fust  symptom  of  an 
abnormality  of  this  child,  appeared  before  there  were  any 
striking  changes  in  the  rest  of  the  cranium.  In  my  opinion,  it 
was  uol  caused  by  the  pressure  of  a  hydrocephalus  alone,  but 
is  probabl]   the  consequence  of  a  softening  of  the  orbital  rooi 
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There  are  a  small  number  of  turret  heads  reported,  but  their 
etio  ogy  was  so  far  unknown.  They  interest  the  ophthalmologist 
especially  as  sometimes  an  atrophy  of  the  opticus  sets  in.  In 
many  of  these  reported  cases  an  irregularly  formed  head  was 
found,  and  as  Yelhagen  states,  the  orbita  in  such  patients  is  not  a 
horizontal  cave  but  round,  and  not  so  deep  as  normally.  This 
causes  exophthalmus.  Another  phenomenon,  not  yet  described, 
in  children  like  this  boy,  is  a  pronounced  eosinophilic  leukocy- 
tosis. His  blood  resembles  that  of  a  new-born  with  the  excep- 
tion of  the  increase  in  the  eosinophiles. 

Senator  quotes  Neusser  as  having  reported  the  same  findings 
in  a  case  of  osteomalacia. 

When  the  mother  first  called  my  attention  to  the  child  it  was 
because  his  eyes  were  bulging  out  in  the  same  way  as  her  own. 
There  was  only  one  opinion  in  his  home  and  neighborhood  and 
that  was  that  the  child  had  inherited  this  disease  from  his 
mother.  I  took  this  idea  as  a  joke,  I  never  had  heard  of  a  con- 
genital Graves'  disease  (we  might  use  this  term  as  it  appeared 
five  weeks  after  labor).  Still  it  is  not  so  absurd.  Graves' 
disease  in  children  is  very  rare,  and  gives  an  infaust  prognosis. 
To  my  knowledge  there  has  not  been  a  case  reported  which 
developed  within  the  first  three  months  of  life.  This  little  boy 
is  good  natured  and  you  will  agree  with  me  that  his  eyes  are 
bright  and  not  those  of  a  cretin  or  idiot.  He  talks  a  little  and 
enjoys  playing  with  his  brothers.  We  might  call  his  condition, 
according  to  French  authors,  a  "forme  fruste"  of  myxedema, 
combined  or  rather  caused  by  osteomalacia  or  rickets,  if  you  like 
this  term  better.  This,  however,  is  only  a  symptomatical  diag- 
nosis. What  interests  us  obstetricians  in  this  case  is  the  etiology. 
We  have  here  one  of  the  rare  cases  of  a  gradually  increasing  deteri- 
oration of  the  children  of  a  mother  afflicted  with  Graves'  disease, 
increasing  at  the  fame  pace  as  that  of  the  mother.-  The  first  child, 
a  girl  born  while  the  mother  acquired  the  disease,  is  apparently 
normal ;  the  second,  a  boy,  shows  signs  of  rickets ;  the  third,  a  boy, 
has  an  immense  head  for  his  age,  which  is  five  years,  circum- 
ference 54  cm.  Two  years  ago  he  looked  very  much  like  a 
cretin  with  his  fat  abdomen  and  large  head.  When  one  year 
old,  he  weighed  28  pounds,  just  as  much  as  with  two  years, 
but  could  not  walk.  The  fourth,  the  child  described,  nearly 
cust  Ins  mother  her  life.  I  do  not  think  it  necessary  to  emphasize 
that  the  mother's  condition  is  accountable  for  that  of  her 
children.  1  purposely  went  into  details  of  the  complicated 
d  sarrangement  of  the  glands  with  internal  secretion,  that  are 
comprised  in  Graves'  disease  and  their  influence  upon  the 
connective  tissue  system.  These  children  reflect  the  various 
stages  of  their  mother's  disease. 

Theilhaber,  one  of  the  few  gynecologists  who  took  up  the 
question  of  pregnancy  in  Graves'  disease  comes  to  the  conclusion 
that  women  afflicted  therewith  should  not  remain  pregnant, 
abortion   should   be   induced;   secondlv,   girls   with    this   disease 
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should  not  marry;  thirdly,  they  should  not  be  allowed  to  nurse 
the'r  children.  In  regard  to  the  first  question,  I  will  say  that  in 
mild  cases  interference  will  be  ust  as  little  indicated  as  in 
compensated  valvular  trouble.  Pregnancy  makes  most  cases  of 
Graves'  disease  worse  This  act  always  has  to  be  considered. 
However,  we  have  in  the  Moebius  serum,  in  the  different  thyroid 
extracts,  and  in  the  ovariin  means  to  compensate  the  systemic 
disturbance.  In  a  more  serious  case,  especia  ly  when  there  is 
already  one  child,  I  would  not  hesitate  to  interrupt  pregnancy. 
This  has  to  be  done  in  the  earlier  months,  as  the  insufficiency 
of  the  heart  (Graves  disease  heart  or  struma  heart)  predominates 
in  the  picture.  The  heart  of  a  woman  with  exophthalmic  goitre 
is  on  account  of  the  muscular  changes  often  unable  to  do  the 
increased  work  of  pregnancy.  Premature  labor  is  just  as  useless 
as  in  heart  disease.  .4);  absolute  null  ation  for  artificial  abortion 
is  he  combination  of  Graves'  disease  with  a  persistent  thymus 
status  thymicus)  in  accordance  with  surgical  rules.  Induction 
of  abortion  will  also  be  indicated  in  all  those  cases  that  show 
pressure  symptoms  on  the  trachea  or  esophagus.  This  will  be 
found  more  requently  in  cystic  struma  than  in  Graves'  disease, 
where  the  vascular  struma  prevails.  However,  any  form  of 
struma  might  develop  into  an  exophthalmic  goitre.  The  woman, 
whose  case  is  presented  to  night,  has  a  cystic  and  vascular  struma. 
For  months  before  and  after  labor  she  was  unable  to  swa  low  any 
water       Induction  of  abortion  would  certainly  have  been  justified. 

I  always  remember  a  sad  case  observed  n  Berlin  at  Olshau- 
sen's  clinic  A  fcroman  with  a  large  struma,  cyanotic  and  in 
orthopnea,  was  brought  to  the  hosp.tal  in  her  eighth  month  of 
pregnancy.  Her  serious  condition  was  said  to  have  developed 
quite  suddenly.  There  was  no  time  to  induce  labor  we  decided 
for  Cesarean  section  and  strumectomy.  The  latter  was  per- 
formed under  (oca  anesthesia,  followed  by  tracheotomj  and 
subsequent  section  under  general  anesthesia.  The  woman  died 
within  loin  days  and  the  child  within  a  week.  Such  cases  show 
the  value  of  an  early  induced  abortion.  It  is  difficult  to  make 
rules  when  and  when  not  to  nterrupt  pregnancy  in  Graves' 
as  the  cases  diffei  so  much  However,!  would  not  allow 
liseasi   to  become   pregnant  a  second  time. 

Should  a  woman  suffering  from  Graves'  disease  marrj  '     Can 

to  have  healthy  children?      line,   there  are    main 

women   with   this  disease   that   give  birth   to  children   which   are 

not  onlj    born  healthy,  but  remain  health)   and  develop  well. 
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But  the  case  presented  here  would  cause  us  to  hesitate  with  our 
consent  if  we  should  be  consulted. 

Two  vears  ago  I  delivered  another  woman  with  exophthalmic 
goitre  who  gave  birth  to  a  strong  boy  It  was  her  fifth  child, 
forceps  after  eighteen  hours'  labor.  Her  sister  has  the  same 
disease.  She  had  all  the  symptoms  of  an  insufficiency  of  the 
kidneys,  general  edema,  headache  insomnia,  etc.,  symptoms 
that  are  so  requently  falsely  called  preeclamptic.  Her  boy  is 
exceptionally  bright  brighter  than  any  child  I  ever  saw.  The 
mother  nursed  him  up  to  the  age  of  three  and  one-half  months, 
when  her  breasts  dried  up.  After  weaning,  the  child  suffered 
from  bowe  trouble;  in  fact,  it  did  not  recover  until  the  parents 
moved  out  into  the  country.  The  only  sign  of  rickets  in  this 
child  was  he  did  not  get  his  first  teeth  until  he  was  fourteen 
months  old.  Genitalia  well  developed,  no  struma.  When 
fifteen  months  old  the  boy  suffered  from  priapismus,  without 
apparent  cause. 

Schaffle  reported  recently  a  case  of  transmission  of  goitre 
through  four  generations.  The  two  oldest  children  showed  an 
en'argement  of  the  thyroid,  the  six  younger  ones  were  normal. 
Goitre  is  generally  recognized  as  an  inheritable  disease.  Demme 
reported  a  case  where  all  he  children  of  a  woman  with  goitre 
showed  a  struma  until  she  was  operated  upon.  The  children 
which  followed  were  normal.  This  certainly  is  a  mere  coin- 
cidence. Looking  at  our  family,  one  might  conclude  that  the 
youngest  boy  has  inherited  the  disease,  still  it  is  merely  an 
intrauterine  acquired  disorder.     This  question«is  quite  important. 

As  soon  as  we  accept  the  theory  that  the  boy  has  "  nherited" 
his  disease,  we  admit  that  he  can  transmit  his  functional  disorder 
to  his  descendants.  In  order  to  decide  this  question,  I  must 
discuss  briefly  our  present  theories  of  heredity. 

We  the  product  of  our  parents,  carry  with  us  throughout  life 
some  inherited  qualities;  in  other  words,  the  physical  arrange- 
ment of  our  various  organs  is  an  heirloom  received  from  our 
ancestors.  The  average  length  of  our  life,  the  average  life  of  the 
different  organs,  everything  seems  to  be  regulated  by  the  laws 
of  heredity.  The  paternal  cell,  the  spermatozoon  as  well  as  the 
maternal  cell,  the  ovum,  are  without  sex  (Weismann).  They 
are  identical  in  their  validity,  one  may  substitute  itself  for  the 
other  (Weismann).  The  nuclei  of  both  contain  the  germinal 
protop'asm  and  carry  in  their  chromatin  all  the  inheritable  sub- 
stance. The  product  of  the  union  of  these  protoplasms  is  the 
new  individual  which,  therefore,  will  never  be  a  perfect  likeness 
of  one  of  its  parents.     The  child  is  the  half-brother  of  its  father 
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and  its  mother,  as  Baumgarten  puts  it  (along  the  lines  of  whose 
ideas  the  laws  of  heredity  are  discussed  in  this  paper).  Part 
of  the  germinal  protoplasm  is  early  withdrawn  from  general  use 
(in  building  up  the  new  individual)  and  is  deposited  n  the 
sexual  glands.  This  "deposited"  germinal  protoplasm  is, 
therefore,  not  created  in  the  sexual  glands,  it  is  there.  It  grows 
and  increases  from  generation  to  generation,  just  as  a  long 
running  root  sends  out  sprouts  that  develop  into  new  plants 
(Baumgarten).  Father  and  child  are  derived  from  the  same 
protoplasm,  only  at  different  times  (v.  Naegeli).  We  do  not 
transmit  our  own  product  to  our  children,  but  an  heirloom 
received  from  our  ancestors.  The  consequence  of  this  "cont  nu- 
ity  of  the  protoplasm"  (Weismann)  is  that  a  disease  cannot 
be  inherited.  A  disease  is  always  an  active  process  and  not  a 
condition  or  quality  i  Martins).  We  do  not  inherit  syphilis 
because  the  father  is  syphilitic;  neither  one  of  the  germinal  cells 
is  syphilitic.  As  pointed  out  by  Finger,  before  the  discovery  of 
the  spirochete,  syphilis  may  be  congenital,  because  the  syphilitic 
virus  is  mechanically  added  to  the  fertilized  ovum.  In  order 
to  inherit  a  pathologic  condition,  the  germinal  cell,  ovum,  or 
spermatozoon,  has  to  be  afflicted  in  the  same  way,  the  "micellen" 
(v.  Naegel  )  of  the  germinal  protoplasm  must  show  the  same 
anomaly.  Upon  this  natural  obstacle  to  inheriting  acquired 
diseases  rests  the  continuance  of  mankind.  Adopting  these 
laws,  I  have  to  conclude  thai  this  bo}  did  not  inherit  his  patho- 
logic condition,  he  acquired  it  intrauterine.  While  heredity 
iv  .•;  physiological  process  (Haeckel),  romething  wi  cannot  escape, 
this  (hi', I  mi  [hi  a,,,  i  havi  been  taken  sick  if  his  mother  had  been 
propi  rlj  ,  ,n ,  ,1  for. 

The  fact  that  the  last  three  children  have  rickets;  furthermore, 
that  all  the  children  have  outgrown  their  disease  without  special 
treatment,  proves  to  me  that  the  child's  condition  is  the  resull 
of  the  mother's  malnutritive  media,  bul  has  not  reached  the 
child  1>\  u.i\  of  the  germinal  protoplasm. 

I  here  is  one  exception  to  these  laws:  a  noxious  substance  nol 
organized)  circulating  in  the  human  system  will  not  only  prove 
detrimental  to  a  certain  organ,  as  foi  instance  the  kidney  or 
thyroid,  but  might  also  attack  the  corresponding  "micelle"  of 
the  germinal  protoplasm,  which  is  the  anlage  of  that  organ.  A 
diminished  resistance,  a  disposition  toward  the  same  illness  is 
therebj  created  in  this  special  organ  (Orth).  According  to  I  irth 
and  other  pathologists,  in  this  way  an  inheritable  anomaly  is 
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created.  This  theory  is  not  generally  recognized,  it  is  a  return 
to  Darwin's  pangenesis  and  doctrine  of  "gemmulae." 

i  >ne  of  the  reasons  why  I  have  reviewed  these  laws  of  heredity 
is  that  a  family  like  the  one  presented  is  apt  to  throw  some  light 
on  this  subject.  We  do  not  deal  with  a  disease  caused  by  an 
organized  poison,  but  with  changes  that  are  the  consequence  of 
a  disturbed  secretive  function  of  an  organ,  or  rather  a  series  of 
them  that  include  the  sexual  glands.  Moreover,  this  organ, 
the  thyroid,  seems  to  be  one  of  the  most  important  ones  in 
regard  to  the  building  up  of  the  whole  organism.  Indeed,  we 
might  say  with  Baumgarten,  we  are  not  yet  fully  aware  of  the 
immense  influence  this  organ  exerts  upon  the  whole  connective- 
tissue  sj  stem. 

The  connection  of  struma  with  drinking  water  is  well  known, 
while  the  causes  of  exophthalmic  goitre  are  still  under  discussion. 
Only  lately  we  learned  that  infectious  disease  such  as  la  grippe, 
poliarthritis,  etc.,  may  produce  an  acute  thyroiditis.  The  con- 
ae<  tion  with  pregnancy  is  also  recognized.  The  only  plausible 
theor)  given  for  Graves'  disease,  is  that  of  Bayan  who  re- 
gards the  changes  in  the  thyroid  as  similar  to  those  in  Bright's 
disease.  A  noxious  fluid,  circulating  in  the  body,  brings  on  a 
lesion  of  the  epithelium.  The  latter  is  thrown  off  into  the 
lumen,  but  contrary  to  the  kidney  remains  there,  is  not  thrown 
off.      The    consequence   is   a    much    more   lasting   effect   of   the 

noxious''  substance.  In  accordance  with  this  theory,  the 
enlargement  of  thi  thyroid  in  menstruation  and  pregnancy  would 
bt  a  similar  pro,,  n  to  the  albuminuria  and  nephritis  gravidarum. 

The  possibility  of  transmission  of  a  functional  disorder,  in  the 
sense  of  Orth,  cannot  be  denied;  heredity  by  direct  influence 
of  the  germinal  protoplasm  has  to  be  admitted  theoretically. 
(July  observation  of  several  generations  in  a  family  like  ours 
would  justif)  a  positive  decision  one  way  or  the  other.  Graves' 
is  not  an  active  process  in  the  sense  of  Mai  tins.  A 
hypertrophic,  and  consequently  hypersecretive  gland,  may  as 
readil)  be  inherited  as  a  large  head.  Practical  experience, 
i  i  i.  contradicts  this  theory.     Mos1  of  the  children  born  of 

women  afflicted  with  Graves'  disease  seem  to  be  normal.  At 
least  there  are  only  very  few  reports  of  serious  rickets,  as  for 
instance  in  Theilhaber's  firsl  ease  It  was  mentioned  before 
thai  there  is  no  proof  to  support  the  theory  of  a  toxic  secretion 
from  a  diseased  gland,  which  could  influence  corresponding  parts 
of  the  germinal  protoplasm.      In   my  opinion,   the  rickets    in  the 
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older  children  and  the  myxedematous  condition  in  the  youngest 
child  arc  sequela  of  their  being  born  of  a  mother  suffering  from 
recretivi  disturbance  of  the  thyroid  and  the  other  glands.  There 
was  no  chance  for  the  germinal  protoplasm  of  the  father  to 
counterbalance  any  defects  peculiar  to  that  of  the  mother. 
The  children  were  born  normal  as  far  as  their  external  appearance 
shows.  This,  however,  only  proves  the  vitality  of  the  germinal 
protoplasm — the  parasitic  nature  of  the  child.  In  many  cases  of 
Graves'  disease  probably  other  glands  will  compensate  by  their 
increased  or  lessened  activity,  the  metabolic  disturbance  brought 
on  by  the  enlarged  thyroid.  Only  a  seriously  disturbed  har- 
mony, as  existed  during  the  last  gestation  of  this  woman,  seems 
to  be  able  to  influence  the  child  in  a  pronounced  manner.  We 
know  very  little  as  to  whether  the  glands  with  internal  secretion 
are  working  during  the  period  of  intrauterine  life.  The^thyroid 
does  not  become  an  organ  without  a  duct  before  the  middle  of 
pregnancy.  The  sexual  glands  are  not  active.  The  thymus 
and  adrenal  bodies  are  comparatively  large  organs.  So  far  no 
case  of  congenital  rickets  has  been  reported,  that  could  not  be 
successfully  disputed  (Stoeltzner).  The  child  adapts  his  own 
metabolism  to  tint  of  tin  mother,  mid  therefori  is  horn  apparently 
normal.  This  takes  place,  so  to  say,  in  the  same  way,  as  the 
passive  immunization  by  protective  bodies  of  the  maternal  blood. 

After  birth,  however,  when  the  child  is  growing  faster,  when  it 
has  to  adapt  itself  to  the  outside  world,  when  it  has  to  depend  on 
tin-  functoin  of  its  own  glands,  everv  disturbance  in  the  harmony 
of  the  glands  with  internal  secretion  will  more  readily  become 
apparent.  More  so.  when  a  child,  such  as  this  boy,  is  bora 
time.  1  lu-  test  of  the  serum  of  this  child  on  the  frog's 
eye  (February,  1909)  gives  a  different  result  from  that  of  the 
mother;  there  is  not  a  contraction,  but  rathei  .1  slight  dilatation, 
a  rounding  of  the  pupil  taking  place  within  ten  minutes.  How 
ever,  not  enough  to  prove  the  presence  of  adrenalin  as  found  by 
Hoffmann  in  true  myxedema, 

inasmuch,  as  the  extrauterine  developed  malnutrition  of  this 
bo\  is  a  consequence  of  maternal  disorders,  an  appropriate 
treatment  oi  the  mother  with  struma  or  Craves'  disease  during 
pregnane)  is  indicated.  According  to  tin-  insufficiency,  detei 
mined  by  tests,  when  possible,  on  the  frog's  eye,  we  should  ad- 
minister antithyroidin,  thyroid  extract,  or  ovariin.  As  long 
as  the  elfeet  of  the  organotherapeutics  is  still  widely  discussed, 
.1  dietetic  treatmenl  in  our  old  way  is  perfectly  justifiable.     Per- 
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fed  liniltli  during  pregnancy  is  the  only  proof  of  an  equilibrium  of 
tin  glands  with  inU  rnal  secretion.  Such  a  therapy  is  not  indicated 
in  order  to  prevent  the  so-called  toxemia.  Toxemia  means 
nowadays  everything  to  the  obstetrician,  in  the  same  way  as 
Peruna  cures  everything.  Thyroid  extract  may  prove  very 
beneficial  in  some  cases  of  pregnancy,  as  lately  shown  by  Foul- 
crod.  Administration  of  thyroid  extracts  after  a  certain  pattern 
good  iio  ever)  kind  of  toxemia,  is  liable  to  cause  great  damage. 
We  should  not  only  individualize,  but  also  endeavor  to  find  out 
which  of  the  organs  with  internal  secretion  causes  the  malnutrition 
through  its  insufficiency. 

As  long  as  women  with  Graves'  disease  bear  apparently  healthy 
children,  we  have  no  right  to  prohibit  marriage.  This  boy 
received  thyroid  extract  for  a  little  while,  but  without  any 
striking  result.  I  intend,  however,  to  put  him  on  fresh  thyroid 
to  see  what  effect  it  will  have.  If  no  result,  he  will  receive 
Moebius  antithyroidin. 

One  question  only  remains  to  be  answered,  namely,  should  a 
mother  with  this  disease  nurse  her  children?  Theilhaber  says, 
no.  I  do  not  agree  with  him.  We  know  that  the  mother's 
milk  does  not  always  prevent  the  appearance  of  rickets;  however, 
children  nursed  by  their  mother  very  rarely  develop  serious 
rickets.  As  stated  above,  the  child's  organism  adjusts  itself  to 
the  disturbed  maternal  metabolism  (simulating  an  inherited 
disorder),  and  there  is  no  reason  w-hy  it  should  not  thrive  and 
grow,  as  long  as  it  is  kept  under  the  same  conditions  it  enjoyed 
in  titer o.  The  difficulty  is  that  these  women  have  no  milk,  but 
as  soon  as  the  child  is  able  to  select  its  own  food  it  will  pick  out 
those  elements  it  needs  to  build  up  its  system.  The  boy  pre- 
sented to-night,  did  not  show  any  real  improvement  until  put 
on  mixed  food.  Although  he  is  not  yet  what  you  call  a  hand- 
some  child,  he  is  improving  and  may  become  normal,  and  as  I 
believe  can  beget  healthy  children.  Hence  Graves'  disease  is 
not  an  inheritable  disease.  It  is  occasionally  transmitted  to 
the  children,  as  in  the  family  presented,  giving  rise  to  temporary 
disturbances,  such  as  rickets  and  myxedema.  These  conditions, 
however,  are  preventable  by  an  appropriate  treatment  of  the 
mother, 
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THE  INVOLUNTARY  MUSCLE  FIBERS  OF  THE  PELVIC 
FL<  >OR.* 

BY 

WTLLIAM  E.  STUDDIFORD    M.  D., 

New  York. 

I  With  four  illustrations.) 

!  time  ago,  at  a  meeting  of  the  New  York  Obstetrical 
Society,  the  writer  presented  a  series  of  dissections  and  micro- 
scopic sections  of  the  pelvic  floor,  calling  attention  to  the  well- 
marked  bands  of  involuntary  muscle  fibers  that  existed  in  the 
perineal  body,  and  stating  the  belief  that  these  bands  were  of 
great  importance  in  maintaining  the  supporting  power  of  the  pel- 
vic floor;  that  injury  to  them  was  the  cause  of  many  of  the  se- 
quela? of  laceration  of  the  perineum.  Further  clinical  experience, 
together  with  studies  of  sections  made  on  the  cadaver  and  the 
microscopical  examination  of  tissue  removed  at  operation  on  the 
living  subject,  has  strengthened  this  belief,  and  seems  to  warrant 
again  calling  attention  to  these  muscle  fibers  and  their  apparent 
relations  to  the  pelvic  floor. 

It  is  unnecessary  to  describe  in  detail  the  structures  that  go 
to  make  up  the  pelvic  floor,  but  certain  factors  should  be  borne  in 
mind.  The  levator  ani  muscle  together  with  the  strong  fascia? 
covering  its  internal  and  external  surfaces  are  conceded  to  be  the 
essential  parts  of  the  supporting  structure,  although  there  is 
some  difference  of  opinion  as  to  which  is  the  more  important 
element,  the  followers  of  Emmet  placing  the  fasciae  first,  while 
others  attach  greater  value  to  the  muscles.  Xone  of  them 
satisfactorily  explain  the  functions  required  of  the  pelvic  floor, 
viz.,  a  supporting  power  under  ordinary  conditions  that  will 
maintain  the  normal  equilibrium  of  the  abdominal  contents  and 
at  the  same  time  be  capable  of  giving  added  support  during 
pregnancy  and  be  subject  to  dilatation  during  labor  and  involu- 
tion after  labor.  Surely  fascia  alone  will  not  respond  to  such 
requirements,  and,  as  Browning  pointed  out  years  ago,  it  is  un- 
physiological  for  voluntary  muscle  to  be  in  constant  contraction, 
as  would  be  required  if  the  levator  alone  were  the  supporting 
power.  Dissections  and  microscopic  examinations  would  seem 
to  show  that  we  have  been  in  error  as  to  certain  features  oi  the 

♦Inaugural  thesis  presented  for  admission  to  the  American  ( lynecological 
Society,  April,  1909. 
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Fig.   t.    -Showing  thi  the  levatoi  ani  muscles  and  their 

relation  to                     i                i  l  in    triangulai    ligament  and  the  external 

muscles  intact  on  the  lefl  -i<l<  d  of  sphincter  cut  and  pushed  over  to 

sing  tin-  involuntar)  in  the  perineal  body. 
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pelvic  floor.  It  is  usual  to  describe  the  levator  ani  as  a  sling  or 
horseshoe-shaped  muscle.  It  would  give  a  more  correct  idea  of 
the  structure  were  it  described  as  Y-shaped.  The  angle  of  the  V 
being  much  wider  posteriorly  where  the  muscles  areattached  to  the 
ischial  spines  and  narrowing  as  the  attachment  to  the  pubic  bone 
is  approached  where  the  anterior  muscle  bands  of  the  levator  are 
separated  about  2  to  2  1  2  inches  from  each  other  and  the  sides  of 
the  V  have  a  slight  convexity  toward  the  median  line,  the  apex  of 
the  V  being  attached  to  the  coccyx.  The  outer  surface  of  the 
levator  ani  is  in  relation  to  the  ischiorectal  fossa  externally.  These 
fossae  are  filled  with  elastic  fatty  tissue  that  is  subject  to  pressure 
l>v  the  glutei  muscles  and  the  strong  muscles  of  the  inner  side 


Fig  -'  —Section  of  perineal  body  from  anteroposterior  section  in  median  line, 
showing  the  involuntary  muscle  libers  located  anterior  to  and  internal  to  the  an- 
terior end  of  the  externa]  sphincter. 

of  the  tipper  thigh,  such  pressure  giving  added  support  to  the 
levator  and  tending  to  maintain  it  in  the  best  position  for  muscu- 
lar action.  The  anterior  libers  of  the  levator  which  arise  from 
the  posterior  surface  of  the  pubes  arc  well  developed  and  arc  the 
most  powerful  part  of  the  muscle.  They  arc  in  close  relation 
to  ilu  lower  end  of  the  vagina  and  can  be  easil)  fell  just  inside 
the  vulva  on  the  lateral  walls  of  the  vagina.  Their  relation  to 
the  external  sphincter  is  most  important.  In  fact  the  relation 
Of  these  muscles  is  so  intimate  that  their  separation  by  dissection 
h  practicall)  impossible  and  if  considered  together  the)  form  a 
firm  muscular  band  extending  from  the  pubes  to  the  coccyx  and 
embracing  the  lower  end  of  tin-  vagina  and  rectum.     The  general 
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direction  of  their  fibers,  so  far  as  pelvic  support  is  concerned, 
insures  the  muscles  acting  in  a  straight  line  from  origin  to  in- 
sertion, at  the  same  time  the  circular  fibers  of  the  sphincter  close 
the  rectum.  On  microscopic  examination  of  the  tissues  lying 
between  the  halves  of  the  levator  ani  and  posterior  to  the  anterior 
end  of  the  external  sphincter  in  the  perineal  body,  a  large  amount 
of  involuntary  muscular  tissue  will  be  found.  This  muscular 
tissue  is  in  close  relation  to  both  the  levator  and  the  sphincter, 
some  of  the  bands  being  attached  to  the  fascia  covering  the  upper 
ends  of  the  sphincter  and  running  in  a  longitudinal  direction, 
while  other  bands  are  connected  with  the  fascia  covering  the 
levator  on  either  side  and  run  in  a  transverse  direction.  So  far 
as  I  have  been  able  to  determine,  no  fibers  from  the  levator  ani 
muscles  themselves  pass  between  the  vagina  and  rectum,  as  most 
anatomists  state.  It  is  my  opinion  that  these  involuntary 
libers  found  in  the  perineal  body  are  a  most  essential  part  of  the 
pelvic  floor.  They  are  undoubtedly  the  muscle  band  that  is 
felt  in  normal  conditions  just  under  and  inside  the  hymen  on 
the  posterior  wall  of  the  vagina  and  are  continuous  with 
the  levator  ani  muscles  felt  on  the  lateral  wall.  Their  action 
must  be  essential  in  aiding  pelvic  support  by  the  levator  ani. 
I  lie\  undoubtedly  govern  the  contractions  of  this  muscle,  tend- 
ing to  draw  the  two  halves  toward  the  median  line,  thus  placing 
them  in  a  most  advantageous  position  to  withstand  strain,  and 
at  the  same  time  closing  the  vagina  and  drawing  the  anterior 
end  of  tin-  sphinctei  forward  so  that  it  may  aid  the  supporting 
power  of  the  levator. 

The  presence  of  these  involuntary  libers  answers  the  criticism 
of  Browning  that  it  is  unphysiological  for  a  muscle  to  furnish 
continuous  support,"  for  it  seems  reasonable  to  suppose  that 
contract  and  relax  according  to  tin  strain  placed  upon  them  us 
thi  do  when  located  in  other  parts  of  the  body.  When  lacer- 
ation of  the  pelvic  floor  occurs,  it  is  these  involuntary  fibers 
that  are  most  frequentlj  injured.  The  laceration  occurs,  as 
a  rule,  near  their  attachment  to  the  levator  on  one  side  or  the 
other,  extending  either  in  a  straighl  Inn-  from  before  back 
ward  01  m  an  1.  shaped  direction,  which  injures  the  involuntarj 
ittached  to  the  anterior  end  oi  the  sphincter.  The 
effect    of  such   injury,   if   unrepaired,   is   to  allow  that    hall   of 

itoi    from  which  the  fibers  have  been   torn  to  sag  out 
ward    and    the   sphinctei    to   drop    downward    and    backward, 

II     Of    the   levator    to   which    the     fib    is   are   still    attached 
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maintains  a  more  nearly  normal  position,  and  on  examination 
the  continuous  muscle  band  can  be  felt  on  the  uninjured 
side,  terminating  sharply  at  the  side  of  the  laceration  and 
forming  a  deep  sulcus  on  the  injured  side.  As  a  result  of  such 
injury  the  two  halves  of  the  levator  ani  no  longer  act  in  harmony, 
and  are  not  drawn  toward  the  median  line  when  under  strain, 
and  the  sphincter  is  not  drawn  forward  to  aid  in  giving  support. 
The  entire  half  of  the  levator  on  the  injured  side  first  begins 
to  sag  and  later  the  uninjured  side  becomes  affected,  the  ischio- 
rectal fossae  become  flattened,  and  we  have  eventually  a  typical 
case  of  rectocele  and  relaxed  pelvic  floor,  and  their  accompanying 
symptoms.  That  these  involuntary  fibers  are  the  cause  of 
vaginismus  seems  probably  proven  by  two  cases  in  which  micro- 
scopical examination  of  the  thickened  and  sensitive  hymen,  re- 
moved in  both  cases,  showed  dense  bands  of  involuntary  muscle 
fibers  between  the  two  mucous  surfaces.-  The  nature  of  the 
muscular  contraction  in  vaginismus  corresponds  more  nearly  to 
that  of  involuntary  muscle  than  to  voluntary  muscle. 
The  presence  of  these  fibers  undoubtedly  explains  the  increase 
in  growth  and  projection  of  the  perineal  body  during  pregnancy, 
the  fibers  evidently  increasing  in  size,  number,  and  strength  to 
take  care  of  the  added  strain  placed  upon  them  and  also  to  pro- 
vide for  the  necessary  dilatation  during  labor.  This  fact  it  has 
not  been  possible  to  prove  by  actual  dissection  or  microscopical 
examination,  as  suitable  postpartum  material  has  not  been 
available,  but  it  is  certainly  more  reasonable  to  expect  dilatation 
and  later  involution  from  involuntary  muscles  than  from  either 
fascia  or  voluntary  fibers.  Injury  to  these  fibers  from  excessive 
or  unusual  strain  would  also  explain  the  relaxed  pelvic  floor  en- 
countered in  nullipara  and  virgins  who  have  been  compelled  to  do 
hard  work  or  in  those  of  sedentary  or  bad  postural  habit. 
In  repairing  injury  to  the  pelvic  floor  the  success  of  many  of  the 
methods  of  operation  has  undoubtedly  been  due  to  the  uniting  of 
tin  torn  involuntary  fibers  to  the  levator  ani  from  which  they 
were  detached  and  the  restoration  of  the  anterior  end  of  the 
sphinctei  to  it-,  normal  position.  This  is  especially  true  of  the 
Emmel  operation,  where  the  successful  result  is  probably  due  to 
the  restoration  of  these  muscular  bands  and  not  of  tin-  fasciae,  as 
he  describes. 

Foi  the  past  fiveor  six  years,  on  the  service  of  Dr.  II.  C.  Coe, 
at  Bellevue  Hospital,  the  repair  of  injuries  to  the  pelvic  Boor  has 
been  based  on  this  understanding!  »i  the  anatomy  of  the  perineum. 
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a   iii  case  in  which  there  m  into  the  right 

sulcus  vaginae  Circular  suture  in  place,  showing  its  insertion  into  the  l< 
on  cither    side  and    through  the  anterioi   end  of  the  sphincter,  which  is  drawn 
toward  the  left  of  the  la  The  involuntary  fibers  have 

n  from  the  right  levator,  but  arc  still  attached  u>  the  left. 
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The  direction  of  the  laceration  is  studied  and  an  effort  made  to 
approximate  the  torn  involuntary  muscles  to  the  levator  ani  from 
which  they  were  detached  and  to  draw  the  external  sphincter  for- 
ward into  its  original  relation  with  the  involuntary  fibers  and  the 
levator  ani.  After  many  experiments  a  very  simple  procedure 
has  been  practised  which  seems  to  accomplish  this  object,  and 
the  after-results  have  been  uniformly  successful,  not  onlv  in  re- 
storing the  supporting  power  of  the  pelvic  floor,  but  a  number 
of  cases  have  been  carried  through  one  or  more  labors  afterward, 
and  the  dilatation  of  the  perineum  and  subsequent  involution 
has  been  most  satisfactory.  The  edges  of  the  laceration  are 
grasped  with  bullet  forceps  at  about  the  location  of  the  lowest 
caruncuke  on  either  side,  as  is  done  in  the  Emmet  or  Hegar  opera- 
tions; a  third  bullet  forceps  grasps  the  posterior  wall  of  the  vagina 
either  at  the  upper  end  of  the  old  scar  in  the  sulcus  of  the  vagina 
or,  if  this  is  not  distinct  or  there  is  much  rectocele,  at  the  apex 
of  the  prolapsed  posterior  wall.  Denudation  of  this  triangular 
area  isnow  made  by  removing  the  tissue  at  the  base  of  the  triangle, 
rutting  close  to  the  mucocutaneous  border;  then  by  blunt  dis- 
section the  vaginal  mucous  membrane  is  removed  very  much 
in  the  same  way  the  old  flap-splitting  operation  was  performed, 
except  that  care  is  exercised  not  to  cut  into  the  muscles,  but  to  be 
certain  so  far  as  possible  that  all  old  scar  tissue  is  removed.  After 
the  flap  of  mucous  membrane  is  raised,  a  triangular  piece  is  re- 
moved  by  cutting  in  a  line  from  the  external  forceps  toward 
the  forceps  holding  the  vaginal  wall.  In  this  denuded  area  the 
sulcus  on  the  injured  side  becomes  very  marked  and  the  involun- 
tary muscle  fillers  attached  to  the  uninjured  side  can  be  readily 
distinguished.  As  a  rule,  the  edges  of  the  upper  angle  of  the 
denudation  are  brought  together  by  three  or  four  interrupted 
chromicized  catgut  sutures  until  the  inner  side  of  the  muscular 
band  is  reached.  A  suture  of  plain  catgut  threaded  at  both  ends 
with  a  full-curved  round  pointed  needle  is  then  introduced  in 
the  median  line  in  the  rectovaginal  septum,  passing  transversely 
jusl  along  the  inner  edge  of  the  muscle  band,  being  careful  to  see 
that  the  upper  angle  of  the  sulcus  is  included  in  the  grasp  of  the 
suture.  As  the  side  of  the  vagina  is  reached  tin-  needle  is  plunged 
deeply  into  the  anterior  libers  of  the  levator  emerging  in  the 
denuded  area  about  three  eighths  of  an  inch  from  the  angle 
at  tin-  base  marked  by  the  bullet  forceps  on  that  side.  The  other 
end  of  the  suture  is  then  passed  in  the  same  way  through  the 
levator  on  the  opposite  side.      The  ends  of  the  suture  from  either 
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Fig.  -i     -Dotted  line  shows  the  circular  stitch  tied;  the  levatoi  muscles  drawn 
dian  line  and  the  sphim  i  :r  drawn  u 

;hl  side,     i  ithi 
■  i  be  tied. 
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side  are  now  passed  through  the  tissue  forming  the  base  of  the 
triangular  denudation  toward  the  median  line  so  that  the  suture 
passes  through  the  anterior  end  of  the  sphincter,  and  the  ends 
are  then  brought  together  and  tied.  The  tightening  of  this  suture 
brings  the  two  halves  of  the  levator  toward  the  median]  line, 
draws  the  external  sphincter  upward,  and  restores  the  relation  of 
these  muscles  to  the  involuntary  muscular  tissue  lying  between 
the  halves  of  the  levator.  The  sulcus  on  the  injured  side  of  the 
vagina  disappears,  and  the  denuded  area  is  markedly  narrowed. 
The  edges  of  the  mucous  membrane  are  then  brought  together 
by  interrupted  chromicized  sutures,  the  sutures  introduced 
just  inside  the  hymenal  ring,  being  passed  deeply  into  the  tissue 
so  as  to  augment  the  holding  power  of  the  buried  suture.  This 
same  method  of  suturing  is  applicable  to  immediate  repair  of 
the  pelvic  floor  in  lacerations  occurring  after  labor  and  in  cases 
where  there  is  complete  laceration  through  the  sphincter 
may  be  applied  after  the  tear  in  the  rectal  wall  and  the  ends 
of  the  sphincter  have  been  brought  together. 
124  E.  Thirty-sixth  Street. 
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Lecturer  on  Gynecology.  Washington  University;  Gynecologist  to  the  St.  Louis  Skin  and 

Cancer  Hospital  and  St.  Luke's  Hospital, 

St.   Louis,   Mo. 

(With  three  illustrations.) 

Anyone  glancing  over  the  programs  of  gynecological  societies 
must  be  impressed  by  the  fact  that  the  subjects  of  our  discussions 
are  almost  exclusively  of  a  surgical  nature.  It  is  an  interesting 
observation  that  in  America  where  the  science  of  therapv  in 
general  is  more  developed  than  in  other  countries,  gynecology 
has  in >t  pursued  conservative  modes  of  treatment  with  the  same 
zeal  with  which  it  has  treated,  in  the  past,  the  surgical  side 
of  our  specialty.  Yet,  the  statement  will  hardlv  meet  with  any 
opposition  that  there  exisl  certain  pathological  conditions  of 
tin  ii  male  genitalia  which  cannot  be  treated  at  all  by  surgical 
means,  and  thai  there  are  others  111  which  nonoperative  methods 
yield  equally  good,  if  not  better  results  than  operative  modes. 
The  necessity  of  dealing  satisfactorily  with  such  conditions 
♦Read  by  invitation  before  the  New  York  '  >b  tetrical     01  11.     Vpril  [3,  1909. 


32  GELLHORX:    DRY    HEAT   AS    A    THERAPEUTIC    FACTOR. 

has  given  rise  to  a  number  of  new  methods  which  have  been 
termed,  collectively.  Physical  Therapeutics.  One  of  the  more 
recent,  and  perhaps  the  most  promising  of  these  methods  is  the 
application  of  dry  heat. 

Heat  has  been  a  household  remedy  since  time  immemorial; 
and  particularly  in  gynecology,  hot  poultices,  douches,  and  sitz 
baths  have  always  had  a  wide  field  of  usefulness.  But  it  was 
not  until  Bier  published  his  ingenious  investigations  that  a 
scientific  explanation  of  the  beneficial  effect  of  heat  was  given. 
(Hyperaemie  als  Heilmittel,  5th  Ed.,  1907.) 

According  to  Bier,  every  functionating  organ  is  hyperemic 
during  the  period  of  its  activity.  Local  hyperemia  is  present  in 
the  growth  of  an  organ  as  well  as  in  regeneration  of  tissues.  In 
pathological  conditions,  too,  irrespective  of  their  origin,  this 
hyperemia  mav  be  found,  but  never  anemia,  and  we  are  thus 
forced  to  realize  that  this  hyperemia  represents  the  reaction  of  the 
organism  against  disease;  in  other  words,  the  body  utilizes 
hyperemia  as  one  of  its  defensive  means  by  which  it  endeavors 
to  overthrow  its  enemies.  If  this  be  true,  we  must  no  longer 
treat  the  symptoms  of  any  disease,  e.g.,  fever  and  inflammation, 
but  we  must,  if  possible,  eradicate  the  causes.  We  must  regard 
these  svmptoms  as  nature's  own  curative  efforts,  watch  them, 
and  influence  them  only  when  they  have  reached  an  excessive 
degree.  The  logical  conclusion  is  this:  that  in  the  treatment 
ol  disease  we  can  accomplish  the  best  results  by  imitating  the 
natural  processes  of  cure. 

As  we  have  seen  above,  hyperemia  is  associated  with  every 

important    art    of   life,    whether   physiological   or   pathological, 

and  we  thus  arrive  at  the  truth  that  hyperemia  constitutes  the 

-t   and  most  frequently  employed  reaction  of  the  bod] 

in  its  spontaneous  cure  of  disease. 

We  are  familiar  with  two  kinds  of  hyperemia — an  active,  01 
arterial,  and  a  passive,  or  venous.  For  the  purposes  of  this 
paper  we  are  mainly  concerned  with  active  hyperemia  which  is 
characterized  by  an  increase  of  the  quantity  of  arterial  blood  in  a 
given  pari  oi  the  bod)  and  which,  according  to  Bier,  has  the 
propert)  ol  promoting  absorption  and  reducing  pain. 

Of  the  various  means  of  producing  such  an  active  hyperemia, 

luat  is  the  best,  and  of  the  different  methods  of  applying  heat, 

the  employmenl  of  hot  ail  has  given  the  most  satisfactory  results 

Bier's  success  with  this  method  in  tin  treatment  of  many  surgical 

us,   has,   indeed,   been    unparalleled  and    has  found  an 
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enthusiastic  following,  and  the  recent  work  by  Willy  Meyer  and 
Victor  Schmieden  (Bier's  Hyperemic  Treatment,  1908)  has 
introduced  Bier's  teachings  to  a  wide  circle  of  American  readers. 

To  Polano  {Zentralbl.  f.  Gyn.,  1901,  No.  30)  is  due  the  credit 
of  having  introduced  this  principle  of  hot  air  into  gynecological 
therapeutics,  and  an  ever-increasing  literature  has  amply 
proven  the  importance  and  usefulness  of  Bier's  discovery  for  our 
special  field. 

Hot  air  is  applied  in  two  ways:  1,  by  means  of  hot-air  boxes 
or  chambers;  2,  bv  the  hot-air  vaginal  douche.  I  shall,  how- 
ever, leave  the  latter  out  of  consideration,  partly  because  I  have 
had  no  personal  experience  with  the  same  and  partly  because 
the  experiences  of  others  (Stein,  Journ.  Am.  Med.  Assn.,  Jan.  23, 
1909)  do  not  speak  in  favor  of  it. 

The  hot-air  boxes  which  were  originally  used  by  Bier  are 
quadrangular  wooden  chambers  of  simple  and  inexpensive  con- 
struction. Care  must  be  observed  to  use  wood  which  is  well 
seasoned  and  free  from  resin  as  the  latter  would  become  liquid 
from  the  heat  and  might  drip  down  upon  the  exposed  parts. 
The  boxes  are  supplied  with  a  lid  which  shows  two  openings 
large  enough  for  the  reception  of  the  abdomen  and  hips  if  the 
patient  is  placed  in  the  apparatus.  The  hot  air  is  carried  into  the 
box  through  a  small  funnel-shaped  sheet-iron  chimney  which  is 
curved  at  its  upper  end  to  meet  a  hole  in  the  side  of  the  chamber. 
An  alcohol  or  gas  lamp  placed  on  a  stand  underneath  the  funnel, 
supplies  the  heat.  Stein  (loc.  cit.)  uses  an  ordinary  semicircular 
cradle  which  is  placed  over  the  patient's  pelvis  and  made  air- 
tight by  putting  blankets  over  it. 

A  large  number  of  modifications  of  the  original  apparatus  has 
been  devised,  but  it  is,  after  all,  immaterial  which  of  these  is  used, 
provided  a  sufficiently  high  temperature  can  be  obtained. 
Kehrer's  model  •/.<  ntralblf.  Gyn.,  19m  ,  No.  52)  marks  a  distinct 
improvement.  lie  employs  a  cradle  which,  on  its  inner  surface, 
carries  four  electric-light  bulbs.  It  has  the  advantage  of  looking 
more  attractive  than  the  usual  hot-air  boxes  which  bear  an 
unpleasant  resemblance  to  coffins;  besides  it  is  clean  and  pro 
tected  iiom  the  danger  of  lire;  it  does  not,  however,  give  enough 
heat. 

I   have  modified   Kehrer's  apparatus  in  order  to  extend  its 
sphere  of  usefulness  and,  as  my  personal  experience  has  been 
obtained  with  this  apparatus  only,  I  shall  describe  its  construc- 
tion a  little  more  in  detail. 
3 
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My  apparatus  consists  of  two  semicircular  cradles  made  of  thin 
sheet-iron  and  covered  on  the  inside  with  asbestos.  These  two 
cradles  lie  one  upon  the  other  and  may  be  pulled  apart  in  the 
fashion  of  a  telescope.  On  the  inside  of  the  free  edges  eight 
electric-light  bulbs  are  attached  and  a  long  wire  furnishes  the 
connection  with  the  nearest  switch.  A  hole  in  the  roof  of  the 
cradle  is  provided  for  the  thermometer.  The  mercury  bulb  of 
the  latter  should  be  only  about  two  or  three  inches  above  the 
abdomen  so  as  to  register  the  actual  temperature  of  the  irnme- 


atus  as  seen   from   the  inside      It    is   provided   with  eight 
in  of  either  r6c.p.  or  32  c.  p   bulbs  aci  ording  to  i1 
lesired. 


diate  surroundings  and  not  the  temperature  of  the  air  in  the 
uppei  portion  of  the  chamber,  which  naturally  is  warmer  than 
in  tin-  lower  portion.  If  no  thermometei  is  used  ihis  hole  ni.i\ 
serve  as  a  chimney  through  which  the  hot  moisl  ail  can  escape, 
are  also  a  number  of  honks  from  which  gauze  bags  filled 
with  1  all  nun  chloride  ma)  In-  suspended  in  order  to  absorb  any 
moisture  within  the  ait  chamber. 

I  In    nl    11  iii  -  of  this  apparatus  ate  as  follows: 

1.  Ii  is  of  light  weighl  and  easily  portable  by  chains  upon  the 
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outside;  it  can.  therefore,  be  placed  over  the  abdomen  without  the 
necessity  of  removing  the  patient   from  her  bed. 

2.  It  is  clean. 

3.  There  is  no  danger  from  fire.  Care  must,  of  course,  be 
taken  not  to  permit  the  calcium  bags  to  touch  the  electric  bulbs 
k-st  tlu\  explode. 

4.  As  the  heat  can  easily  be  regulated  by  eliminating  one  or 
more  bulbs,  burns  of  the  skin  can  readily  be  avoided  with  the 
necessarv  attention. 


1 

Ik  r^* 

FlG.  ■  -The  apparatus  is  placed  over  the  abd  men  of  the  patient  lying  in  bed 
or  upon  a  couch.  The  patient  must  be  undressed.  For  the  sake  of  clearness, 
the  blankets  which  are  put  over  the  apparatus  in  order  to  render  the  chamber  air- 
tight, aie  left  Off  in  the  pil  Hire 


B)  substituting  32-candle-power  bulbs  for  the  ordinary  16- 
candle  power  bulbs,  any  desired  degree  can  be  obtained. 

i>.  By  pulling  the  two  cradles  apart,  a  larger  portion  of  the 
bod)  Ol  even  the  entire  body  can  be  heated  according  to  the 
indication. 

There  an-,  as  far  as  I  can  see,  only  two  possible  objections,  viz.  : 
i.    I  lie  price  is  slightly  higher  than  that  of  the  ordinary  boxes, 
but  the  apparatus  is  very  durable  and  because  of  iis  many  ad- 
vantages  the  difference  in   the-  expense   would   be  compensated. 
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2.  The  necessity  of  electric  light  as  a  source  of  heat.  This 
disadvantage  should  not  disqualify  the  apparatus,  as  nowadays 
all  hospitals  and  an  ever-increasing  number  of  residences  are 
supplied  with  electric  light. 

The  mode  of  application  is  exceedingly  simple.  The  apparatus 
with  the  thermometer  carefully  adjusted  is  placed  over  the  ex- 
posed abdomen  and  the  electric  light  turned  on.  I  prefer  to 
increase  the  heat  gradually  and  therefore  I  do  not  cover  the 
apparatus  with  blankets  until  after    a  few  moments'  exposure. 


1 

1 

is  pulled  apart  ad  maximum 
greater  part  of  the  : 


The  degree  "i  heal  obtained  can  In-  noted  at  any  time  ami  may 
be  reduced  oi  increased  at  will.  While  the  temperature  ran  be 
raised  easih  to  ;<  o  degrees,  yet,  from  j<><>  in  .•_>.»  thrives  seems 
to  mi'  the  lust  temperature,  ami  this  degree  is  reached  with 
eighl  1 6-candle-power  bulbs  within  fifteen  to  twenty  minutes. 
As  tin-  reaction  <>i  patients  ma}  vary  in  the  individual  case, 
thej  should  not  be  Kit  alone,  and  the  pulse  should  be  watched 
carefully.  A  cold  cloth  is  placed  mi  the  forehead  "I  the  patient, 
and  she  is  urged  to  drink  large  quantities  of  cool  wat<  i 

The  question  naturally  arises  hen  these  enormous  temperatures 
can   be   borne   bj    the   human   organism   with   impunity.     We 
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know  from  physiologic  researches  (Landois,  Lehrb.  d.  Phys.  des. 
Menchen,  1891,  p.  426)  that,  if  the  surrounding  temperature 
exceeds  the  temperature  of  the  body,  the  latter  becomes  warmer 
and  that  this  occurs  more  markedly  and  more  rapidly  the  better 
the  surrounding  medium  conducts  the  heat.  Therefore,  hot 
water  appears  to  us  of  a  higher  temperature  than  air  of  the  same 
degree.  Experiments  have  shown  that  a  full  bath  of  eight 
minutes  in  water  of  1140  F.  is  dangerous  to  life.  The  hands 
may  be  immersed  in  water  of  1230  at  most,  and  water  of  1400 
causes  intense  burning  in  the  integuments.  On  the  other  hand, 
a  man  may  be  left  eight  minutes  in  air  heated  to  260. 6°,  and 
Tillet.  in  [763,  found  that  girls  could  even  stand  an  atmosphere 
of  269. 6°  for  twenty  minutes.  The  body  temperature  itself  rose 
only  to  about  1020. 

These  observations  are  explained  1 .  by  the  fact  that  air  is  a 
poor  conductor  and  consequently  does  not  transmit  heat  as  rap- 
idly  as  water;  2.  by  the  natural  defenses  of  the  body  which  are 
of  the  utmost  importance  in  maintaining  the  proper  balance. 
The  surface  of  the  body  perspires  freely  in  hot  air.  As  was 
first  observed  by  Benjamin  Franklin  (quoted  from  R.  Tigerstedt, 
Text-book  of  Human  Physiology,  1906),  the  sweat-glands  are 
stimulated  and  the  evaporation  of  the  sweat  thus  excreted  ab- 
sorbs a  large  quantity  of  heat  from  the  body. 

Still  more  important  is  the  action  of  the  cutaneous  vessels. 
The  blood-vessels  of  the  skin,  like  the  other  vessels  of  the  body,  are 
under  the  influence  of  the  vasomotor  mechanisms,  and  are  con- 
stricted or  dilated  according  to  the  momentary  requirements  of 
tin  heat  regulation.  Thus,  in  cold  weather  they  are  constricted, 
and  in  hot  weather  they  are  dilated.  If,  then,  a  given  part  of 
the  body  is  exposed  to  intense  heat,  the  cutaneous  vessels  of  this 
part  will  be  greatly  dilated.  The  heart  must  work  more  vig- 
orously  and  rapidly  to  supply  these  dilated  vessels  with  blood, 
thereby  bringing  about  an  active  hyperemia.  At  the  same  time 
these  ever-renewed  volumes  of  arterial  blood  serve  as  a  cooling 
current  and  protect  the  exposed  part  from  the  effect  of  the 
excessive  heat. 

As  the  body  always  endeavors  to  maintain  an  equilibrium 
l>\  proper  compensation,  one  might  infer  that  during  this  dila- 
tation of  tin-  cutaneous  vessels  those  of  the  abdominal  viscera 
would  lie  constricted,  but  Klapp  [Muench.  med.  Wochenschr., 
[900,  No.  23)  has  shown  experimentally  that  this  is  not  tin-  case 
He  placed  rabbits  in  his  apparatus  and  exposed  the  abdomen 
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to  high  temperatures.  When  he  then  performed  laparotomy 
as  rapidly  as  possible,  he  always  found  a  marked  hyperemia  of 
the  parietal  and  visceral  peritoneum  and  the  diaphragm.  This 
proves  that,  bv  drv  heat  not  only  the  superficial  parts  become 
hvperemic,  but  also  the  abdominal  viscera.  In  this  way  the 
tissues  are  better  nourished,  their  regenerative  functions  are 
stimulated  to  greater  activity,  and  an  increased  local  metabolism 
is  established. 

Heinsius  (Berliner  Klinik,  Aug.,  1904,  No.  1941  also  calls  atten- 
tion to  the  fact  that  Bier's  successes  in  the  treatment  of  joint 
diseases  prove  the  deep  penetrating  power  of  hyperemia  due  to 
hot  air. 

If  we  applv  these  physiologic  considerations  to  the  conditions 
obtained  in  a  hot-air  apparatus,  it  is  evident  that  the  evaporation 
of  water  on  the  surface  of  the  abdomen  tends  to  load  the  air 
with  moisture,  and  as  moist  air  is  a  better  conductor  of  heat'than 
drv  air.  we  cannot  apply  very  high  temperatures  unless  we  re- 
move the  moisture  as  quickly  as  possible.  For  this  purpose 
Wilson  (Annals  of  Surgery,  1S99,  p.  155)  and  Reitler  (quoted 
from  Bier,  loc.  fit.)  introduced  a  receptacle  for  calcium  chloride 
which,  because  of  its  intense  hygroscopic  qualities,  absorbs  the 
evaporated  perspiration,  thus  restoring  the  superheated  air  to 
its  original  dryness.  In  my  apparatus  there  are,  as  mentioned 
above,  a  number  of  hooks  from  which  small  gauze  bags  filled 
with  calcium  chloride  are  suspended.  If  these  bags  are  too  near 
the  electric  bulbs  the  saturated  salt  may  explode.  If  we  keep 
the  air  in  our  apparatus  dry  we  may  apply  temperatures  as  high 
as  300  .but,  as  a  rule,  2000  to  2250  is  all  that  is  needed,  as  will  be 
seen  later. 

1 1  we  now  employ  t he  apparatus  in  the  manner  described,  we 
make  the  following  observations: 

The  patients,  at  first,  feel  quite  comfortable.  After  about 
ten  minutes,  when  the  temperature  reaches  1800,  they  frequently 
complain  of  an  intense  burning  It  is  imperative  to  be  guided 
b\  the  seiis, itioii  of  the  patients  and  to  discontinue  the  treatment 
for  the  time  being.  We  will  notice,  however,  that  the  sensitive- 
ness decreases  at  each  following  application,  so  that  aftei  a  few 
days  the  patienl  will  bear  the  baking  process  foi  one  half  hour 
and  even  longer.  The  temperature  ma\  thus  be  raised  to  220 
I  have  nevei  succeeded  in  subjecting  mj  patients  to  a  tempera- 
!■'.,  which  lias  been  recommended  b)  come  of  the 
German    authors,     for   this    reason    I     have    not    observed    an 
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acceleration  of  the  pulse  to  150  beats  a  minute,  such  as  Duetz- 
mann  (Monatsschr.  f.  Gyn.,  1902,  p.  71)  has  recorded.  The  pa- 
tients perspire  profusely  over  the  entire  body,  particularly  on  the 
abdomen.  The  skin  of  the  exposed  parts  becomes  intensely  red. 
either  diffusely  or  in  more  circumscribed  areas.  In  some  cases, 
dark  brown  zones  remain  which  are  due  to  the  pigment  of  de- 
stroyed blood  corpuscles;  these  pigmentations  disappear  in  time. 
Heinsius  (loc.  at.)  introduced  into  the  vagina  a  tubular  specu- 
lum of  hard  rubber  which  was  held  in  place  by  the  thighs  of  the 
patient,  and  he  observed  large  quantities  of  secretion  pouring 
from  the  cervix  into  the  speculum.  I  could  confirm  this  state- 
ment in  a  few  cases. 

The  immediate  effect  of  the  treatment  is  a  marked  decrease  of 
pain.  This  subjective  improvement  is  so  pronounced  that  it 
alone  would  justify  the  application  of  heat.  While  it  is  true 
that  the  pain  will  return  after  some  time,  yet  its  intensity  de- 
creases with  each  subsequent  treatment.  The  appetite  frequently 
improves  very  much  and,  not  only  during  the  treatment  but 
afterward  as  well,  larger  quantities  of  water  are  taken.  It  may 
be  due  to  this  increased  metabolism  that  many  women  gain  in 
weight  and  lose  their  former  constipation.     On  the  other  hand, 

I  have  found  in  several  cases  that  the  disfiguring  accumulation  of 
fat  at  the  hips  was  reduced.  Most  of  my  patients  experienced  a 
pleasant  sensation  of  relaxation  and  had  a  refreshing  sleep,  par- 
ticularly when  they  were  given  a  cool  sponge  bath  immediately 
after  treatment.  In  a  fairly  large  number  of  cases  there  was  but 
one,  a  woman  of  a  highly  neurotic  temperament,  who  felt  unduly 
excited  and  irritated;  in  this  instance  the  hot-air  treatment  was 
discontinued  after  a  few  trials. 

There  are,  on  the  whole,  very  few  untoward  symptoms  asso- 
ciated with  this  treatment.  Burns  of  a  mild  degree  may  occur, 
lmt  should  be  avoided  with  proper  precaution.  I  have  observed 
small  blisters  in  two  cases  only  where  there  was  a  profuse  perspi- 
ration which  was  not  promptly  wiped  off  on  account  of  neglect 
nn    tin-    part    of   the   patient   or   nurse.     Burger    (Wiener  him. 

II  ochensckr.,  1903,  No.  28)  noted  in  weak  and  anemic  patients 
at  times  excessive  fatigue,  palpitation  of  the  heart,  vertigo,  and 
even  nausea,  but  these  symptoms  must  be  ascribed  to  excessive 
degrees  of  heat — up  to  about  2800  — used  in  these  cases. 

There  is  no  hard  and  fast  rule  as  to  the  length  of  each  treat- 
ment and  the  degree  of  heat.  It  is  preferable  to  apply  the  hot 
air  about   ten  or  fifteen  minutes  the  first   time  until  we  see  how 
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the  patient  will  react.  Gradually  the  duration  of  the  treatment 
is  lengthened  until  she  can  comfortably  bear  the  heat  for  about 
thirty  or  forty  minutes,  thereby  a  temperature  of  about  2200 
is  obtained.  In  no  case  should  the  temperature  be  raised  when 
the  patient  complains  of  the  heat.  Thin  patients  feel  the  heat 
more  than  stout  ones.  Application  of  dusting  powders  or  oint- 
ments does  not  affect  the  sensitiveness.  In  these  cases  I  cover 
the  prominent  iliac  bones  that  are  not  sufficiently  protected  by 
adipose  tissue  and  the  upper  portion  of  the  thighs  with  loose 
gauze,  leaving  the  abdomen  bare,  and  thereby  have  succeeded  in 
reducing  any  burning  sensation.  Constant  attention  should 
be  given  to  the  prompt  removal  of  perspiration,  either  by  means 
of  calcium  bags  or  by  wiping  off  the  sweat.  After  the  treatment 
the  patients  should  be  permitted  to  cool  off  gradually  by  leaving 
them  in  the  apparatus  for  one-half  hour  longer  or  by  wrapping 
them  in  warm  blankets.  Wherever  feasible  they  should  receive 
a  cool  sponge  bath,  as  mentioned  above.  A  combination  of  the 
hot-air  treatment  with  other  conservative  methods,  such  as  vagi- 
nal douches,  ichthyol-glycerin  tampons,  weighting,  etc.,  will  be 
found  very  useful.     I  shall  speak  of  these  later. 

The  more  remote  results  of  the  hot-air  therapy  must  be  con- 
sidered together  with  the  indications  for  its  application.  These 
indications  may  conveniently  be  classed  in  three  large  groups,  viz. : 

1.  Chronic  exudative  processes  within  the  pelvis. 

2.  Certain  menstrual  disorders. 

3.  A   number  of  postoperative  conditions  and  complications. 
The  first  and  foremost  indication  for  hot-air  therapy  is  found 

in  cases  of  chronic  para-  and  perimetric  exudates.  These  cases 
are  the  result  of  a  mild  infection  in  childbirth  or  miscarriage,  or 
they  are  caused  by  an  ascending  gonorrhea,  or  else  they  may  be 
the  sequels  of  an  operation.  Since  ligatures  en  masse  are  110 
longer  practised  in  gynecological  operations  and  nonabsorbable 
mail  rial  is  not  used  for  sutures;  since  asepsis  has  been  more  per- 
fected and  care  is  taken  to  cover  raw  surfaces,  these  postopera- 
tive exudates  around  the  stumps  of  the  broad  ligaments  have 
become  very  much  less  frequent.  But  there  are  still  many 
women  who,  though  relieved  of  their  former  disease  bvan  opera- 
tion, now  suffer  from  an  affliction  which,  if  it  is  not  dangerous 
to  life,  condemns  them  to  a  chronic  invalidism  heretofore  re 
garded  as  practically  incurable. 

This  plastic  infiltration  of  the  pelvis  may,  in  si. me  instances, 
assuni.     ii\   large  proportions,      lite  entire  pelvis  may  lie  tilled 
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out  by  a  hard  mass  which  often  extends  into  the  abdominal  cavity. 
The  sensitiveness  on  palpation  is  frequently  very  marked,  and 
the  symptoms  from  pressure  upon  the  urinary  tract  and  the 
rectum  may  be  intense.  In  its  early  stages  the  exudate  often 
shows  a  tendency  toward  suppuration,  while  in  the  more  chronic 
forms  the  mass  mav,  at  times,  become  partially  absorbed  while 
its  remnants  are  transformed  into  cicatricial  tissue  which,  in  its 
turn,  will  cause  dislocations  of  the  uterus  and  the  other  pelvic 
organs. 

If  in  this  latter  class  of  cases  absorption  does  not  occur,  we 
are  practically  helpless.  Surgical  interference  is  impossible  as  the 
exudative  mass  is  not  well  defined  and  our  ligatures  would  cut 
through.  We  have  sent  our  wealthier  patients  to  watering-places 
where  various  kinds  of  mud  baths  were  given.  In  the  majority 
of  instances  we  have  employed  hot  vaginal  douches  and  ichthvol 
tampons,  or  we  may  have  attempted  bimanual  or  other  kinds 
of  massage.  We  may  have  succeeded  in  relieving  our  patients 
temporarily,  but  we  have  never  cured  a  case  entirely. 

It  is  in  these  cases  that  the  hot-air  therapy  fills  a  long-felt 
want.  The  results  are  excellent.  All  authors  emphasize  in  their 
reports  a  rapid  diminution  of  pain  and  a  complete  cessation  of 
discomfort  after  four  or  five  treatments.  .Symptoms  due  to 
pressure  quickly  subside.  In  a  certain  percentage  of  cases 
there  is  only  a  subjective  improvement,  while  objectively  on 
palpation  no  change  in  the  size  of  the  exudate  can  be  found. 
But,  in  the  overwhelming  majority,  the  exudative  mass  is 
absorbed  more  or  less  quickly.  The  number  of  treatments 
varies  in  the  individual  case  from  eight  to  thirty-five. 

Polano  saw  an  old  exudate  of  stony  consistency,  extending 
laterally  to  the  right  iliac  bone  and  upward  to  the  umbilicus, 
disappear  completely  after  twenty  treatments.  In  one  of 
Burger's  cases,  a  tumor  reaching  as  high  as  the  umbilicus  was 
reduced,  by  eighteen  treatments,  to  a  single  cord  of  the  size  of 
the  finger.  Keilmann  (St.  Petersburger  med.  Wochenschi  , 
[904,  No.  28)  reported  more  than  fifty  cases  with  outspoken 
objective  improvement;  there  were  several  exudates  of  the  size 
of  a  child's  head  which  disappeared  after  two  or  three  weeks' 
treatment  without  leaving  any  trace.  Peham  and  Keitler 
I  /.'.  itr.  z.  Geb.  it.  >'<yn.,  1903,  p.  626)  furnish  statistics  of  126  cases, 
of  which  seventy-four  were  cured  both  subjectively  and  object- 
ively. Twenty  of  these  became  pregnant  later.  Fett  (Monat- 
schr.  f.  Geb.   u.  Gyn.,    1905,  p.   674)  subjected  thirty-eight  cases 
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to  this  treatment,  combined  with  other  conservative  methods, 
and  found  that  in  25 — 65.8  per  cent. — a  perfect  cure  had  been 
accomplished;  7 — 1S.4  per  cent. — were  improved,  while  only  in 
6 — 15.8  per  cent. — no  change  in  the  condition  was  noticeable.  Of 
his  patients  twelve  were  treated  three  to  four  weeks,  nine  were 
treated  one  to  two  months,  ten  were  treated  two  to  three  months, 
seven  were  treated  three  to  four  months. 

The  longest  period,  then,  was  130  days.  A  decrease  of  the 
tumor  was  not  observed  by  him  prior  to  the  second  week.  A 
premenstrual  swelling  of  the  tumor  frequently  took  place,  but 
again  subsided. 

Similarly  good  results  were  reported  by  Kltze  (Zentralbl.  f. 
Gyn.,  1907,  p.  1602),  Wagner  (Naturfoi  scht  rvt  rsammlung,  Dresden, 
J9°7)>  Jung  (Munch,  med.  Wockenschr.,  1905,  No  52),  Stockel 
(Zentralbl.  f.  Gyn.,  1905,  No.  48),  Lewicki  (abstr.  in  ^Z,  n- 
iralbl.  t.  Gyn.,  1906,  No.  7),  Horrmann  (Monatsckr. f.  Geb.  u.  Gyn., 
1907),  Hasenfeld  (Wiener  klin.  Wochenschr.,  1907,  Xo.  18), 
and  others. 

In  many  cases  these  pelvic  exudates  are  associated  with 
inflammatory  conditions  of  the  tubes  and  ovaries,  yet  an  exact 
diagnosis  is  impossible  because  the  hard  mass  filling  the  pelvic 
cavity  does  not  permit  of  any  differentiation.  In  these  instances 
the  hot-air  treatment  will  prove  also  of  great  diagnostic  value. 
A  case  in  question  is  that  of  one  of  my  patients  who,  twelve 
years  previously,  had  acquired  a  gonorrhea  in  puerperio,  with 
the  formation  of  an  exudate  cementing  the  entire  pelvis  so  that 
in  in,  of  the  genital  organs  could  be  distinguished  by  manual 
palpation.  .She  had  been  treated  for  many  years  without 
receiving  any  permanent  benefit.  Eighteen  hot-air  treatments 
broughl  about  an  almost  complete  disappearance  of  the  exudate, 
and  now  a  hard  and  enlarged  uterus  and  a  double  pyosalpinx 
could  be  clearly  mapped  out.  It  would  now  have  been  possible 
to  H-niove  these  organs  surgically,  but.  with  the  removal  of  the 
exudate,  the  pressure  symptoms  which  had  predominated  in  the 
clinical  picture  disappeared  and  thus  no  indication  for  any 
further   interference    remained.     It   should,   however,   be   men 

ti il    thai    persistent    application   of   hot    air   may   cure  even   a 

pyosalpinx,  particularl)  in  cases  of  not  too  protracted  existence. 
Polano  <Z<  ntrlbl.  /.,  Gyn.  1902,  No  37)  succeeded  in  curing  a  bilat 
eral  gonorrheal  pyosalpinx  during  the  lying-in  state,  and  Fett 
(lot  .  1  it  reported  three  cases  ol  typical  pyosalpinx  cured  by 
this    treatment       Upon    subsequent     laparotomies    performed 


GELLHORN:  DRV  HEAT  AS  A  THERAPEUTH  FACTOR.       43 

on  these  patients  for  other  indications  (ventrofixation  or  ovari- 
otomy) he  found  a  perfectly  normal  condition  of  the  tubes  in 
the  place  of  the  former  pus  sacs. 

While  in  the  group  of  exudates  just  discussed,  the  infiltration 
shows  a  tendency  toward  absorption,  there  are  cases  in  which 
the  exudate  tends  to  the  formation  of  an  abscess.  The  proper 
mode  of  treatment  in  these  instances  is  incision  and  drainage. 
It  is.  however,  undeniable  that  a  complete  restoration  requires 
considerable  time  and  that  often  hard  cicatricial  masses  remain. 
If  in  such  cases  the  hot-air  treatment  is  applied,  after  free 
drainage  of  the  pus  has  been  established,  a  very  rapid  diminution 
of  the  abscess  cavity  will  be  observed.  In  two  cases  of  this 
kind  within  the  last  year  the  dry-heat  therapy  removed  every 
trace  of  the  original  affection  in  two  and  three  weeks,  respec- 
tively. 

The  surprisingly  good  results  of  hot-air  therapy  in  parametric 
exudates  naturally  suggested  the  idea  of  employing  the  same 
treatment  in  chronic  adhesive  peritonitis  within  the  pelvis,  with 
dislocation  and  fixation  of  the  uterus.  While  in  many  cases  a 
subjective  improvement  may  be  achieved,  yet  I  believe  on  the 
whole  that  in  these  cases  a  surgical  treatment  would  yield  better 
results. 

In  every  case  of  pelvic  exudate  certain  precautions  must  be 
observed.  As  long  as  fever  exists  the  hot-air  treatment  is  contra- 
indicated,  because  the  active  hyperemia  due  to  the  heat  would 
increase  a  tendency  toward  suppuration  and  might  cause  a 
spontaneous  bursting  of  the  abscess  into  neighboring  organs, 
such  as  bladder  and  rectum,  or  even  the  peritoneal  cavity.  For 
the  same  reason  the  treatment  should  be  discontinued  at  once, 
if  fever  occurs  after  one  or  two  applications.  The  postulate, 
then,  is  obvious  that  the  hot-air  treatment  of  exudates  must  always 
>i  main  und<  i  tht  watchful  control  of  the  physician. 

\"1  only  in  pelvic  exudates,  but  also  in  other  pelvic  or  ab- 
dominal affections,  lever  should  be  a  strict  contraindication. 
Therefore,  in  all  acute  infectious  processes,  or  in  tuberculosis 
of  the  peritoneum  the  hot  ait  treatment  is  not  available. 

The  second  group  of  indications  comprises  certain  menstrual 
disorders.  Kehrei  /<<<  cit.)  first  suggested  dry  heat  in  infan- 
tilism of  the  female  genitalia  in  order  to  overcome  the  arrest  of 
development  b)  an  improvement  of  the  blood  supply.  I  have 
carried  out  these  Migestions  in  two  cases  and  noted  both  times  a 
regular  and  gradually  increasing  menstrual  How  during  two  or 
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three  periods.     Unfortunately,  however,  I  could  not  keep  these 
two  patients  sufficiently  long  under  observation. 

Keilmann  (loc.  cit.)  reports  a  successful  treatment  of  amenor- 
rhea, the  cause  of  which  was  unknown.  He  applied  drv  heat 
in  the  case  of  a  girl  of  sixteen  whose  menstruation,  after  having 
appeared  regularly  for  some  time,  had  completely  ceased. 
Examination  revealed  normal  conditions.  After  two  treat- 
ments menstruation  reoccurred. 

Thomson  (quoted  from  Heinsius,  loc  cit.)  reported  a  prompt 
success  in  a  case  of  lactation  atrophy.  Heinsius,  in  his  excellent 
monograph,  suggested  that  the  good  result  in  such  cases  was  due 
to  the  fact  that  the  hyperemia  caused  by  heat  stimulated  the 
ovaries  to  an  increase  of  their  "internal  secretion"  and  therefore 
produced  an  hypertrophy  of  the  uterine  mucosa.  For  the  latter 
reason  the  hot-air  treatment  would  obviously  be  contraindicated 
in  cases  of  endometritis. 

The  beneficial  effect  of  our  therapy  upon  dvsmenorrhea  of 
virgins  was  observed  by  me  in  two  instances.  The  treatment 
was  given  in  the  week  preceding  the  flow  and  resulted  in  the  total 
disappearance  of  the  former  pain. 

Polano  reduced  an  edema  of  the  labia  in  the  tenth  month  of 
gestation  by  means  of  hot-air  treatment.  Pregnancy  was  not 
disturbed.  This  fact  is  noteworthy,  as  several  authors  have 
spoken  of  dry  heat  as  a  means  of  interrupting  pregnancy.  Per- 
sonally, I  believe  that  dry  heat  cannot  be  used  for  this  purpose, 
as  I  have  tried  it  without  success  in  a  case  of  threatened  eclamp- 
sia where  the  induction  of  premature  labor  was  decided  upon. 

Finally,  we  possess  in  the  application  of  dry  heat  a  valuable 
adjuvant  in  the  management  of  patients  after  operation.  It 
may  be  used  in  shock  after  severe  and  prolonged  laparotomies. 
In  this  condition  it  is  necessary  to  increase  the  dangerously  low 
body  temperature  as  rapidly  as  possible,  and  the  advantage  of 
my  apparatus,  which,  if  pulled  apart  to  its  full  length,  heals  the 
iiil in-  body,  is  evident  without  further  comment. 

Gelinsky  (Zeniralbl.  J.  Clin.,  1908,  Xo.  1)  recommended  the 
hot  air  treatment  in  intestinal  paralysis  following  abdominal 
operations.  He  exposed  his  patient  to  the  heat  as  early  as  the 
da]  oi  the  operation  and  repeated  the  application  once  or  twice 
daily.  He  noted  that  flatus  were  expelled  regularly,  and  that  the 
subjective  condition  of  the  patients  was  greatly  improved.  In 
thirteen  aseptic  laparotomies  a  single  treatment  was  sufficient 
to  produce  peristalsis,      Even  in  cases  of  infection  of  the  peri- 
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toneal  cavity  the  hot-air  treatment  was  followed  by  an  undis- 
turbed convalescence.  It  is  possible  that  the  artificial  hyperemia 
of  the  peritoneum  increased  the  power  of  resistance  of  the 
organism. 

As  far  as  complications  of  wound-healing  are  concerned, 
Polano  and  Kehrer  applied  dry  heat  in  cases  of  infiltration  of  the 
abdominal  walls  subsequent  to  laparotomies  and  observed  very 
satisfactory  results.  I,  myself,  have  employed  this  treatment  in 
two  cases  of  infiltration  of  the  perineum,  following  perineorrha- 
phy. These  cases  were  further  complicated  by  the  development 
of  a  rectal  fistula,  yet  a  complete  restoratio  ad  integrum  took  place 
in  ten  and  twelve  days,  respectively.  In  both  these  instances  the 
dry  heat  was  given  twice  daily  after  the  patient  had  been  in  a  hot 
sitz-bath  for  several  hours.  In  connection  with  this  it  may  be 
be  said  that  dry  heat  should  not  be  considered  as  a  panacea,  but 
should,  wherever  feasible,  be  combined  with  other  approved 
methods. 

The  hot-air  treatment  is  also  useful  in  cases  of  recent  postopera- 
tive adhesions.  When,  following  an  otherwise  clean  laparotomy, 
slight  elevation  of  temperature  occurs  after  the  regular  evacua- 
tion of  the  bowels,  and  in  the  absence  of  disturbed  wound-healing 
or  any  other  tangible  cause,  we  must  assume  that  adhesions  are 
forming.  In  such  cases  I  do  not  hesitate  to  apply  the  hot-air 
treatment  after  the  sixth  day  post  operationem,  and  have  ob- 
served repeatedly  that  the  temperature  subsided,  and  that  on 
later  examinations  no  evidence  of  adhesions  could  be  found.  This 
was  particularly  evident  in  cases  of  ectopic  pregnancy  where  nu- 
merous fresh  adhesions  had  been  severed  during  operation,  and 
where,  months  later,  no  signs  of  any  adhesive  process  were  present. 

The  salutary  effect  of  dry  heat  is  at  times  quite  evident  in 
postoperative  fistulae,  which  so  often  resist  all  other  modes 
of  treatment.  I  have  observed  recently  a  very  instructive  in- 
stance of  this  kind.  In  a  case  of  gangrenous  appendicitis  with 
diffuse  peritonitis  a  necrotic  hole  in  the  cecum,  of  the  size  of  a 
silver  dime,  was  drained  through  the  lower  angle  of  the  abdominal 
incision.  There  resulted  a  fecal  fistula  through  which  the  greater 
part  of  the  stools  and  all  rectal  enemata  escaped.  The  usual  treat- 
ment, including  permanent  water-baths,  brought  no  relief  until 
the  hot-air  treatment  was  applied.  This,  within  two  weeks,  re- 
duced the  fistula  to  a  hair-like  duct,  which  now  was  cured  by  in- 
jections of  bismuth  paste. 

In  summing  up,  we  must  first  remember  that  we  have  to  deal, 
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in  gynecology,  with  a  number  of  chronic  conditions  which  cannol 
be  relieved  by  surgical  means.  For  the  treatment  of  such  con- 
ditions we  have  to  resort  to  so-called  conservative  methods 
which,  in  many  cases,  have  given  highly  satisfactory  results, 
while  in  others  they  have  signally  failed.  In  point  of  efficacy,  the 
rather  recent  method  of  dry  heat  has  proved  superior  to  the  older 
modes  of  treatment.  The  employment  of  hot-air  boxes  or 
chambers  is  invaluable  in  the  treatment  of  chronic  exudates, 
irrespective  of  their  location  in  the  parametric  tissues  or  in  the 
pelvic  peritoneum.  The  results  obtained  with  hot  air  in  this 
affection  cannot  be  approached  by  any  other  method.  The 
prompt  objective  improvement  is  intensified  by  an  almost  in- 
stantaneous relief  from  pain.  The  hot-air  therapy  has  also 
been  very  promising  in  the  treatment  of  certain  menstrua] 
disorders,  notably,  amenorrhea.  It  seems  probable  thafc.  at  last 
we  will  be  able  to  improve  this  heretofore  intractable  congenital 
condition.  Furthermore,  hot-air  treatments  have  been  found 
exceedingly  useful  in  a  number  of  conditions  arising  after 
operations,  such  as  infiltration  of  the  incision,  postoperative 
fistulae,  paralysis  of  the  intestines,  etc.  The  number  of  indications 
has  not  been  exhausted  by  this  enumeration,  and  with  growing 
experience,  the  sphere  of  usefulness  for  this  new  mode  of  treat- 
ment is  likely  to  extend  still  further.  As  its  application  is  quite 
simple,  it  is  equally  suited  to  hospital  or  private  practice. 

While  the  hot-air  therapy  has  established  for  itself  a  recog- 
nized place  abroad,  particularly  in  Germany,  but  very  few  contri- 
butions on  the  subject  have  appeared  in  this  country.  It  is 
obviously  our  duty  as  gynecologists  uol  to  overlook  any  valuable 
addition  to  our  therapeutic  treasury,  and  from  this  standpoint 
it  is  hoped  that  in  future  more  general  attention  will  be  given 
to  dry  heat  as  a  therapeutic  factor  in  gynecology. 
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LARGE  POLYCYSTIC   KIDNEY.* 

WITH    REPORT    OF    CASE. 

BY 
J.   WESLEY  BOVEE,  M.   D., 

Washington,   D.  C. 
With  two  illustrations.) 

The  term  "large  cystic  kidney"  I  have  borrowed  from  the 
most  excellent  work,  in  two  volumes,  of  Henry  Morris  on  "Sur- 
gical Diseases  of  the  Kidney  and  Ureter."  Other  writers  have 
used  the  synonymous  terms  "cystic  degeneration  of  the  kid- 
in  ■>  s;"  "cystic  metamorphosis  or  transformation  of  the  kidneys," 
"cystic  disease  of  the  kidney,"  "congeries  of  renal  cysts.' 
"conglomerate  cysts  of  the  kidney,"  etc..  but  I  believe  lesser 
objections  exist  to  Morris'  term  of  large  polycystic  kidney. 
Cystic  degeneration  of  one  or  both  kidneys  may  occur  with  the 
formation  of  but  one  or  a  few  cysts  in  either  of  them.  The 
same  may  be  said  of  the  term  "cystic  disease,"  of  "conglomerate 
cysts"  and  of  "congeries  of  cysts  of  the  kidney."  But  the  ex- 
pression "large  polycystic  kidney"  is  particularly  expressive, 
inasmuch  as  it  refers  to  the  size  as  well  as  the  multiple  character 
of  the  cysts.  And  yet  in  by  no  means  all  cases  are  the  kidneys 
unduly  large.  It  will  be  noted  that  the  term  does  not  affirm 
in  oppose  the  opinion,  nearly  unanimous,  that  this  disease  is  con- 
genital or  one  of  heredity.  But  of  this  I  will  speak  in  discussing 
the  etiology  and  pathology  of  the  condition,  and  I  trust  Dr. 
Xeate,  whom  I  have  invited  to  follow  me  in  the  discussion  of  this 
subject,  will  give  careful  consideration  to  those  view-points.  A 
much  emaciated  woman,  admitted  to  my  wards  in  Columbia  Hos- 
pital for  Women,  having  two  obscure  lateral  abdominal  tumors, 
and  markedly  deficient  urine  elimination,  died  within  two  days. 
An  autopsy  revealed  the  nature  of  the  tumors  to  be  double 
large  polycystic  kidneys,  and  a  paper  I  prepared  for  the  1908 
meeting  of  the  Southern  Surgical  and  Gynecological  Society 
was  entitled  '  Bilateral  polycystic  degeneration  of  the  kidneys" 
and  based  upon  the  study  of  that  and  reported  cases.  The 
history  of  the  case  was  as  follows:  Mrs.  II.  H.,  age  twenty- 
nine  years,   was  admitted  to  my  service  in  Columbia  Hospital, 

♦  Read  al   tin     tiuil  meeting  of  the  Washington  Obstetrical  and  Gynecological 
at  Washington,  D.  ('..  March  5,  1909. 
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Julv  17,  190S,  on  account  of  a  general  anemic  condition  accom- 
panied by  a  cough  and  agalactia.  During  the  three  days' 
residence  in  the  hospital  not  more  than  four  ounces  of  urine 
containing  pus  was  obtained  by  catheterization.  She  exhibited 
twitching  of  the  extremities,  which  rapidly  deyeloped  into 
marked  tremor,  sank  into  uremic  coma,  and  died  on  the  20th 
inst.  Sixteen  days  previously  she  had  given  birth  to  a  child 
and  the  labor  was  reported  normal. 

Dr.  John  S.  Xeate,  assistant  pathologist  of  the  hospital 
and  anatomist  to  the  Army  Medical  Museum,  has  carefully 
studied  the  specimens  from  twelve  cases,  including  my  own,  and 
his  report  on  the  autopsy  in  ray  case  is  as  follows:  The  body 
showed  onlv  a  moderate  degree  of  emaciation,  the  skin  some- 
what jaundiced,  and  rigor  mortis  present.  On  opening  the 
abdomen  the  peritoneum  and  intestines  were  found  to  bejiormal, 
but  occupying  each  outer  third  of  the  cavity  from  the  under 
surfaces  of  the  liver  and  spleen  superiorly  down  to  or  below  the 
crests  of  the  ilia  were  found  enlarged  cystic  kidneys.  The 
weight  of  the  kidneys  taken  together  was  So  ounces,  length 
8\  inches,  width  4\  inches,  thickness  about  4  inches,  both  being 
symmetrically  enlarged  and  about  equal  in  size.  The  cysts 
varving  in  size  from  that  of  a  pea  to  that  of  a  walnut,  were  seen 
through  the  peritoneal  covering  filled  in  mqst  cases  with  a  straw- 
colored  fluid  and  in  others  with  dark  brown  or  reddish  coagula. 
The  ureters  were  traced  from  the  bladder  to  the  pelvis  and  were 
normal  in  size.  On  section  the  left  ureter  oozed  a  few  drops  of 
pus.  The  bladder  contained  a  few  ounces  of  pale  fluid  containing 
pus  threads,  but  there  was  no  inflammation  of  the  bladder  wall 
and  the  ureteral  orifices  were  normal.  The  kidneys  exhibited 
no  adhesions  to  the  neighboring  intestines  and  the  blood-vessels 
appeared  to  be  in  their  normal  relations,  but  larger  than  usual. 
On  section  several  ounces  of  fluid  escaped,  and  the  kidney  was 
found  to  be  a  mass  of  closely  packed  cysts  with  thin  fibrous 
septa  and  little  or  no  normal  kidney  tissue  visible.  Some  tew 
of  the  cysts  contained  thick  pus.  The  liver  was  pale,  mottled 
with  yellowish  areas  and  rather  bloodless  (as  indeed  were  all 
the  organs)  but  contained  no  Cysts.  The  spleen  was  slightly 
enlarged  and  linn.  The  contents  of  the  thorax  was  normal 
except  the  heart  which  was  slightly  enlarged.  I  he  uterus  and 
appendages  wen-  in  good  eondition.  Cultures  made  from  the 
pus  in  the  kidne)  gave  capsulated  diplococci  and  common 
pyogenic  01  ganisms 


bovee:  large  polycystic  kidxi  y.  49 

Anatomical  diagnosis:  Bilateral  congenital  cystic  disease 
of  the  kidnevs  with  secondary  infection.  On  removal  to  the 
laboratory,  the  organs  were  submitted  to  closer  examination,  and 
it  was  found  that  a  large-sized  probe  could  be  passed  with  ease 
through  the  ureters  into  the  pelvis.  The  plainly  visible  cysts 
were  counted  as  thev  appeared  on  the  convex  surfaces  of  each 
half  of  the  kidney  and  were  found  to  average  250,  while  the  cut 
surfaces  gave  20  to  30  less  in  number.  The  infundibula  were 
explored  and  several  cysts  were  found,  probably  of  recent 
origin,  which  opened  therein,  and  distributed  around  these 
sinuses  were  the  small  irregular  triangular  areas  not  apparently 
occupied  by  cysts  and  containing  the  remnants  of  the  kidney 
tissue  proper.  A  liberal  estimate  of  the  solid  tissue  containing 
glomeruli  and  convoluted  tubules  in  anything  like  normal 
arrangement  taken  altogether  in  one  of  these  kidneys  would  not 
exceed  one  cubic  inch  of  normal  kidney  cortex.  While  the 
larger  cysts  are  about  one  inch  in  diameter  and  range  downward 
from  marble  to  pin-head  and  finally  microscopic  size,  there  is  a 
certain  uniformity  in  size  and  distribution  which  is  suggestive. 
The  smaller  cysts  occupy  the  triangular  areas  where  the  septa 
join  and  between  these  again  microscopic  cysts  were  subse- 
quently found.  This  economy  in  distribution,  taken  together 
with  the  fact  that  the  sound  tissue  is  in  immediate  relation  with 
the  pelvis  and  that  all  semblance  of  pyramids  is  obliterated, 
leads  one  to  the  conclusion  that  the  process  of  cyst  formation,  is 
gradual,  continuous,  and  proceeds  from  the  cortex  inward,  the 
area  around  the  infundibula  being  the  last  to  succumb.  From 
the  extreme  thinness  of  the  walls  of  the  larger  cysts  one  wonders 
that  they  have  not  coalesced  to  form  a  few  large  ones,  and  the 
inference  is  inevitable  that  the  internal  pressure  must  have  been 
low  or  very  equally  counterbalanced  by  external  pressure. 

Dr.  W.  M.  Gray,  microscopist  of  the  Army  Medical  Museum, 
made  the  microscopical  sections  and  the  photographs  as  well  as 
the  photomicrographs  accompanying  this  report,  which  latter  is 
as  follows:  The  organs  are  made  up  of  a  soft  spongy  mass  con- 
sisting of  innumerable  cysts  varying  in  size  from  those  of  micro- 
scopic dimensions  to  those  of  the  size  of  an  English  walnut. 
These  cysts  are  tilled  with  a  semijelly-like  albuminous  Quid 
and  urine;  the  walls  of  the  cysts  have  a  framework  of  rather 
dense  fibrous  connective  tissue.  The  septa  dividing  the  cysts 
one  from  another  is  composed  of  this  dense  fibrous  tissue,  with  an 
occasional  aggregation  of  small  round  cells.      Running  through 
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the  septa  are  numerous  tubules  and  glomeruli;  the  majority  of 
which  are  enormously  dilated  and  there  is  every  indication  that 
the  cysts  have  developed  both  from  the  tubules  and  the  glom- 
eruli. Many  of  the  tubules  and  also  the  smaller  cysts  are 
lined  bv  a  very  pronounced  columnar  epithelium  which  is  quite 
distinct  from  the  epithelium  found  in  normal  kidney  tubules. 
The  photomicrograph  shows  one  of  the  dilated  glomeruli  and  a 
small  cyst,  the  latter  partly  filled  by  the  jelly-like  albuminous 


Photomil  rograph  showing  influence  of  capsule  on  the  development 
of  the  tubules  and  glomeruli  in  a  fetal  kidney. 


material.  This  cyst  probably  originated  from  a  tubule.  The 
photomicrograph  also  shows  other  smaller  dilated  tubules 
surrounded  by  dense  connective  tissue. 

Microscopical  examination  of  these  cysts  and  the  intercystic 
tissue  disposes  one  to  classify  them  as  primary  and  secondary; 
those  which  obviously  have  existed  for  some  time  and  those  of 
recent  development.  There  is  no  sharp  line  of  transition  from 
one  type  to  the  other,  but  in  view  of  the  probable  origin  and 
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effect  of  these  cysts,  it  is  helpful  to  an  appreciation  of  the  path- 
ology and  etiology  of  a  condition  all  too  obscure  at  the  best. 
The  oldest  cysts  have  quite  dense  fibrous  walls  staining  deeply 
with  eosin,  sometimes  devoid  of,  or  showing  only  vestiges  of 
altered  epithelial  lining,  and  the  adjacent  tissue  is  rich  in  con- 
nective tissue,  permeated  by  few  tubules  and  these  atrophied. 
The  cysts  of  more  recent  formation  contain  cell  detritus  and 
fragmented  nuclei  and  their  walls  contain  little  or  no   fibrous 


Photomicrograph  showing  the  proliferation  of  cubical  epithelium  and  partial 
occlusion  of  collecting  tubules  in  the  cystic  kidney. 


tissue.  The  neighboring  tubules,  chiefly  of  the  collecting  type, 
are  Battened  or  pushed  to  one  side  in  the  process  of  their  develop- 
ment, and  the  epithelium  lining  both  cysts  and  tubules  is  of  the 
low  cubical  order,  practically  identical  in  all  of  them.  The 
intercystic  tissue  is  relatively  rich  in  tubules  and  contains  but 
little  connective  tissue.  The  oldest  cysts  having  dense  fibrous 
walls  are  by  no  means  the  largest.  In  this  kidney  one  is  im- 
pressed by  the  persistence  of  straight  tubules  in  the  septa  and 
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the  epithelium  of  the  low  cubical  type,  very  regularly  arranged 
with  large  nuclei  staining  intensely  with  hematoxylin.  This 
type  of  epithelium  is  found  replacing  that  of  the  convoluted 
tubules  and  in  Bowman's  capsules.  In  the  few  convoluted 
tubules  and  tufts  which  have  escaped  obliteration  the  transition 
is  beautifully  shown.  In  some  areas  the  characteristic  epithe- 
lium of  the  convoluted  tubules  has  been  shed  in  masses  into  the 
lumina,  and  beneath  it  a  new  layer  of  the  cubical  type  has 
formed.  This  type  of  cell,  while  it  resembles  somewhat  those 
lining  the  ascending  portion  of  the  loops  of  Henle,  is  probably  a 
reversion  to  the  embryonic  type.  The  few  small  islands  of 
cyst-free  tissue  in  the  neighborhood  of  the  calyces  is  rich  in 
connective  tissue  and  resembles  the  condition  of  chronic  inter- 
stitial nephritis,  except  that  there  is  a  healthier  appearance  to 
the  epithelium  and  an  absence  of  change  in  the  walls  of  the  blood- 
vessels. The  intercystic  tissue  is  everywhere  surprisingly 
vascular.  Distended  capillaries  or  sinuses  exceeding  six  or 
seven  times  the  normal  size  are  found  in  close  relation  with 
tubules  or  penetrating  islands  of  fibrous  tissue,  their  walls 
consisting  of  a  layer  of  flattened  endothelial  cells  only  and  some- 
times seven  or  eight  of  them  aggregated  so  closely  that  their 
walls  are  in  contact.  Similar  dilated  spaces  lined  with  endothe- 
lium, but  containing  no  blood-cells,  were  observed  and  inter- 
preted as  dilated  lymph  channels.  The  reason  for  an  increased 
blood-supply  to  such  a  mere  shell  of  an  organ,  which  consisted 
so  largely  of  fibrous  tissue,  is  hard  to  explain.  The  increase 
of  connective  tissue  may  account  for  the  dilatation  and  contor- 
tion cf  the  capillaries  and  lymph  spaces  described  above  and  the 
increased  blood  pressure  necessary  to  fill  these  sinuses  and  to 
preserve  them  from  obliteration  by  the  ever-encroaching  fibrous 
tissue  may,  in  part,  explain  the  cardiac  hypertrophy  which 
accompanies  this  condition.  A  few  small  interstitial  hemor- 
rhages readily  account  for  the  color  in  the  coagula  found  in  some 
of  the  cysts  and  from  these  in  a  similar  case  Sollman,  by  chemical 
analysis,  obtained  the  derivatives  of  hemoglobin,  but  no  urea. 
The  liver  exhibited  a  moderate  amount  of  fatty  change,  chiefly 
located  in  the  peripheries  of  the  lobules.  The  bile  ducts  appeared 
to  be  reduplicated  and  some  of  them  were  distended  ami,  in 
general,  were  surrounded  by  more  than  the  usual  amount  of 
connective  tissue,  but  no  cysts  were  found.  Adding  to  the  com- 
plexity  of  tin'  histological  i  icture  an'  the  evidences  of  tin-  very 
recent  bacterial   infection   which   contributed   to  the   fatal   ter- 
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mination  and  are  so  well  known  as  to  require  no  description 
here. 

The  large  polycystic  kidney  is  a  condition  of  that  organ  in 
which  myriads  of  cysts  varying  in  size  from  those  having  each 
a  capacitv  of  several  ounces  to  those  so  small  as  to  be  visible 
only  by  the  aid  of  a  microscope.  It  very  rarely  exists  in  but 
one  kidney,  and  is  found  in  all  ages,  even  the  fetus  not  escaping 
its  presence.  Moreover,  the  cyst  walls  have  a  unique  structure 
and  the  lack  of  disproportion  in  the  dimensions  of  the  enormously 
enlarged  kidney  is  very  striking.  It  is  plainly  different  from 
the  cystic  kidney  that  results  from  a  postnatal  or  even  a  con- 
genital obstruction  of  a  ureter  or  renal  pelvis  of  one  or  both 
kidneys.  Nor  do  I  believe  that  chronic  interstitial  nephritis 
ever  causes  it,  though  admitting  the  possibility,  which  H. 
Morris  positively  denies.  That  it  is  a  very  rare  condition  may  be 
inferred  from  the  following  facts.  First,  the  number  of  cases 
reported  in  medical  literature  beginning  with  that  of  Jeffreys, 
in  1827,  is  probably  less  than  300,  Bunting  having  collected  200 
in  the  year  1900,  and  several  having  been  published  since  that 
year.  Second,  that  rarely  has  an  observer  seen  more  than  one 
case,  the  one  here  reported  being  the  only  one  I  have  seen. 
Morris,  who  has  a  world-wide  reputation  for  knowledge  and  skill 
in  renal  diseases,  reported  eight  cases.  Dr.  John  S.  Neate,  as 
anatomist  of  the  Army  Medical  Museum,  in  this  city,  has  had 
the  unusual  opportunity  of  studying  in  that  institution  the 
specimens  from  twelve  cases,  the  benefit  of  which  he  is  now  to 
give  us. 

Etiology. — Since  this  condition  is  found  equally  in  the  sexes 
and  at  all  ages  from  intrauterine  life  to  the  advanced  age  of 
eighty-eight  years,  neither  age  nor  sex  can  be  said  to  be  of 
etiological  value.  The  study  of  the  causes  of  this  condition  is 
necessarily  divided  into  the  following  subheads,  viz.:  1.  that  of 
heredity,  2.  that  of  modification  of  structure  either  from  con- 
genital conditions,  such  as  arrested  development  or  inclusion, 
and,  3.  such  acquired  conditions  as  interstitial  nephritis. 

I  am  disposed  to  accord  to  these  three  classes  an  importance 
in  the  order  in  which  they  are  grouped.  Heredity,  therefore,  I 
consider  the  most  important  element  in  the  etiology  of  the  large 
polycystic  kidney.  If  one  gives  considerable  thought  and  time 
to  the  study  of  the  degeneration  and  the  developmental  hypo- 
plasias, other  than  those  resulting  from  conditions  of  influences 
brought  to  bear  upon  the  fetus  before  birth  or  after  birth  from 
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environment,  and  those  acquired,  i.e.,  recognizes  the  differences 
between  heredity,  on  the  one  hand,  and  congenital  and  acquired 
conditions,  on  the  other,  I  believe  he  will  recognize  in  heredity 
the  source  of  this  and  many  other  vicious  physical  defects  that 
are  not  so  logically  explained  otherwise.  The  highly  interesting 
paper  of  C.  P.  Noble,  of  Philadelphia,  that  appeared  in  the 
Journal  of  the  American  Medical  Association,  February  13, 
1909,  and  entitled  "Hereditary  Hypoplasia  in  Man  Due  to 
Degeneracy,"  is  worthy  of  careful  perusal  as  it  is  a  product  of 
very  advanced  thought  on  this  subject.  Moreover,  the  conten- 
tion that  heredity  is  prominently  concerned  in  the  production  of 
polycystic  kidney  is  supported  by  the  statements  of  Beck,  Lund, 
Yirchow,  and  Sanger.  Beck  found  it  in  two  sisters;  Lund  in  a 
man  whose  mother  was  a  victim  of  the  same  condition;  Virchow 
found  four  out  of  six  children  in  a  family  were  subjects  01  it,  and 
Sanger  reported  having  seen  families  in  which  the  first,  fourth, 
seventh,  tenth,  and  thirteenth  children  had  polycystic  kidney*. 
Whether  the  arithmetical  ratio  of  three  in  Sanger's  cases  is  of 
import  I  am  not  now  prepared  to  state. 

Again,  the  condition  is  double,  as  a  rule;  Dickinson  studied 
twenty-six  cases,  finding  but  one  kidney  free  from  it.  Lejars 
failed  to  find  an  unaffected  kidney  in  sixty-two  cases,  and 
Ritchie  found  the  disease  was  unilateral  in  but  two  of  eighty-eight 
cases  he  studied  by  necropsy.  It  is  also  recorded  that  various 
deformities  or  abnormalities  are  common  complications  of  the 
large  polycystic  kidney.  Lejars  found  cysts  of  the  liver  in 
seventeen  of  the  sixty-two  cases  he  tabulated;  Ritchie  in  twenty- 
one  of  the  eighty-two  cases  in  his  table.  Ritchie  also  found 
the  uterus,  the  thyroid  gland,  and  the  ovary  cystic,  and  cystic 
spleen  has  been  noted  as  a  complication.  Henry  Morris  mentions 
the  coexistence  of  talipes,  cleft  palate,  imperforate  anus,  and 
absence  of  the  anus,  of  the  rectum,  and  of  the  urethra  and  external 
genitals.  Morris  also  refers  to  absence  of  the  ureter  and  bladder. 
Malformations  of  the  aortic  valves  and  of  the  interventricular 
septum  were  noted  by  Newman.  The  three  facts  that  the 
condition  is  double,  that  it  appears  to  be  a  family  affection  and 
that  so  many  other  evidences  of  interrupted  development  are 
commonly  present  would  seem  to  again  demonstrate  Noble's 
theory  of  hypoplasia  from  degeneration.  An  exhaustive  study 
of  the  few  preceding  and  following  generations  in  cases  of  poly- 
cystic kidney  would  no  doubt  result  in  the  discovery  of  some 
very  valuable  evidence  in  support  of  the  theory  of  hypoplasia 
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resulting  from  degeneration  or  heredity,  if  you  will,  as  the  prin- 
cipal etiological  factor  in  the  large  polycystic  kidney. 

I  am  not  disposed  to  accord  a  very  important  etiological 
relation  to  developmental  anomaly,  either  before  or  after  birth, 
except  as  it  depends  upon  heredity.  One  must  admit,  at  once, 
however,  that  development  of  the  kidney  structure  is  inter- 
rupted. In  the  light  of  knowledge  given  us  by  late  investigations 
of  embryologists,  the  details  of  the  developmental  interruptions 
seem  quite  plain.  One  cannot  ignore,  or  consider  entirely 
disproven,  the  various  theories  that  have  been  offered  as  to  the 
origin  of  this  condition.  Of  these  there  are  four  principal  ones, 
viz.: 

i.  Persistent  germinal  rudiments — that  is,  fetal  inclusions. 
2.  The  obstruction  theory  which  insists  the  development  of  the 
cysts  is  a  sequel  to  a  renal  sclerosis  that  constricts  the  tubules 
or  obliterates  the  papillas.  3.  That  there  is  a  colloid  or  fatty 
change  and  that  the  cysts  are  centers  of  the  change.  4.  The 
neoplasmic  theory.  Were  the  first  theory  sufficient  to  cover 
all  cases  the  congenital  influence  would  be  at  once  unqualifiedly 
recognized;  but  with  the  proof  of  cirrhosis  as  a  cause,  great  diffi- 
culty at  once  arises  in  accepting  the  inflammatory  process  as 
being  always  antenatal.  In  my  judgment  a  very  large  propor- 
tion of  the  cases  are  due  to  the  first-named  theory.  That  the 
Wolffian  body  forms  the  ureter  and  calyces  and  the  metanephric 
blastema  the  urine-forming  part  of  the  kidney  is  amply  demon- 
strated by  Kolliker  and  other  embryologists.  That  a  failure  of 
fusion  of  these  two  structures  occurs  is  readily  acceptable  in  the 
light  of  developmental  anomalies  so  frequently  observed  in 
other  parts  of  the  human  body.  Moreover,  such  anomalies  are 
frequently  coexisting  with  the  bilateral  polycystic  kidney.  One 
can  also  understand  how  the  anomaly  may  rarely  exist  on  one 
side  only.     I  have  already  stated  how  rarely  this  occurs. 

While  I  am  not  able  to  state  positively  that  chronic  inter- 
stitial nephritis  does  not  have  a  causal  relation  to  this  condition, 
yet  I  am  disposed  to  doubt  it.  I  will  leave  to  Dr.  Neate  the  task 
of  explaining  to  you  the  dissimilarity  and  yet  the  resemblance 
of  the  tissues  in  large  polycystic  kidney  to  those  in  chronic  inter- 
stitial nephritis.  It  is  quite  likely  that  the  late  appearance  in 
life  of  the  large  polycystic  kidney  gave  rise  to  the  idea  that  the 
condition  arose  from  some  renal  lesion  of  late  life.  What  con- 
dition would  more  readily  be  considered  than  a  chronic  inflam- 
mation, but  actual  evidence  is  wanting. 
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Pathological  Anatomy. — The  polycystic  kidney  seems  to  be 
one  involved  throughout  nearly  uniformly,  the  glomeruli  often 
being  entirely  destroyed.  In  my  case  the  kidneys  weighed 
each  40  ounces  and  each  measured  8  1/2x4  II2  x  4  inches.  Den- 
forth  reported  a  case  in  which  the  organs  weighed  51/2  and  6 
pounds,  respectively,  and  Hare's  recorded  specimens  were  from 
a  case  in  which  one  kidney  was  15  1/4  inches  in  length  and 
weighed  16  pounds,  while  the  other  was  but  double  its  normal  size. 
And  this  case  is  tvpical  of  a  commonly  noted  fact  that  the  two 
kidneys  are  frequently  found  to  have  different  sizes.  The 
cvsts  occupving  both  the  medullary  and  cortical  substances  alike 
project  to  the  surfaces  and  push  out  the  capsule  as  nodules. 
The  cysts  may  be  enormous  and  contain  half  a  pint  of  fluid  which 
may  vary  from  a  very  thin  watery  fluid  to  a  thick  and  grumous 
one  or  even  nearly  pure  blood.  As  will  be  noted,  the  structure 
of  the  kidney  is  almost  entirely  transformed,  there  being  left 
in  my  case  an  estimated  cubic  inch  of  renal  functionating  tissue 
in  each  one  of  the  kidneys  and  it  was  in  immediate  relation  to  the 
pelvis.  The  kidney  seems  to  be  a  mass  of  cysts  separated  by 
connective  tissue.  The  oldest  cysts  have  quite  dense  fibrous 
walls  and  show  absence  or  only  vestiges  of  a  changed  epithelial 
lining  and  the  adjacent  framework  is  largely  connective  tissue 
containing  a  few  atrophied  tubules.  The  newer  cysts  contain 
debris  recognizable  as  broken-down  cells,  fragmented  nuclei 
and  walls  containing  but  little  or  no  fibrous  tissue.  The  neigh- 
boring tubules,  chiefly  of  the  collecting  type,  are  flattened  or 
pushed  to  one  side  in  the  process  of  their  development  and  the 
epithelium  lining  both  the  cysts  and  the  adjacent  tubules  is  of  the 
low  cubical  order  and  practically  identical.  The  intercystic 
tissue  is  relatively  rich  in  tubules  and  contains  but  little  con- 
nective tissue.  The  largest  of  the  old  cysts  do  not  invariably 
have  the  thickest  walls.  The  normal  epithelium  of  the  con- 
voluted tubules  and  in  Bowman's  capsules  is  seen  to  be  replaced 
by  the  low  cuboidal  epithelium  mentioned.  The  few  small 
islands  of  cyst  free  tissue  adjacent  to  the  calices  are  rich  in 
connective  tissue  resembling  chronic  interstitial  nephritis, 
except  the  epithelium  has  an  appearance  nearer  normal  and 
of  degenerative  change  in  the  blood  vessel  walls.  Marked 
vascularity  of  the  kidney  framework  is  everywhere  apparent, 
and  hypertrophy  of  the  left  heart  is  quite  commonly  observed 
as  a  complication.  The  distended  capillaries  or  sinuses  every- 
where observable  have   a   layer   of    Battened   endothelial    cells 
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onh\  and  sometimes  seven  or  eight  of  these  vessels  are  found  in 
contact.  Large  spaces  lined  with  endothelium  but  containing 
no  blood-cells  are  here  noted  and  are  probably  lymph  spaces. 

I  shall  not  go  further  into  the  pathological  anatomy,  leaving 
it  to  the  exceedingly  careful  study  that  Dr.  Neate  will  interpret 
to  us,  and  I  trust  he  will  explain  at  length  the  characteristics  of 
the  contents  of  the  cysts. 

Symptomatology. — As  many  of  the  cases  were  first  noted  as  a 
cause  of  dystocia  and  others  noted  shortly  after  birth  by  the 
presence  of  large  bilateral  abdominal  tumors,  it  is  readily  under- 
stood that  symptoms  of  moment  are  frequently  absent.  The 
discoverv  of  the  tumors  is  commonly  the  first  evidence  of  the 
existence  of  the  condition  and  for  some  time  the  gradually  in- 
creasing size  of  two  bilateral  tumors  in  the  upper  abdominal 
quadrants  will  be  all  the  data  available.  In  10  per  cent,  of  the 
cases  no  symptoms  point  to  a  renal  lesion  and  the  diagnosis  is 
made  after  death.  Rarely  has  uremia  been  the  first  evidence, 
and  when  such  was  the  case  coma  and  death  promptly  followed. 
The  symptoms  may  sharply  point  to  chronic  nephritis,  but 
dropsical  effusions  do  not  occur. 

Crises  simulating  calculous  colic  occur  and  not  always  are  such 
calculi  quiescent.  There  is  commonly  localized  pain  and  a 
feeling  of  fullness  in  the  region  of  the  kidney.  The  urine  behaves 
much  as  in  chronic  nephritis  and  frequently  contains  blood.  As 
mentioned  earlier  in  this  paper,  the  tumor  may  become  remark- 
ably large,  Hare  finding  it  weighing  16  pounds.  Disorders 
of  the  nervous  system  as  well  as  the  gastrointestinal  or  the 
respiratory  and  circulatory  system  are  not  uncommon. 

Diagnosis. — The  diagnosis  is  very  commonly  not  made  before 
death.  About  10  per  cent,  of  the  patients  have  no  symptoms 
referable  to  the  kidneys  and  in  a  larger  per  cent,  of  cases  uremia 
was  followed  rapidly  by  coma  and  death.  One-fourth  of  them 
presents  a  tumor  of  the  kidney  and  fully  one-half  complains  of 
symptoms  of  chronic  nephritis.  Lejars  found  in  his  series  of 
62  cases  the  diagnosis  before  death  was  made  in  but  five.  Morris 
says :  "  When  with  a  sallow  complexion,  hypertrophy  of  the  heart 
and  increased  arterial  tension  the  urinary  symptoms  mentioned, 
and  a  tumor  in  each  of  the  renal  regions,  or  a  tumor  in  one  and 
an  increased  fullness  in  the  other,  are  found,  the  diagnosis  of 
'large  cystic  kidney'  is  pretty  clearly  indicated."  Osier 
believes  hematuria  with  characteristics  of  the  urine  present 
resembling  those  of  chronic  interstitial  nephritis  together  with 
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the  presence  of  bilateral  tumors  in  the  flanks  and  the  cardio- 
vascular changes  present  should  justify  the  diagnosis  of  bilateral 
polycystic  kidney.  I  am  prepared  to  accept  this  statement,  but 
in  the  few  cases  in  which  the  disease  is  unilateral  or  in  which  on 
one  side  practically  no  tumor  is  present  the  diagnosis  is  by  no 
means  certain.  Should  developmental  abnormalities  exist  in 
other  portions  of  the  body  the  presumption  of  polycystic 
kidney  is  greater,  and  if  the  patient  be  an  infant  the  probability 
is  greatly  enhanced. 

Prognosis. — The  duration  of  bilateral  polycystic  kidney  is 
markedly  variable,  inasmuch  as  it  causes  death  in  infancy  and 
has  been  encountered  as  late  in  life  as  eighty-eight  years.  If 
these  aged  subjects  have  the  disease  at  birth,  then  it  is  at  once 
understood  that  the  progress  is  by  no  means  regular.  Whether, 
like  adrenal  "rests"  in  the  kidney,  this  degeneration  may  be 
dormant  for  many  years  and  then  develop  rapidly  is  unsettled, 
but  presumably  such  process  does  occur.  It  may  lie  dormant, 
apparently,  during  a  natural  lifetime,  death  occurring  from  some 
independent  condition.  Or,  it  may  rapidly  progress,  cutting 
down  the  patient  with  but  a  few  days  or  hours  of  severe  illness 
as  does  chronic  interstitial  nephritis.  In  about  half  the  deaths 
from  this  disease  uremia,  coma,  or  convulsions  had  preceded. 
Several  died  from  pulmonary  or  cardiac  complications.  Cerebral 
hemorrhage  is  listed  as  a  forerunner  of  the  fatality  and  many 
have  died  after  removal  of  one  kidney. 

Treatment. — Notwithstanding  the  deprecating  reference  made 
by  Osier  ("In  these  operating  days,"  etc.)  to  modern  surgery, 
neither  he  nor  others  have  any  nonsurgical  treatment  of  value 
to  suggest.  While  a  few  cases  of  polycystic  kidney  apparently 
have  been  cured  by  nephrectomy,  Henry  Morris,  who  has 
written  a  very  fine  treatise  on  "large  polycystic  kidney"  in  his 
excellent  "Surgical  Diseases  of  the  Kidney  and  Ureter,"  says  of 
the  five  cases  he  subjected  to  operation:  "Unsatisfactory  as 
these  results  are,  yet  two  out  of  the  five  patients  have  had  their 
lives  prolonged  and  in  complete  comfort  by  nephrectomy,  in 
one  case  for  nearly  seven  years  and  in  the  other  for  three  years. 
In  the  third  ease  of  unilateral  disease  the  patient  might  have 
recovered  and  survived  for  years  like  the  other  two,  had  he  not, 
so  to  speak,  died  an  accidental  death  by  suffocation  while 
vomiting."  About  forty  cases  of  nephrectomy  for  polycystic 
kidney  with  about  twenty  fatal  results  are  to  be  found  in 
literature. 
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It  would  seem  that  if  surgery  has  naught  to  offer  for  the  relief 
of  this  condition,  we  have  but  to  remain  quiet  and  allow  death 
to  claim  its  victims.  It  is  also  perfectly  clear  to  my  mind  that 
in  the  bilateral  character  of  the  disease,  and  nearly  always  it  is 
bilateral,  surgery  has  little  to  offer.  Beck  proposed  to  incise  the 
cvsts,  injecting  into  each  small  one  a  drop  of  saturated  solution  of 
iodoform  in  ether  and  excision  of  the  large  ones.  I  am  not 
prepared  to  speak  authoritively,  but  the  difficulty  of  putting  a 
drop  of  anything  into  each  of  the  thousands  of  cysts  in  one  such 
kidney  or  even  puncturing  each  is  at  once  apparent,  nor  could 
reliance  be  placed  upon  the  efficiency  of  such  a  measure  to  pre- 
vent refilling  of  such  cysts,  as  complete  obliteration  would  seem  a 
necessity. 

It  is  quite  evident  that  in  those  cases  successfully  subjected 
to  operation  and  have  lived  comfortably  for  some  years — per- 
haps are  yet  living — the  fellow  kidney  was  normal,  for  in  several 
subjected  to  nephrectomy,  prospects  were  bright  for  a  few 
days,  and  then  uremia  supervened  and  continued  until  death 
shortly  ensued.  Of  this  character  was  Beck's  case  in  which  the 
fellow  kidney  was  small  but  rapidly  increased  in  size  until  death 
occurred  on  the  eleventh  day  after  operation;  Haynes  lost  his 
patient  two  weeks  after  operation.  And  here  again  one  is 
tempted  to  suggest  the  probable  cause  in  these  successful  cases 
was  an  obstruction  of  local  character  and  removable  by  operation. 
Certainly  no  case  is  recorded  of  continued  improvement  in  health 
after  any  operation  on  one  side  when  the  disease  coexisted,  to 
an  extent  no  matter  how  slight,  on  the  other  side. 

Others  have  operated,  removing  a  large  polycystic  kidney, 
and  a  rapidly  supervening  autopsy  revealed  the  opposite  kidney 
in  a  similar  condition.  In  fact,  in  one  of  the  ten  cases  studied 
by  Xeate  (Kelley's),  the  right  kidney  weighing  21  1/2  ounces  was 
removed  before  death  and  the  left  weighing  23  ounces  by  autopsy. 
The  facts  that  the  disease  is  nearly  always  bilateral  and  that  it  is 
uncommon  to  find  the  disease  advanced  equally  on  both  sides 
are  very  important  in  considering  the  advisability  of  nephrectomy. 
Another  important  desideratum  is  that  the  presence  of  the  tumor 
or  of  polycystic  kidney  is  not  the  fountain  of  danger  necessarily, 
but,  instead,  it  is  the  crippling  of  the  excretory  work  of  the  two 
kidneys.  Unlike  ordinary  or  malignant  renal  tumors  that  are 
originally  unilateral  and  in  which  the  fellow  kidney  is  usually 
normal,  we  here  have  to  deal  with  a  kidney  affection  practically 
always  double.     It  seems  but  logical,  then,  that  our  first  thought 
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in  treatment  should  be  conservation  of  renal  functional  structure. 
In  my  case  Neate  estimated  that  but  one-fifteenth  of  the  func- 
tionating structure  of  either  kidney  remained.  It  was  plain 
therefore,  as  the  patient  died  of  deficiency  of  renal  excretion  that 
this  reduction  was  too  great  to  be  consistent  with  life.  It  is 
then  plain  that  more  than  two-fifteenths  of  the  functional 
ability  of  one  kidney  must  be  retained.  Just  how  much  more 
has  not  been  ascertained.  But  making  due  allowance  for  the 
tendency  to  rapid  progress  in  the  kidney  remaining  after  nephrec- 
tomy, it  would  seem  very  hazardous  to  remove  a  kidney  when 
the  other  one  offers  the  slightest  evidence  of  involvement. 

To  sum  up,  then,  I  would  say  that  treatment  is  nonsurgical 
except  in  two  conditions:  i.  When  the  disease  is  unilateral  or 
reasonably  concluded  to  be  so  and,  2.  when  the  cysts  are  so 
large  as  to  be  burdensome  in  anyway.  In  the  former  incision  or 
possibly  nephrectomy  is  advisable.  If  the  ureter  or  other  part 
of  the  purely  waste-bearing  portion  of  the  corresponding  half 
of  the  urinary  tract  be  hopelessly  obstructed  beyond  a  period 
of  six  weeks,  the  function  of  the  corresponding  kidney  will  be 
permanently  suspended  and  nephrectomy  is  preferable  to  incision 
or  multiple  incisions.  But  if  urine  is  found  to  be  pouring  from 
both  ureters  then  nephrectomy  should  not  be  done  except  in 
the  very  exceptional  unilateral  polycystic  kidney.  Were  it  at 
all  apparent  that  the  presence  of  the  disease  in  one  kidney  had  a 
tendency  to  stimulation  of  its  development  in  the  other  kidney 
I  would  feel  less  positive  in  this  matter.  In  the  second  condition 
puncture  or  incision  seems  applicable  whether  the  disease  be 
unilateral  or  bilateral.  If  cystoscopy  reveals  both  ureters  to  be 
functionating,  then,  even  though  but  one  kidney  be  involved, 
nephrectomy  should  not  be  performed  except  in  the  rarest 
circumstances — such  as  hemorrhage  limited  to  the  affected  side. 

The  Rochambeau. 
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THE    ETIOLOGY    AND    PATHOLOGY    OF     BILATERAL 
POLYCYSTIC  DEGENERATION  OF  THE  KIDNEYS.* 

BASED    ON    A    STUDY    OF    TEN    SPECIMENS     IN    THE    ARMY    MEDICAL 

MUSEUM. 

BY 

JOHN  S.  NEATE,  M.  D., 

Washington,  D.  C. 

At  a  recent  autopsy  large  polycystic  kidneys  were  unexpect- 
edly encountered.  This  event  prompted  the  query,  how  do  we 
know  that  this  condition  is  ever  congenital  or  inherited?  In  an 
effort  to  find  a  solution  of  this  problem  recourse  was  had  to  ten 
specimens,  selected  out  of  a  series  of  thirty-three,  from  the 
shelves  of  the  Army  Medical  Museum  under  the  classification 
cystic  disease  of  the  kidneys.  Nine  of  these  specimens  were 
of  the  type  usually  called  congenital,  eight  of  them  were  ob- 
tained from  adults  and  one  from  a  fetus,  the  remaining  one 
believed  to  be  the  result  of  chronic  nephritis  was  added  to  the 
list  for  the  purpose  of  comparison.  The  twenty-three  not  in- 
cluded consisted  of  specimens  with  single  or  only  a  few  cysts, 
hydronephrosis,  kidneys  from  the  lower  animals  and  cysts 
associated  with  neoplasms. 

It  is  not  intended  to  describe  these  specimens  in  detail,  one 
onlv,  the  latest  acquisition,  will  suffice  as  fairly  typical  of  the 
whole  series.  Reference  will  be  made  to  the  others  when  they 
serve  to  elucidate  or  emphasize  some  special  points  in  the  etiology 
or  pathology  of  the  condition  brought  out  in  this  paper. 

In  the  compilation  of  the  accompanying  table  resort  was 
made  to  the  very  meager  data  furnished  by  the  contributors,  all 
too  incomplete  for  a  thorough  analysis  of  the  clinical  histories. 

Bunting,  (2)  in  a  review  of  congenital  cystic  disease  of  the 
kidney,  refers  to  the  last  summary  which  was  made  up  to  1900 
and  comprised  a  total  of  200  cases  occurring  in  adults;  ninety  of 
these  were  denominated  congenital. 

We   must   recognize  also  that  there  is  a   remarkable  family 

tendency.      Virchow  reported  cases  in  which  four  of  six  children 

were  affected. 

♦Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  March  5, 
1909. 
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Singer  also  reported  a  family  in  which  the  first,  seventh,  tenth, 
and  thirteenth  children  had  bilateral  congenital  cystic  disease 
of  the  kidneys,  the  other  children  being  normal.  The  condition 
has  appeared  in  the  second  generation,  and  it  is  usually  trans- 
mitted directly  from  father  to  son  or  mother  to  daughter.  On 
the  contrary,  however,  Osler(3)  reports  the  transmission  from 
mother  to  son.  In  about  20  per  cent,  of  the  cases  the  condition 
is  accompanied  by  cystic  disease  in  the  liver,  and  in  only  10  per 
cent,  is  the  condition  unilateral. 

The  difficulties  which  pathologists  have  encountered  in 
attempting  to  explain  this  condition,  since  some  regard  it  as  a 
defect  of  development  rather  than  a  pathological  change,  has 
led  to  the  promulgation  of  several  theories  which,  in  brief,  may 
be  classified  as  follows: 

The  obstruction  theory. 

The  new-growth  theory. 

The  malformation  theory. 

A  combination  of  malformation  and  new-growth  theory. 

Yirchow  was  the  author  of  the  obstruction  theory.  His 
explanation  suffices  for  the  type  of  cystic  kidneys  not  usually 
considered  congenital. 

Many  authorities  have  claimed  that  polycystic  kidneys  are 
analogous  to  the  adenocystomata  of  the  ovaries  which  have 
undergone  colloid  degeneration. 

Kostner  thought  that  the  condition  was  due  to  a  failure  of  the 
tubules  to  open  into  the  pelvis. 

To  Shattock(4)  and  Bland-Sutton  belongs  the  credit  of  the 
suggestion  that  it  arises  from  a  failure  of  the  undifferentiated 
epithelium  to  grow  in  equilibrium. 

The  value  of  Shattock's  observation  lies  in  the  fact  that  it  was 
based  on  a  case  of  bilateral  cystic  degeneration  in  a  new-born 
infant,  before  secondary  pathological  changes  had  developed, 
and  his  theory  was  in  accord  with  the  best  embryological  knowl- 
edge of  the  time. 

After  reference  to  the  frequent  malformation  of  the  kidneys 
and  their  association  with  malformations  of  other  organs,  such 
as  hare-lip,  cleft-palate,  polydaetylism,  hydrocephalus,  etc., 
he  makes  the  significant  statement  "that  the  sites  of  the  papilte 
were  occupied  by  cysts  and  that  the  intracystic  tissue,  while 
rich  in  connective  tissue,  was  healthy." 

Quoting  Kolliker  as  to  the  development  of  the  kidney,  he  says: 
"The  renal  tissue  is  formed  by  tubular  extension  from  the  upper 
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end  of  the  ureter;  it  may  be  conceived  that  the  congenitally 
cvstic  kidnev  results  from  a  want  of  differentiation  of  the  meta- 
nephritic  blastema  from  that  of  the  mesonephros  or  Wolffian 
body.  The  proper  tissue  of  the  kidney  grows  into  that  of  the 
Wolffian  body  and  becomes  mingled  with  it,  while  the  remnants 
of  the  latter  become  the  seat  of  the  cysts  scattered  through  the 
renal  tissue." 

In  view  of  the  frequency  of  cystic  disease  in  the  ovaries,  pros- 
tate, and  testicles,  etc.,  organs  which  are  developed  from  the 
Wolffian  body  and  its  duct,  and  originating  in  all  probability 
from  fetal  remnants  which  ought  to  have  atrophied,  the  theory 
of  Shattock  found  a  wide  acceptance.  But  dissenting  voices 
have  been  raised.  Osler(3),  after  giving  in  substance  the  theory 
of  Shattock,  states:  "  But  embryologists  whom  I  have  consulted 
on  this  point  tell  me  that  it  is  most  unlikely."  And  so  eminent 
an  authority  on  antenatal  life  as  Ballantyne  refers  to  it  as  a 
disease  of  the  fetus  and  inclines  to  the  neoplastic  theory. 

It  becomes  evident,  therefore,  that  we  must  turn  to  embryology 
for  elucidation  of  the  pathology  of  this  condition.  In  this  con- 
nection, the  work  of  Schriener  and  Huber  is  of  great  interest. 
They  have  reconstructed  the  fetal  kidney  by  the  wax-plate 
method,  and  their  results,  considered  final  by  Adami(5)  and 
summarized  as  follows,  are: 

i.  That  the  first  indication  of  the  fetal  kidney  is  an  evagi- 
nation  from  the  Wolffian  duct  near  the  cloaca.  This  elongates 
and  becomes  bulbous  at  the  ends.  The  stalk  is  the  future  ureter; 
the  ampulla  expands  longitudinally  and  is  the  anlage  of  the 
future  pelvis  and  collecting  tubules. 

2.  Running  alongside  the  Wolffian  duct  is  a  cell  mass  of 
mesenchymatous  origin,  the  nephrogenic  tissue.  At  the  anterior 
end  this  gives  independent  origin  to  the  Wolffian  tubes.  Behind 
the  renal  ampulla  penetrates  into  the  mass. 

3.  The  elongated  ampulla  (pelvis)  gives  rise  to  series  of 
evaginations  or  branches,  which  proceed  to  dichotomize,  develop- 
ing the  future  collecting  tubules. 

4.  The  swollen  or  ampullary  end  of  each  branch  becomes 
surrounded  by  a  segregated  mass  of  the  nephrogenic  tissue,  and 
in  the  interior  zone  of  this  tissue  there  now  form  collections 
developing  into  vesicles     renal  vesicles. 

5.  These  vesicles  elongate  and  fuse  with  the  collecting  tubules. 
Elongating  still  further  and  becoming  S-shaped,  the  distal  end 
by   invagination   gives  rise  to   Bowman's  capsule  with   its  con- 
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tained  glomerulus;  the  other  portion  of  the  S  gives  origin  to  the 
first  convoluted  tubule,  the  loop  of  Henle  and  the  second  con- 
voluted tubule;  in  fact,  to  all  the  secretory  portion  of  the  renal 
tubules. 

While  thus  an  inflammation  of  the  medulla  in  the  later  months 
of  fetal  life  might  bring  about  obstruction,  the  simpler  explana- 
tion of  the  congenital  cystic  kidney  is  that  of  want  of  fusion 
between  the  renal  vesicles  and  the  outgrowths  of  the  Wolffian 
duct.  If  the  nephrogenic  tissue  proceeds  to  form  renal  vesicles 
without  the  renal  ampulla  proceeding  to  dichotomize  and 
form  from  the  collecting  tubules,  we  should  expect  the  universal 
cystic  degeneration  of  the  kidney;  and  this  is  precisely  what 
we  do  find  in  10  per  cent,  of  the  reported  cases,  viz. :  those  cases 
which  occur  in  the  new-born,  in  effect  malformations  of  the 
secretory  portions  of  the  kidney,  which  must  originate  in  the 
early  months  of  fetal  life. 

For  those  cases  which  reach  puberty,  middle  life  and  even  old 
age,  we  must  presume  that  the  want  of  fusion  is  only  partial 
and  that  there  is  embedded  in  the  kidney  cortex  atrophic  tubules 
or  epithelial  rests  which  are  later  awakened  into  activity  by 
some  special  stimulus. 

Many  years  ago  noted  embryologists,  Thaysen,  Brown, 
Sedgwick,  Balfour,  and  Wiedersheim,  advanced  the  view  that 
the  secretory  portions  of  the  kidney  had  a  separate  origin  from 
the  collecting  tubules,  and  to  this  theory,  Minot(6)  in  clear 
and  vigorous  language  objects.  He  says:  "My  own  obser- 
vations enable  me  to  affirm  with  confidence  that  the  tubules  arise 
as  evaginations  of  the  ureter,  and  that  in  man  the  convoluted 
tubules  and  Malpighian  corpuscles  arise  as  branches  of  the 
collecting  tubules.  The  facts  are  so  clear  that  it  is  difficult 
now  to  understand  how  the  opinion  could  have  been  entertained 
that  the  convoluted  tubules  arose  from  the  blastema,  and  not 
as  outgrowths  of  the  collecting  tubules." 

In  support  of  this  observation  he  marshals  the  names  of 
Waldeyer,  Toldt,  Kolliker,  Golgi,  and  Nagel,  and  the  most  recent 
text-book  of  embryology  I  have  seen  gives  a  brief  review  of  both 
these  theories  and  leaves  the  reader  to  choose  between  them. 

The  complexity  of  the  histological  picture  in  those  cases  which 
occur  in  adults  owing  to  the  secondary  pathologic  changes  due  to 
nephritis  and  sometimes  infection  and  the  theory  that  the  origin 
of  this  condition  is  to  be  found  in  a  fetal  malformation  render 
the  study  of  cystic  fetal  kidneys  most  important. 
S 
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Impressed  by  this  consideration,  a  reexamination  was  made  of 
the  cystic  kidneys  of  a  new-born  child  which  the  Army  Medical 
Museum  owes  to  the  courtesy  of  Dr.  E.  E.  Morse,  of  Washington, 
which  has  been  previously  reported  under  the  causes  of  dystocia, 
and  the  histopathology  described  by  Dr.  James  Carroll,  U.  S.  A. 
There  is  nothing  to  add  to  the  description  given  by  the  latter, 
except  the  fact  that  at  the  risk  of  mutilating  the  specimen  I  was 
compelled  to  take  several  sections  from  it  before  evidences  of 
kidney  structure  were  found,  so  excessive  is  the  connective 
tissue  and  so  few  are  the  dilated  and  atrophic  glomeruli  and  the 
vestiges  of  tubules. 

The  role  played  by  this  excess  of  connective  tissue  cannot  be 
disregarded  in  seeking  the  causation  of  this  degeneration. 
Practically  all  the  observers  who  have  studied  polycystic  kidneys 
have  referred  to  this  excess.  Shattock  in  his  original  article 
remarks  "it  may  be  said  that  the  excess  of  intertubular  connec- 
tive tissue  is  a  strong  argument  for  the  view  that  the  cysts  of  the 
cystic  kidney  are  urinary  retention  cysts  resulting  from  irregularly 
distributed  pressure,''  and  a  study  of  such  kidneys  as  I  have  had 
opportunity  to  examine  impresses  one  with  the  idea  that  this 
excess  of  connective  tissue  is  not  only  an  important  factor  in 
cyst  formation  but  also  an  important  agent  in  governing  the 
development  of  the  secretory  portion  of  the  fetal  kidney. 

Minot(6)  was  the  first  to  call  attention  to  the  role  played  by 
the  capsule  of  the  embryonic  kidney  in  the  formation  of  the 
invaginations  which  give  rise  to  Bowman's  capsules,  and  the 
turning  inward  and  twisting  of  the  tubules.  No  one  can  examine 
a  section  of  the  fetal  kidney  without  being  struck  by  the  fact 
that  the  young  tubules  grow  up  to  the  capsule  and  then  meeting 
with  resistance  turn  upon  themselves,  proceed  then  to  invaginate 
and  form  convolutions.  It  would  seem  that  the  glomeruli 
continue  to  occupy  their  places  when  formed  and  that  with  the 
expansion  of  the  periphery  new  ones  appear,  for  the  most 
immature  are  always  found  directly  beneath  the  capsule. 

Moreover,  the  substance  of  the  growing  kidney  is  relatively 
very  rich  in  connective  tissue.  Now,  the  theory  that  renal 
vesicles  first  appear  independently  in  the  nephrogenic  tissue 
and  then  proceed  to  elongate  into  very  long  narrow  tubules 
presupposes  the  lateral  pressure  of  this  connective  tissue  as  a 
primary  factor  in  their  evolution.  It  is  not  unreasonable  to 
suppose  that  a  lateral  pressure  equal  to  this  work  would  require 
very  little  exaggeration  to  effect  obliterations  in  some  part  or 
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parts  of  the  tubule;  and  the  result  would  be  isolated  areas  of 
epithelial  structure  which  might  atrophy  or  later  be  excited  to 
cyst  formation. 

Again,  the  kidneys,  which  at  first  occupy  the  true  pelvis, 
wander  upward  from  a  position  in  front  of  the  second  sacral 
vertebra,  rotate  at  the  midlumbar  region,  and  finally  reach 
their  normal  height  about  the  end  of  the  second  month.  And 
Pohlman(7)  and  E.  C.  Hill(S)  have  shown  that  they  become 
vascularized  after  rotation  has  occurred  and  when  they  have 
assumed  their  final  position.  It  is  prior  to  this  time  that  mal- 
formations of  the  secretory  apparatus  would  occur,  such  as  the 
want  of  fusion  between  the  renal  vesicles  and  collecting  tubules, 
described  by  Adami. 

"The(i.|.)  path  of  the  so-called  renal  'migration'  is  probably 
to  a  certain  extent  determined  under  normal  conditions  by  the 
shrinkage  of  the  Wolffian  bodies,  these  massive  organs  of  the 
earlier  stages  affording  by  their  atrophy  and  degeneration  a 
line  of  less  resistance,  to  the  advance  of  the  permanent  kidney. 
A  process  of  this  kind  is,  of  course,  subject  to  irregular,  arrested, 
or  misdirected  development  from  various  causes  which  we  can 
properly  regard  as  the  primary  etiological  factors  of  many  of 
the  congenital  displacements  and  fusion  variations  of  the 
kidneys." 

During  this  migration  the  kidneys  are  in  close  relation  with  the 
Wolffian  body,  elongated  structures  attached  to  the  mesentery 
close  to  the  dorsal  wall.  These  bodies  are  provided  with  tubules 
which  are  very  much  contorted,  encircle  the  periphery  of  the 
organ,  and  possess  glomeruli  similar  in  structure  to  those  of  the 
true  kidney,  but,  according  to  McCallum,  slightly  larger.  The 
space  between  the  tubules  is  described  by  Minot  as  being  lined 
with  epithelium  which  gives  evidence  of  a  sinusoidal  circulation. 

The  Wolffian  body  reaches  its  maximum  of  development  at 
the  seventh  week,  and  at  the  eighth  week  commences  to  resorb 
(Ballantyne)(i3).  At  this  period  the  kidney  is  bean-shaped 
and  possesses  a  well-developed  smooth  capsule.  Coincident 
with  the  vascularization  and  rapid  growth  of  the  kidney  the  blood- 
supply  to  the  Wolffian  body  begins  to  lessen  and  it  gradually 
diminishes  in  size.  The  kidney,  owing  to  its  increased  blood- 
supply  and  the  vascularization  of  the  glomeruli,  becomes  lobu- 
lated,  from  eight  to  sixteen  well-marked  indentations  of  its 
fibrous  capsule  develop,  which  disappear  later,  but  sometimes 
they  persist  into  adult  life. 
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A  little  later,  the  relatively  large  adrenal  becomes  attached  to 
the  superior  pole,  while  the  degenerating  Wolffian  body  covers 
even  a  larger  surface  of  the  lower  pole,  and,  according  to  E.  C. 
Hill's  investigations,  in  the  fetal  pig  is  inseparable  from  it. 
Therefore,  just  as  hypernephromata  are  assumed  to  develop 
from  inclusions  of  the  adrenal  body  pinched  off  by  the  advancing 
capsule,  it  is  not  unreasonable  to  suppose  that  portions  of  the 
degenerating  tubules  of  the  Wolffian  body  may  be  included 
within  the  rapidly  growing  kidney  capsule. 

Without  taking  sides  in  the  opposing  theories  of  embryology, 
we  find  there  are  sufficient  probabilities  in  the  development  of 
the  embryonic  kidney  to  account  for  the  inclusion  of  epithelial 
remnants  capable  of  development  into  cysts,  without  considering 
the  purely  urinary  retention  cysts  which  develop  in  postnatal 
life  from  the  obstruction  and  dilatation  of  normally  developed 
tubules  and  glomeruli. 

That  these  rests  or  inclusions  remain  latent  is  an  inevitable 
conclusion  from  the  clinical  history  of  the  majority  of  the  cases, 
for  the  causes  which  operate  to  produce  universal  cvstic  degen- 
eration in  the  fetal  kidney,  incompatible  with  life  in  10  per  cent. 
of  the  cases  reported,  are  frequently  delayed  into  middle  life 
or  even  old  age,  or  if  not  actually  delayed,  act  so  gradualh  and 
intermittently  that  the  patients  and  frequently  the  physicians  in 
attendance  are  unaware  of  any  lesion  of  the  kidnevs  existing. 

Coplin(Q)  refers  to  a  specimen  in  the  museum  of  the  Jefferson 
Medical  College  which  is  considerably  larger  than  a  [fetal  head. 
The  organ  was  removed  postmortem,  and  during  life  had  given 
rise  to  but  slight  inconvenience,  not  at  all  lessening  the  comfort 
or  usefulness  of  a  physician  throughout  a  long  and  active  pro- 
fessional career. 

Further,  in  the  case  of  Nos.  i.  2,  and  ;,  on  the  table  herewith, 
three  soldiers,  with  an  average  age  < •  l  thirty  years,  the  physicians 
who  contributed  the  specimens  wen  careful  to  note  that  there 
were  no  symptoms  due  to  kidney  involvement  and  death 
resulted  in  two  cases  from  dysentery  and  in  one  case  from 
typhoid  fever, 

These  kidneys  are  of  the  large  size,  universally  cvstic,  and 
indistinguishable  from  the  type  denominated  congenital.  In- 
spection at  once  reveals  the  dearth  of  proper  kidney  tissue  and 
invites  speculation  as  to  their  capability  to  function  and  the 
probability  of  compensatory  elimination. 

It  is  of  interest  in  this  connection  that  an  estimate  of  the 
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secretory  area  in  the  kidneys  of  Mrs.  H.  B.  was  made  and  com- 
pared with  that  of  a  normal  kidney  and  found  to  be  as  I  is  to  15. 
That  is,  it  possessed  apparently  fourteen-fifteenths  less  than 
the  normal  equipment.  This  approximation  was  obtained  by 
counting  the  glomeruli,  with  the  aid  of  a  mechanical  stage,  for 
the  reason  that  whenever  patches  of  recognizable  convoluted 
tubules  could  be  found  there  would  be  found  glomeruli.  A 
number  of  sections  were  taken  from  the  cystic  kidney  and  com- 
pared with  its  area.  These  in  turn  were  compared  with  the 
glomerular-bearing  area  of  a  normal  kidney,  with  the  above 
result.  While  it  is  recognized  that  such  a  crude  method  merely 
gives  an  indication,  its  error  is  known  to  be  on  the  side  of  liber- 
ality to  the  damaged  kidney. 

Meltzer(io)  says,  "every  man  knows  that  one  kidney  can  be 
removed  with  entire  impunity  if  the  other  is  normal.  The 
amount  and  composition  of  the  urinary  secretion  remains 
practically  unaltered,  and  this  even  soon  after  the  removal  of 
the  kidney.  That  can  only  mean  that  normally  the  kidney 
has  an  abundance  of  tissue  which  can  do  at  a  moment's  notice 
at  least  twice  the  normal  amount  of  work.  From  the  experi- 
mental work  of  Tuffer,  Bradford,  and  others,  we  know  that  at 
least  two-thirds  of  both  kidneys  may  be  removed  without 
serious  detriment  to  the  animal's  life  or  to  the  secretory  functions 
of  the  kidnevs." 

Similarly,  when  one  kidney  has  been  removed,  hypertrophy  of 
the  secreting  elements  in  the  other  begins  within  a  few  hours  in 
an  attempt  to  reproduce  the  luxuriousness  of  tissue  on  which 
our  safety  so  frequently  depends. 

That  we  can  dispense  with  two-thirds  of  the  testicles  or  ovaries 
is  equally  true,  and  one-fifth  to  one-sixth  of  the  thyroid  gland  is 
sufficient  to  provide  for  the  demands  of  the  organism.  Much 
as  we  may  depend  upon  the  possession  of  these  "factors  of 
safety"  in  general,  a  secretory  area  of  one-fifteenth  of  the  normal 
in  one  kidney  and  even  less  in  the  other,  or  a  total  of  one-eighth 
for  both  kidneys,  leaves  no  reserve;  and  to  supply  the  excretory 
need  of  the  person  we  must  believe  have  operated  without  inter- 
mission, and  this  without  the  occurrence  of  urinary  symptoms 
for  a  period  of  twenty-nine  years  until  the  stress  of  pregnancy 
and  parturition  was  added  thereto,  and  demands  the  recognition 
of  some  if  not  all  of  the  following  propositions: 

a.  That  there  is  established  in  these  cases  a  high  degree  of 
compensatory  elimination. 
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b.  The  presence  of  latent  cysts,  or 

c.  The  gradual  involvement  of  the  secretory  area  of  the 
kidneys  by  cysts  not  developed  from  embryonic  inclusions  or 
malformed  tubules;  i.  e.,  secondary  cysts. 

d.  That  the  secondary  cyst  formation  may  be  relatively 
gradual  or  quite  prompt  in  development, 

Cases  illustrative  of  the  last  statement  may  now  be  briefly 
referred  to. 

C.  M.  Nicholson ( 1 1)  has  recently  reported  the  case  of  a  woman, 
aged  forty-six,  married,  who  complained  for  five  years  of  diffi- 
culty in  breathing,  which  at  times  was  very  severe.  The  attacks 
would  last  from  one-half  to  four  hours.  Five  months  ago 
she  noted  an  enlargement  in  the  lumbar  region  which  rapidlv 
increased  in  size. 

Lumbar  incision  exposed  a  large  multilocular  cystic  kidnev 
of  the  right  side,  the  left  being  normal.  The  cystic  kidnev 
was  removed  and  a  good  recovery  made.  The  kidney,  after 
evacuation  of  the  larger  cysts,  weighed  1,400  grams. 

The  article  is  well  illustrated  and  the  histology  fully  described, 
and  so  far  as  one  can  determine  from  the  printed  page,  the  gross 
and  microscopical  pathology  agree  with  that  usually  given  for 
congenital  cystic  disease  of  the  kidneys  in  the  literature,  and 
with  those  I  have  been  able  to  review  in  the  series  in  the  Museum. 
A  minor  difference  may,  however,  be  noted  in  the  fact  that  the 
writer  states  that  the  glomeruli  were  not  involved  and  that  the 
epithelium  lining  the  cysts  and  the  convoluted  tubules  was 
identical  in  appearance.  I  infer  that  he  intended  to  convey  the 
idea  that  there  was  little  or  no  change  from  the  characteristic 
type  of  epithelium  found  in  normal  convoluted  tubules.  Now, 
change  in  the  epithelial  lining  of  cysts  is  largely  determined  by 
the  age,  pressure  and  character  of  the  cyst  contents,  and  it  is 
noteworthy  in  this  case  that  the  process  of  enlargement  was 
observed  during  a  period  of  five  months  prior  to  operation.  His 
conclusion  is  positive  that  the  cysts  were  developed  from  the 
urinary  tubules  and  we  must  believe  few  if  any  originated  from 
fetal  inclusions  or  malformed  vesicles,  since  the  patient  appar- 
ently recovered,  which  would  seem  to  be  an  argument  against 
its  being  of  the  congenital  or  inherited  type. 

After  review  of  this  case  one  is  disposed  to  ask,  what  line  of 
demarcation  exists?  What  rule  shall  the  pathologist  follow 
in  attempting  to  decide  which  are  congenital  and  which  acquired 
types? 
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Above  all,  how  shall  the  surgeon  decide,  on  the  spur  of  the 
moment,  whether  the  seemingly  normal  kidney  he  inspects  in 
cases  which  seem  to  be  unilateral  does  not  contain  latent  cysts 
or  vesicles  potentially  malignant? 

In  Case  No.  S  of  the  Museum  collection  the  right  kidney, 
weighing  21  1/2  ounces,  was  removed  by  operation;  subsequently 
the  patient  died  and  the  left  one  was  obtained  at  the  autopsy 
and  found  to  be  of  larger  size,  even  more  universally  cystic, 
and  to  weigh  2  12  ounces  more  than  the  right.  This  seems  to 
show  that  the  process  can  develop  from  an  unrecognizable  state 
of  latency  with  alarming  rapidity;  and  a  few  surgical  reports 
indicate  that  when  nephrectomy  was  undertaken  for  cystic 
disease  supposed  to  be  unilateral,  fatal  results  followed  owing  to 
the  rapid  development  of  a  cystic  condition  in  the  remaining 
kidney. 

Such  a  result  is  in  agreement  with  the  theories  of  fetal  mal- 
formation and  inheritance,  for  it  is  well  known  that  homologous 
parts  are  apt  to  exhibit  correlated  variability,  and  this  espe- 
cially where  variations  of  a  congenital  type  are  concerned. 

Milward(i5)  divides  the  clinical  history  of  the  disease  into 
three  stages: 

1.  The  stage  of  progressive  enlargement  of  one  or  both 
kidneys  without  subjective  symptoms.  This  may  last  from  a 
few  months  to  several  years. 

2.  The  stage  of  subjective  symptoms  and  objective  signs. 
This  lasts  from  a  few  months  to  seven  or  eight  years. 

3.  The  stage  of  decreasing  elimination  of  urine  and  uremia. 
These  stages  are  in  part  indicated  in  the  accompanying  table, 

and  it  is  of  interest  to  compare  the  absence  of,  or  the  com- 
paratively short  period  of  urinary  symptoms  in  most  of  these 
cases  with  the  long  duration,  nine  years  of  dysuria  and  the 
presence  of  albumin  and  calculi  reported  in  Case  No.  10  not 
considered  a  case  of  congenital  cystic  disease,  but  a  chronic 
nephritis,  although  the  immediate  cause  of  death  was  an  attack 
of  dysentery. 

Somewhat  an  exception  is  that  of  Case  No.  5,  a  woman  forty- 
two  years  of  age,  who  had  born  four  children  and  had  exhibited 
urinary  symptoms  for  several  years  and  occasionally  convulsions 
during  the  last  few  months  of  her  life;  in  her  case  the  second 
stage  was  protracted. 

Case  No.  4  differs  from  the  others  in  that  a  pyonephrosis  with 
dilatation  of  the  pelvis  and  upper  portion  of  the  ureter  was  added 
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as  a  terminal  event  to  the  preexisting  polycystic  kidney,  and 
death  occurred  from  peritonitis;  and  while  the  history  does  not 
so  state,  probably  the  result  of  the  rupture  of  an  infected  cyst. 

It  would  seem  that  stage  No.  i,  without  subjective  symptoms, 
and  it  unquestionably  occurs,  is  more  or  less  incompatible  with 
any  general  involvement  of  the  kidney  cortex  in  the  malfor- 
mation based  on  Schreiner  and  Huber's  theory  of  development, 
with  the  consequent  loss  of  function,  unless  we  admit  of  very 
varied  degrees  of  malformation  and  the  latency  of  the  separated 
renal  vesicles,  which  when  excited  to  cyst  formation  in  turn 
through  pressure  and  obstruction  cause  the  development  of 
secondary  cysts  in  the  normal  secretory  tubules. 

Equally,  if  Minot's  theory  of  development  be  the  correct  one, 
we  must  accept  the  inclusion  of  tubules  or  undiffetentiated 
epithelium  from  the  Wolffian  body  with  the  subsequent  forma- 
tion of  cysts  primary  and  secondary  much  the  same  as  in  the 
former  process. 

In  either  event  in  view  of  the  remarkable  family  tendency,  we 
must  acknowledge  the  inheritance,  in  some  sense,  of  acquired 
intrauterine  malformations  not  of  any  value  to  the  organism. 

Before  entering  upon  a  discussion  of  this  complex  subject  of 
inheritance,  it  is  well  to  regard  the  observations  of  Adamiij) 
in  his  introduction  to  the  "Causes  of  Disease."  "Much  con- 
fusion has  been  and  continues  to  be  introduced  with  the  dis- 
cussion of  the  inheritance  of  disease,  as  into  that  of  heredity  in 
general,  by  a  lax  comprehension  and  use  of  terms.  By  many 
"inheritance"  and  "congenital"  are  employed  as  though  they 
were  interchangeable;  disturbances  of  the  fetus,  for  instance, 
and  conditions  of  intrauterine  origin  being  by  them  regarded  as 
congenital,  but  not  as  "inherited." 

The  individual  begins  the  moment  fecundation  is  accom- 
plished. That  alone,  therefore,  is  inherited  which  is  the  property 
of  the  individual  at  the  moment  of  his  becoming  an  individual, 
which  is  part  and  parcel  of  the  maternal  and  paternal  "germ- 
plasm"  from  which  he  originates.  Therefore,  strictly  speaking, 
every  property  possessed  by  the  individual  which  is  not  and 
cannot  be  ascribed  to  intrauterine  and  postnatal  acquirement 
is  the  inheritance  of  the  individual. 

It  is  no1  necessary  that  a  peculiar  feature  or  property  of  his 
inheritance  should  manifest  itself  in  fetal  life,  it  may  appear  in 
childhood  or  develop  itself  in  old  age. 

The  principles  laid  down  by  Weismann  and  Galton  imply, 
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that  in  no  case  can  the  identical  mutilation  or  anatomical 
disturbance  in  the  parent  reproduce  itself  in  the  child. 

A  rigid  adherence  to  these  seemingly  inflexible  rules  permits 
the  use  of  the  term  "congenital,"  but  not  "inheritance."  We 
cannot,  however,  lightly  dismiss  from  our  consideration  the 
observations  of  Yirehow,  Singer,  Osier,  and  others  as  to  the 
family  tendency  in  this  condition 

The  practical  trend  of  the  mind  of  the  average  American 
physician  little  heeds  long  wordy  discussions  of  post-Darwinian 
questions,  but  demands  at  once  experimental  evidence;  therefore, 
in  this  connection  the  experiments  of  Brown-Sequard  upon 
guinea-pigs,  vouched  for  independently  by  Dupuy  and  Westphal 
and  corroborated  by  Obersteiner  and  Romanes(i2),  offer  to  my 
mind  analagous  conditions  of  heritability.  These  in  brief, 
comprised  the  following: 

i.  The  transmission  of  epilepsy  through  injury  to  the  spinal 
cord  or  section  of  the  sciatic  nerve. 

2.  Changes  in  the  shape  of  the  ears  or  the  production  of  ptosis 
in  the  offspring  through  division  of  the  cervical  sympathetic. 

3.  The  transmission  of  exophthalmos  or  gangrene  of  the  ears 
through  injuries  to  the  restiform  bodies. 

4.  Absence  of  two  or  three  toes  in  animals  whose  parents  had 
eaten  up  their  toes  which  had  become  anesthetic  through  nerve 
section. 

Since  the  epileptic  condition  may  be  produced  by  two  or  three 
different  operations  on  the  nervous  system,  it  has  been  objected, 
that  the  result  is  only  the  inheritance  of  a  generally  unstable 
condition  of  the  whole  nervous  system  not  associated  with  any 
particular  part.  However,  the  significant  fact  remains  that 
the  epilepsy  was  transmitted  and  through  operation  and  in  those 
cases,  in  which  occurred  the  inheritance  of  malformed  ears  or 
the  absence  of  toes  their  effects  are  sufficiently  localized  and 
definite  in  manifestation  to  escape  the  generalization  "instability 
of  the  whole  nervous  system." 

These  facts  admit  of  no  other  construction  than  that  some 
part  of  the  cortical  area  of  the  brain  was  deficient,  degenerated, 
or  malformed  through  the  effect  of  operation  on  the  parent  and 
sufficiently  potent  to  affect  the  "germ-plasm"  and  become  an 
inheritance  of  the  offspring. 

Some  such  diathetic  inheritance,  more  or  less  locally  mani- 
fested, is  all  that  can  be  included  in  a  definition  of  the  polycystic 
condition  of  the  kidneys  under  discussion  as  to  heritabilitv. 
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Of  course  it  will  be  understood  that  it  is  not  the  universally 
cystic,  practically  functionless  kidney,  in  the  condition  which 
we  obtain  it  at  operation  or  an  autopsy  that  is  inherited;  but  a 
tendency  to  cyst  formation,  whether  this  occurs  subsequently 
by  development  from  a  few  or  many  fetal  vestiges  or  in  the 
normally  evolved  tubules. 

Two  very  instructive  cases  have  been  reported  by  Bunting(i6) 
occurring  in  premature  children  born  of  the  same  mother  at  an 
interval  of  eleven  and  a  half  months.  Both  were  without  gross 
malformations,  well-formed,  the  kidneys  of  normal  size,  and  the 
cystic  condition,  while  universal,  was  rather  microscopic  than 
macroscopic  in  type,  and  associated  with  similar  lesions  in  the 
liver  and  pancreas. 

In  describing  them  he  says:  "To  summarize  briefly,  in  two  small 
children  of  the  same  parentage  there  was  found  a  condition  of 
hyperplasia  of  duct  epithelium,  with  a  tendency  to  cyst  forma- 
tion especially  marked  in  the  kidneys  and  liver,  where  there 
was  also  an  increase  in  the  number  of  ducts,  occurring  also  to  a 
less  degree  in  the  pancreas  and  possibly  in  the  intestine."  .    .    . 

"These  kidneys  offered  no  evidence  whatever  in  support  of  an 
obstruction  or  retention  theory.  The  urinary  path  was  open 
throughout  from  pelvis  to  urethra  orifice.  The  children  lived 
eleven  and  nineteen  days,  respectively,  and  passed  urine  freely 
and  there  was  no  constriction  of  the  tubules." 

He  further  states  "that  there  is  little  evidence  afforded  to  sup- 
port the  idea  of  any  malformation  or  error  in  development."  .  .   . 

"The  sole  malformation,  if  it  may  be  called  such,  was  an 
active  proliferation  of  the  epithelium  of  the  collecting  ducts  of 
the  medulla  and  of  the  junctional  tubules  in  the  cortex." 

In  addition  he  notes  the  absence  of  an  increase  of  connective- 
tissue  growth  in  one  child  and  its  presence  in  the  other  where  he 
observed  that  delicate  fibrils  exhibited  a  tendency  to  encircle 
the  tubules  and  that  this  fact  seems  evidence  that  such  sclerosis 
is  a  secondary  phenomenon. 

In  reviewing  these  cases  I  invite  especial  attention  to  the 
following  salient  features: 

The  greater  value  of  pathologic  findings  in  polycystic  fetal 
kidneys  before  secondary  changes  have  developed. 

The  family  tendency  exhibited  in  these  cases.  That  the 
children  did  not  die  as  a  direct  result  of  the  cystic  degeneration. 

The  early  recognition  of  excessive  proliferation  of  cubical 
epithelium. 
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The  connective-tissue  growth  encircling  the  tubules  in  the 
kidneys  of  one  child  only. 

Contrasting  these  observations  with  the  conditions  found  in 
the  fetal  kidneys  of  Morse  in  which  fibrosis  is  so  predominant  a 
feature  and  that  reported  by  Shattock  in  which  the  cyst  formation 
was  universal  and  the  connective-tissue  growth  excessive,  the 
conclusion  seems  justified  that  these  are  but  different  stages  in 
the  same  process  in  which  excessive  epithelial  proliferation  first 
occurs  before  the  retentive  cyst  formation  is  completed  by  the 
reactive  growth  of  excessive  connective  tissue. 

It  will  be  recalled  also  that  in  the  case  of  Mrs.  H.  B.  this 
excessive  growth  of  epithelium  was  observed  obstructing  the 
collecting  tubules  in  one  section  examined  from  an  area  least 
involved  in  the  cystic  degeneration  and  adjacent  to  the  pelvis. 

It  is  with  these  facts  in  view  that  I  have  laid  so  much  stress 
on  the  formation  of  secondary  cysts,  in  effect  a  disease  of  the 
fetus  or  adult.  For  the  fibrosis,  pressure  effects,  the  desquamated 
epithelium  plugging  the  tubules  and  forming  other  cysts,  which  in 
turn  lead  to  the  excessive  growth  of  more  connective  tissue,  may 
be  conceived  of  as  a  sort  of  vicious  circle  which  destroys  the 
function  of  the  kidney  rapidly  or  very  slowly  or  only  impairs  it, 
depending  for  intensity  of  action  on  the  degree  of  potency  of  the 
heritable  factor. 

Obviously,  a  malformation  resulting  in  the  death  of  a  fetus  is 
not  a  heritable  condition — it  limits  itself. 

The  question  of  fibrosis  brings  into  prominence  the  necessity 
of  reconciling  with  our  conclusions  another  fact,  that  in  20 
per  cent,  of  the  cases  reported  there  has  been  found  the  asso- 
ciated condition  of  cysts  in  the  liver  and  fibrosis  of  the  bile  ducts. 
This  condition  has  been  noted  by  Adami,  and  in  his  opinion  is 
caused  by  pressure  and  obstruction. 

And  in  the  cyst  formation  met  with  in  some  cases  of  chronic 
interstitial  and  parenchymatous  nephritis  we  have  to  consider 
the  same  condition  of  fibrosis,  obstruction,  and  pressure  as  causa- 
tive or  contributive  factors.  This  type  of  cyst  formation  is 
exemplified  in  Case  No.  10  of  the  Museum  series  and  differs 
from  the  congenitally  cystic  kidney  only  in  the  size,  number,  and 
greater  relative  frequency  of  disposition  of  the  cysts  in  the 
medulla  of  the  organ. 

Since  not  all  the  cases  of  chronic  nephritis  exhibit  cyst  for- 
mation and  by  no  means  all  the  kidneys  which  contain  cysts 
beneath    the    capsule   frequently   of   large   size   and   congenital 
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origin  proceed  to  the  formation  of  secondary  cysts,  but  remain 
stationary  after  a  certain  stage  of  development,  we  are  com- 
pelled to  again  resort  for  explanation  of  polycystic  degeneration 
to  an  unknown  factor  which  affects  the  equilibrium  of  the  con- 
nective-tissue and  epithelial  elements  of  the  kidneys  in  their 
growth,  and  this  alone  can  be  the  heritable  factor.  This  holds 
true  whether  we  assent  to  a  malformation  theory  in  fetal 
development  as  the  prime  factor  in  this  degeneration  or,  on  the 
other  hand,  believe  that  the  cysts  are  wholly  developed  in 
normally  evolved  tubules. 

CONCLUSIONS. 

The  acceptance  of  a  fetal  malformation  theory  based  on  the 
failure  of  the  renal  vesicles  to  fuse  with  the  collecting  tubules, 
as  a  primary  factor  in  the  causation  of  congenital  cystic  disease 
of  the  kidney,  requires  also  the  acknowledgement  that  very 
many  secondary  cysts  are  formed  in  the  medulla  from  the 
collecting  tubules. 

If,  on  the  other  hand,  it  is  admitted  that  the  primary  cysts 
develop  from  inclusions  of  portions  of  the  Wolffian  body,  then  a 
still  greater  number  of  secondary  cysts  must  be  developed  to 
account  for  the  destruction  of  the  organ. 

Congenital  cystic  disease  of  the  kidney  is  frequently  accom- 
panied by  cyst  formation  in  the  liver  and  sometimes  other 
organs;  these  are  not  assumed  to  be  the  result  of  fetal  malfor- 
mation, but  attributed  to  the  effect  of  pressure  and  obstruction. 

Similar  cyst  formation  and  degeneration  in  the  ovaries,  tes- 
ticles, broad  ligament,  epididymis,  and  prostate,  while  some  of 
them  arise  in  fetal  vestiges  are,  as  a  rule,  ascribed  to  abnormal 
secretory  activity  and  obstruction  and  no  theory  of  fetal  mal- 
formation is  invoked  for  explanation. 

There  is  not  sufficient  difference  in  the  microscopical  pathology 
of  these  cysts  whereby  we  can  decide  which  are  derived  from 
fetal  vestiges  and  which  from  normal  tubules. 

Primary  cysts  developed  from  fetal  vesicles  or  inclusions  can 
only  be  a  contributory  factor  and  not  the  chief  agent  in  the  general 
destruction- of  the  kidney. 

The  condition  is  "inheritable"  in  the  sense  that  a  predis- 
position, a  diathesis,  or  a  tendency  to  cyst  formation  is  inherited. 

That  this  may  be  found  in  an  excess  or  deficiency  of  nerve 
mechanism  governing  the  growth  of  kidney  cells  or  the  presence 
or  absence  of  some  special  secretion  is  only  conjectural. 

It  is  "congenital"   in  those  cases  which  are  of  intrauterine 
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acquirement,  but  there  are  no  grounds  for  excluding  its  develop- 
ment in  postnatal  life. 

Since  a  fetal  malformation  as  such  cannot  be  inherited  but 
only  a  tendency  to  cystic  degeneration;  and  since  a  malformation 
theory  involves  so  much  secondary  cyst  formation;  may  we  not 
exclude  any  malformation  theory  and  regard  the  process  as  a 
disease  from  the  beginning. 

This  view  does  not  exclude  cases  in  the  new-born  because  the 
kidnevs  functionate  to  some  extent  in  intrauterine  life,  and  if 
there  is  any  disability  on  the  part  of  the  placenta  as  an  excretory 
organ,  additional  strain  will  be  thrown  on  the  kidneys  of  the 
fetus  at  the  most  plastic  period  of  its  history  with  probably 
the  formation  of  urinary  retention  cysts. 

In  view  of  its  inheritability,  that  over  90  per  cent,  of  the  cases 
are  bilateral,  and  that  some  in  which  nephrectomy  was  done  in 
supposed  unilateral  cases  subsequently  showed  cystic  degener- 
ation in  the  remaining  kidney,  removal  by  the  surgeon  can  be 
rarely  considered  justifiable. 

The  thanks  of  the  writer  are  due  to  the  curator,  Captain  F.  F. 
Russell,  Medical  Corps,  U.  S.  Army,  to  Dr.  D.  S.  Lamb,  of  the 
Museum,  for  an  opportunity  to  study  these  specimens,  to  Dr. 
W.  M.  Gray  for  the  photographic  reproductions  herewith,  and 
to  Dr.  J.  Wesley  Bovee  for  permission  to  report  his  ease. 
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Repeated  observations  on  the  subject  of  general  and  local 
anesthesia  have  stimulated  surgeons  to  search  for  an  anesthetic 
which  is  free  from  the  disagreeable  after-effects  of  ether  and 
chloroform  and  will  produce  a  degree  of  analgesia  sufficient  to 
abolish  pain  without  inhibiting  the  functions  of  important 
organs,  as  the  heart,  kidneys,  and  lungs,  especially  if  they  show 
degenerative  changes. 

The  ideal  anesthetic  is  one  which  will  abolish  consciousness 
and  pain  without  endangering  life  or  producing  unpleasant 
after-effects. 

The  relative  advantages  of  general  anesthesia  by  inhalation 
of  ether  and  chloroform  and  that  produced  by  the  intraspinal 
injection  of  cocaine,  eucaine,  stovaine,  and  tropococaine  have 
caused  the  advocates  of  the  latter  method  to  experiment  with 
solutions  of  varying  strengths  and  densities  and  improve  their 
technic. 

For  prolonged  operations  ether  and  chloroform  properly 
given  are  the  most  reliable  general  anesthetics  despite  their 
irritant  effects  upon  parenchymatous  structures  and  unpleasant 
postanesthetic  symptoms,  as  nausea,  vomiting,  headache,  etc. 

The  discovery  of  cocaine  and  its  value  as  a  local  anesthetic 
in  painful  conditions  of  mucous  surfaces  and  for  minor  operations 
have  caused  it  to  be  used  extensively  and  broadened  its  field  of 
usefulness. 

On  account  of  its  toxic  influence  in  susceptible  patients  two 
synthetic  products,  eucaine  and  stovaine,  which  are  equal  in 
anesthetic  power  but  less  toxic  are  being  widely  used. 

Tropococaine,  a  drug  closely  allied  to  cocaine  and  derived  from 
the  leaves  of  the  Java  coca  plant,  is  being  much  used  in  Germany 
by  Bier  as  a  lumbar  anesthetic. 

Spinal  anesthesia  has  a  limited  field  of  usefulness,  being 
employed    in   operations    below    the   umbilicus    where    brilliant 

♦Read  before  the  Philadelphia  Obstetrical  Society,  Thursday,    May  <>,  1909. 
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results  have  been  achieved  without  pain,  loss  of  consciousness, 
or  disagreeable  postanesthetic  effects.  It  is  indicated  in 
advanced  cases  of  tuberculosis  and  nephritis  where  ether  and 
chloroform  are  contraindicated.  In  nervous  patients  and 
young  children  the  preparation  for  operation,  the  rattle  of 
instruments,  and  general  commotion  in  an  operating-room  tend 
to  frighten  them,  and  in  some  instances  induce  collapse.  The 
after-effects  become  perceptible  as  soon  as  the  analgesia  ceases. 
They  comprise  headache,  backache,  nausea.  Less  frequently 
are  retention  of  urine  and  paresis  of  lower  extremities. 

The  first  reports  of  spinal  anesthesia  published  were  highly 
favorable;  this  was  followed  by  the  inevitable  reaction,  failures 
and  deaths  being  reported. 

Bier  (Deutsche  Zeitschrift  fur  Chirurgie),  the  pioneer  worker 
on  spinal  anesthesia,  after  experimenting  with  cocaine,  eucaine, 
and  stovaine,  relies  upon  tropococaine  in  doses  of  .05  to  .06 
c.  gm.  with  suprarenin  .0001  combined  in  tablet  form  and 
placed  in  the  syringe  to  be  dissolved  in  the  spinal  fluid  when  it  is 
withdrawn  into  the  syringe  at  the  time  of  puncture.  From  1  to 
10  c.c.  of  fluid  are  used,  depending  upon  the  height  of  anesthesia 
desired.  One  c.c.  for  operations  on  the  perineum  and  10  c.c. 
for  abdominal  operations.  In  one  of  his  cases  .13  c.  gm.  (gr.  2) 
caused  death.  This  was  the  first  fatality  in  over  1,000  cases 
and  was  attributed  to  an  overdose  of  the  drug.  A.  E.  Barker 
(British  Med.  Journal,  March  23,  1907)  in  a  series  of  128  cases 
used  stovaine  in  doses  of  3  to  6  c.  gm.  with  satisfactory  results. 

W,  W.  Babcock  reports  seventy-six  cases  in  which  stovaine 
or  alypin  in  combination  with  adrenalin  chloride  were  used. 
Stovaine  was  used  in  sixty-five  cases.  He  reports  one  death 
in  a  debilitated  alcoholic  with  a  comminuted  fracture  of  the 
femur  caused  by  a  heavy  cart  passing  over  his  thigh.  Ten 
minutes  after  the  injection  of  alypin  .064,  adnephrin  .00013, 
water  2  c.c,  the  patient  complained  of  great  oppression  in  the 
cardiac  region,  struggled,  and  plucked  violently  at  the  chest. 
Relaxation  and  death  supervened.  Postmortem  examination 
revealed  separation  of  vessels  and  nerves  in  Hunter's  canal, 
chronic  nephritis,  chronic  hepatitis,  edema  of  lungs.  Death  in 
this  case  may  have  been  due  to  an  embolis;  but  the"  author  urges 
caution  in  the  intradural  injection  of  synthetic  anesthetics  in 
doses  over  4  cgm.  in  patients  with  marked  cardiac  depression. 

Urban  (Wien.  med.  Woch.,  1906,  Nos.  51  and  52)  reported  a 
death  preceded  by  delirium  and  great  dyspnea   two  days  after 


80       REYNOLDS:    SUDDEN  DEATH  FOLLOWING  SPINAL  ANESTHESL\. 

an  injection  of  i  gr.  of  tropococaine  in  a  man  thirty-one  years 
of  age  operated  upon  for  double  inguinal  hernia. 

Klose  and  Vogt  (Mitteilungen  aus  den  grensgebieten  der 
Med.  and  Chirg.,  Jena),  in  a  series  of  experiments  with  spinal 
anesthesia  on  103  dogs  and  rabbits,  report  changes  in  the  cord 
showing  swelling  with  achromatosis  of  the  large  motor  cells 
of  the  anterior  and  lateral  horns.  In  most  cases  the  changes 
were  reparable,  but  in  some  the  nuclei  showed  such  pronounced 
changes  that  restitution  was  practically  impossible.  These 
changes  were  not  found  until  after  a  few  days  or  weeks. 

F.  Legueu  (Paris)  stated  that  he  has  discontinued  the  use  of 
cocaine  by  the  spinal  method  on  account  of  the  danger.  As  a 
result  of  350  operations  under  stovaine  he  believes  the  anesthesia 
is  insufficient  in  one-seventh  of  the  cases.  Cardiac  accidents, 
violent  meningeal  reaction,  persistent  paraplegia,  and  incon- 
tinence  of  urine  may  ensue  in  days  or  months  following. 

Bruning  (Gottingen)  has  used  spinal  anesthesia  with  stovaine, 
tropococaine,  or  novococaine  in  450  cases.  He  has  seen  three 
deaths — paraplegia  with  ascending  pyelonephritis,  arrest  of 
respiration  with  death  on  the  table,  and  cerebral  hemorrhage. 
He  has  also  noticed  persistent  pain  in  the  back  and  legs  for  one 
and  one-half  years  after  the  operation. 

On  the  other  hand,  M.  Sabidini  {Archives  Generates  de  Chir- 
urgie,  Aug.,  1908)  reports  108  cases  of  spinal  analgesia  with 
stovaine,  and  claims  it  may  be  used  without  danger  from  fifteen 
years  till  advanced  age.  He  uses  5  to  10  c.  gm.  which  affords 
complete  anesthesia  lasting  one  and  one-half  hours.  Consti- 
tutional disturbances  are  slight  and  seem  to  be  less  frequent  than 
with  cocaine.  He  has  noticed  quite  frequently  urinary  retention 
which  persisted  from  one  to  several  days. 

One  of  the  most  annoying  and  persistent  symptoms  following 
spinal  anesthesia  is  headache,  which  is  reported  by  practically 
all  writers.  Alfred  Newman  (Merck's  Air  hives,  Aug.,  1908) 
reported  17  2  3  per  cent,  after  tropococaine,  18  23  per  cent, 
after  cocaine,  and  72  811  per  cent,  following  stovaine.  Deetz 
had  14  per  cent,  in  360  stovainizations.  Turner,  using  cocaine, 
40  per  cent.  Hauber,  46  per  cent,  following  stovaine.  Lexer 
noted  severe  headaches  lasting  for  days  in  25  per  cent,  of  his 
cases. 

Various  theories  have  been  advanced  as  to  the  cause  of  head- 
ache, but  the  most  plausible  one  is  that  of  increased  intracranial 
pressure.     Offergeld    (Centralblatt  fur   Gyn.,  vol.    xxxi,   No.  10; 
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ret.  Journal  A.  M.  A..  May  n,  1907)  demonstrated  increased 
pressure  in  rabbits,  and  applied  this  knowledge  for  the  prevention 
of  headaches  in  human  beings  by  withdrawing  1  to  2  c.c.  of 
spinal  tluid  before  injecting  the  anesthetic. 

Newman  (Marck's  Archives,  Aug.,  1909)  reports  a  few  cases 
in  which  the  fluid  was  withdrawn,  none  being  followed  by 
headaches.  In  the  Bier  clinic  from  1  to  10  c.c.  is  allowed  to 
run  off. 

Adrenalin  has  been  tried  with  varying  results;  Newman  states 
it  has  been  proved  absolutely  valueless  in  sustaining  blood 
pressure  or  avoiding  the  disagreeable  after-symptoms.  Biber- 
feld  {Devisch  med.  Woch.,  Xo.  14,  1907)  in  experimenting  on 
animals,  noted  paralyses  of  the  legs  in  cats  and  rabbits  as  a 
consequence  of  the  spinal  anemia.  It  is  a  powerful  irritant 
capable  of  inflicting  damage  to  the  spinal  cord.  Death  due  to 
the  poisonous  effects  of  cocaine,  eucaine,  stovaine,  and  tropoco- 
caine  injected  into  the  spinal  canal  is  preceded  by  restlessness, 
anxiety,  oppression  in  the  region  of  the  heart,  respiratory  em- 
barrassment, cool  skin,  weak  irregular  cardiac  action,  and  in  some 
cases  delirium. 

Our  experience  with  spinal  anesthesia  is  limited  to  two  cases. 
One,  a  negress,  age  eighteen  years,  primipara,  pregnant  near  term, 
was  admitted  into  the  obstetric  ward  of  the  Philadelphia  Hos- 
pital, service  of  Dr.  Geo.  M.  Boyd,  March  31,  1909.  Her  father 
died  of  pneumonia  and  mother  of  apoplexy.  Menses  began  at 
the  twelfth  year,  regularly  even,-  twenty-eighth  day,  lasting 
four  days.  No  history  of  abortions,  miscarriages,  or  venereal 
infection. 

Physical  examination  revealed  a  well-developed,  healthy- 
looking  woman,  with  heart  and  lungs  in  good  condition.  Pelvic 
measurements  were  somewhat  less  than  normal,  fetus  in  L.  O.  A. 
position.  Labor  began  at  5  P.  M.,  April  6,  membranes  ruptured 
at  3  a.  m.  the  following  morning,  head  immovable  at  the  inlet. 
At  12  noon  the  head  was  still  at  the  pelvic  inlet. 

A  high  forceps  operation  was  performed  under  ether  anes- 
thesia and  the  patient  delivered.  There  was  a  bilateral  tear  of 
the  cervix  and  lateral  tears  involving  the  vaginal  sulci. 

An  immediate  repair  was  not  attempted  on  account  of  the 
long  tedious  labor,  edematous  condition  of  the  tissues  and  ex- 
hausted state  of  the  patient.  On  the  fourth  day  of  the  puer- 
perium  patient  was  prepared  for  an  intermediate  operation  on  the 
cervix  and  perineum. 
6 
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She  was  placed  upon  the  operating-table  in  the  sitting  posture 
with  the  head  and  shoulders  inclined  forward  and  the  limbs 
hanging  over  the  edge  of  the  table.  The  back  was  thoroughly 
cleansed  with  tincture  of  green  soap,  sterile  water,  alcohol,  and 
ether.  The  fourth  lumbar  spine  was  located  by  a  towel  stretched 
between  the  iliac  crests.  The  skin  was  anesthetized  by  injection 
of  three  minims  of  a  2  per  cent,  cocaine  solution.  A  sterile  irido- 
platinum  needle  provided  with  a  stylet  was  introduced  into  the 
third  lumbar  interspace  one-third  of  an  inch  to  the  right  of  the 
median  line  and  directed  toward  the  middle,  between  the  vertebrae 
until  the  interspinous  ligament  was  reached.  The  stylet  was 
then  withdrawn  and  the  needle  pushed  gently  forward  until 
spinal  fluid  exuded  from  it.  Four  c.c.  of  clear  spinal  fluid  was 
allowed  to  run  off.  The  glass  syringe  containing  4  c.c.  «f  sterile 
water  with  7  c.  gm.  of  eucaine  was  attached  to  the  needle  and 
the  contents  injected  slowly  into  the  spinal  canal.  The  wound 
was  then  sealed  with  collodion.  Patient  was  placed  in  the 
dorsal  position  with  the  head  and  shoulders  slightly  elevated. 
Ten  minutes  after  the  injection  she  said  she  felt  no  pain  while  the 
field  of  operation  was  being  cleansed.  At  the  beginning  of  the 
operation  the  pulse  was  88  and  of  good  volume,  temperature 
normal,  and  respirations  18.  While  the  cervix  was  being  re- 
paired the  patient  said  she  felt  "  all  right."  Suddenly  the  nurse 
who  was  counting  the  pulse  exclaimed  that  it  was  very  weak. 
An  examination  revealed  the  patient  in  a  state  of  collapse. 
Artificial  respiration,  strychnine  sulph.  gr.  1/30  hypodermically, 
oxygen  and  the  injection  of  saline  solution  into  the  radial  artery 
failed  to  revive  her.  The  pupils  were  equal  and  moderately 
dilated. 

Postmortem  examination  revealed  chronic  parenchymatous 
nephritis,  beginning  arteriosclerosis  in  the  aorta  and  left  coro- 
nary artery.  Brain  and  cord  were  normal,  there  being  no 
evidence  of  traumatism  or  coexisting  disease  of  the  cord.  The 
cause  of  death  is  problematic,  as  there  were  no  evidences  of 
restlessness  or  respiratory  disturbance  preceding  the  collapse. 
It  may  have  been  due  to  an  embolus  or  the  action  of  the  eucaine 
on  the  higher  cerebral  centers.  We  believe,  however,  that  spinal 
anesthesia  should  be  used  with  great  caution  and  the  patient 
\\  itched  carefully  until  its  effects  have  worn  off. 
2003   In  v.tu\:>  s  rREET. 
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ADHESION  OF  THE  PLACENTA.* 

BY 

W.  REYNOLDS  WILSON,  M.  D., 

Philadelphia,  Pa. 

Adhesion  of  the  placenta  occurs  as  the  result  of  definite  patho- 
logical change.  Reviewing  the  histology  of  the  placental  decidua, 
we  find  it  divided  into  a  spongy  and  compact  layer.  The 
former  constitutes  the  greater  part  of  the  membrane.  It  is 
composed  of  glandular  spaces  separated  by  scanty  stromal 
trabecular.  The  glands  are  lined  with  epithelium  which,  for  the 
most  part,  has  undergone  degeneration.  Their  ducts  have  be- 
come obliterated.  The  compact  area  is  composed  of  decidual 
cells  massed  together  in  a  layer  which  overlies  the  villi  and  trans- 
mits the  vessels  connecting  with  the  placental  sinuses.  It  is  this 
laver  which  presents  on  the  maternal  surface  of  the  detached 
placenta. 

The  separation  of  the  placenta  takes  place  through  the  spongy 
or  glandular  area  of  the  decidua.  The  latter  offers  through  its 
laxer  tissue  a  favorable  plane  of  cleavage  in  the  presence  of  the 
uterine  contractions.  Preparatory  to  its  physiological  detach- 
ment the  placenta  shows  degeneration  in  the  deposit  of  fibrin 
which  has  replaced  the  syncitial  cells,  and  in  the  obliteration  of 
the  arteries. 

With  these  facts  in  view  the  histological  changes  underlying 
adhesion  of  the  placenta  assume  their  proper  bearing.  In  the 
milder  grades  of  adhesion  an  abnormal  adherence  between  the 
compact  and  spongy  layers  of  the  decidua  has  been  demon- 
strated in  the  detached  placenta.  The  decidual  layer  in  such  in- 
stances has  undergone  a  change  into  spindle-cell  tissue  which 
has  invaded  the  septa  between  the  glands.  This  gives  an  im- 
pression of  undue  denseness  in  the  maternal  layer.  It  explains 
also  the  dislodgment  of  portions  of  the  spongy  layer  from  the 
uterus  through  adhesion  to  the  surface  of  the  placenta.  In 
instances  of  complete  adhesion  the  decidua  serotina  is  either 
totally  deficient  or  is  present  only  in  part.  In  the  latter  case  the 
spongy  layer  shows  only  occasional  glands  or  remnants  of  glan- 
dular tissue.  The  compact  layer  as  well  becomes  atrophied. 
The  latter  is  also  the  seat  of  changes  which  impair  its  resistance 
to  the  invasion  of  the  growing  villi.     As  a  consequence  the  latter 

♦Read  before  the  Philadelphia  Obstetrical  Society,  meeting  of  March  4,  1909. 
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penetrate  the  sinuses  of  the  musculature.  The  villi  fill  out  the 
lumina  of  the  sinuses  and  become  applied  to  their  walls  as  a 
result  of  thrombosis.  Thus  the  attachment  between  the  fetal 
portion  of  the  placenta  and  the  muscular  wall  of  the  uterus  be- 
comes direct. 

The  supposition  toward  which  earlier  writers  inclined,  that 
adhesion  occurs  as  a  result  of  endometritis  is,  in  the  light  of 
recent  research,  scarcely  correct.  It  has  been  shown  that  the 
infiltration  of  the  decidua  with  round  cells,  even  to  an  extensive 
degree,  as  mav  occur  in  syphilis,  may  exist  in  cases  in  which  the 
separation  of  the  placenta  occurs  without  the  least  abnormality. 
The  presence  of  connective  tissue  in  the  placenta  may  not  prop- 
erlv  be  interpreted,  therefore,  as  a  result  of  interstitial  endo- 
metritis, but  rather  as  the  result  of  changes  of  fetal  origin. 

Atrophy  of  the  mucous  membrane  may  be  regarded  as  a 
cause.  The  changes  in  the  decidua  bear  a  certain  analogy  to 
the  condition  found  in  adhesion  of  the  placenta  in  myomatous 
uteri,  where  the  mucous  membrane  has  undergone  atrophic 
change.  The  absence  of  the  glandular  layer  in  adhesion  may 
likewise  be  due  to  atrophy.  Further,  the  imperfect  reconstruc- 
tion of  the  mucous  membrane  after  labor  in  some  instances  may 
be  followed  by  placental  adhesion.  This  accounts  for  the  more 
frequent  occurrence  of  adhesion  in  multiparous  women. 

We  are,  however,  bound,  in  studying  the  subject  from  this 
point  of  view,  to  the  consideration  of  the  fetal  origin  of  ad- 
hesion by  the  fact  that  in  the  majority  of  cases  while  the  serotina 
is  deficient,  the  decidua  vera  is  normally  present.  Therefore, 
we  mav  assume  that  in  cases  where  the  vera  is  normal  the  sero- 
tina has  existed  intact  at  an  earlier  period  in  pregnancy.  Thus, 
the  pathological  condition  has  arisen  not  on  the  side  of  the  mother, 
but  through  an  anomaly  of  fetal  origin.  We  must  accept  as 
established  the  fact  also  that  in  the  early  stages  of  embryonic 
change  the  relationship  between  the  uterine  area  of  implantation 
and  the  ovum  must  be  normal  in  order  to  limit  the  destructive 
growth  in  the  cells  of  the  latter.  Where  this  relationship  fails, 
the  villi  penetrate  the  compact  layer  of  the  decidua.  As  a  con- 
sequence,  the  invading  progress  of  the  villi  bring  them  into 
direct  contact  with  the  musculature. 

Such  a  condition  is  described  by  Freund  and  Hitschmann 
(Winckel's  Geburtshulfe,  1905,  Bd.  II,  T.  3,  S.  2242)  in  re- 
viewing tin-  histologic  findings  in  a  specimen  obtained  from  a 
four  months,  gravida;  the  embryo  was    11    1    2  cm.  long. 
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Decidua  vera:  this  is  about  i  2  cm.  in  thickness,  well  de- 
veloped and  distinctly  separable  into  a  spongy  and  compact 
layer.  The  decidual  cells  are  normal.  The  glandular  area  pre- 
sents the  characteristic  reticulated  structure. 

As  to  the  serotina,  when  studied  with  the  low-  power,  it  reveals 
areas  in  which  the  structure  is  deficient  and  where  even  the  de- 
cidua is  totally  absent.  The  villi  have  penetrated  the  spaces 
thus  formed  and  in  some  instances  they  are  found  lying  directly 
in  the  sinuses.  The  spongy  layer  is  practically  absent,  that  is, 
in  the  sense  of  its  existing  in  its  typical  aspect.  Here  and  there, 
adjacent  to  the  spaces  due  to  loss  of  structure,  are  found  occasional 
glands.  Where  the  serotina  remains  there  is  a  distinct  structural 
change.  The  decidua  is  invaded  here  and  there  by  a  dense  ag- 
gregation of  Langhans's  cells  mingled  with  the  decidual  cells. 
The  latter,  where  they  are  not  encroached  upon  by  the  fetal 
cells  appear  characteristically  rich  in  protoplasm  with  relatively 
small  nuclei,  whereas,  in  the  neighborhood  of  the  invading  cells 
they  have  undergone  hyaline  degeneration.  The  syncytial 
cells  have  penetrated  to  the  grandular  area  and  have  surrounded 
the  glands  and  in  some  instances  migrated  to  within  the  lumina 
of  the  latter.  The  infiltration  has  extended  even  to  the 
musculature. 

The  presence  of  the  trophoblast  in  specimens  taken  from 
placental  adhesion  during  this  early  stage  (four  months)  suggests 
its  persistence  as  a  pathological  factor  in  the  invasion  of  the 
maternal  tissue. 

A  case  of  complete  placenta  previa  which  recently  came  under 
observation  at  the  Philadelphia  Lying-in  Charity  (Boyd  and 
Wilson)  presented  clinically  the  condition  described  above. 
A  pluripara,  aged  forty-one,  was  admitted  on  account  of  sudden 
profuse  hemorrhage  occurring  in  the  middle  of  the  ninth  month. 
Placenta  previa  was  diagnosticated.  It  was  noticeable  on  ex- 
amination that  the  lining  of  the  partiallv  dilated  cervical  canal 
was  thick  and  yielding.  On  introducing  the  speculum  this 
proved  to  be  an  overgrowth  of  decidual  tissue  in  the  canal.  In 
extracting  the  placenta  it  was  found  to  be  densely  adherent  and 
in  its  removal  the  overgrown  portion  which  had  invaded  the  cer- 
vical canal  was  so  adherent  to  the  edge  of  the  external  os  that  it 
was  practically  inseparable  from  it.  It  was  difficult  to  deter- 
mine where  the  decidual  tissue  ceased  and  the  mucous  mem- 
brane at  the  edge  of  the  os  began.  In  the  detachment  at  this 
point  shreds  of  decidua  were  necessarily  left  on  account  of  the 
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difficulty  experienced  in  making  a  clean  detachment.  This, 
of  course,  is  not  altogether  exceptional  and  has  been  recorded  by 
Weiss,  Keilmann,  Kiistner,  and  others.  It  is,  however,  an  illus- 
tration of  the  invasion  of  the  maternal  tissued  by  the  serotina 
and  of  the  tendencv  for  the  latter  to  become  adherent  where 
the  proper  source  of  nutriment  is  deficient  through  badly  vascu- 
larized or  degenerated  tissue. 

In  this  connection  it  is  interesting  to  note  that  the  decidual 
tissue  has  been  found  to  have  invaded  the  muscular  tissue  in  the 
neighborhood  of  the  Cesarean  cicatrix  in  the  uterine  wall  ex- 
tending even  to  the  serosa  and  causing  rupture  of  the  uterus  in  a 
succeeding  pregnancy.  (Brodhead,  Amer.  Jour.  Obst.,  vol. 
lvii,  No.  365,  May,  190S.) 

The  occurrence  of  adhesion  more  frequently  in  multiparous 
women  is  not  of  sufficient  importance  to  exclude  the  possibility 
of  it  in  practically  any  case  that  may  come  under  observation. 
Primiparous  women  are  perhaps  less  liable.  The  absence  of 
symptoms  during  labor  makes  it  impossible  to  foretell  adhesion. 

It  is  possible  to  determine  the  presence  of  an  adherent  placenta 
onlv  by  the  occurrence  of  bleeding  in  the  third  stage  of  labor  or 
by  retention.  The  amount  of  bleeding  depends  upon  the  extent 
of  adhesion;  in  partial  adhesion  the  hemorrhage  is  likely  to  be 
severe;  in  instances  of  complete  adhesion  there  may  be  no  bleed- 
ing. The  recurrence  of  uterine  contractions  and  the  upward 
displacement  of  the  uterus  fail  to  appear.  But  the  actual  knowl- 
edge that  adhesion  exists  comes  with  the  failure  to  expel  the 
placenta  by  compression.  In  making  traction  upon  the  cord 
a  characteristic  backward  pull  will  be  communicated  from  the 
point  of  placental  attachment.  If  in  badly  conducted  casts  the 
traction  be  too  vigorous,  the  fundus  will  disappear  from  beneath 
the  palpating  hand  and  the  placenta  as  it  appears  at  the  vulva 
will  be  followed  by  a  smooth  mass — the  uterine  surface  covered 
with  amnion — indicative  of  artificial  inversion,  an  accident 
easily  met  with  where  the  diagnosis  of  adhesion  has  not  been 
suspected. 

Complete  adhesion  is  usually  described  as  a  rare  condition.  It 
occurs  frequently  enough,  however,  to  demand  that  a  careful 
examination  be  made  in  instance's  in  which  efforts  at  expulsion 
fail  after  a  proper  interval.  In  the  presence  of  bleeding  the 
operator  allows  no  time  to  be  lost,  but  in  the  absence  of  bleeding 
the  expectant  5  which  permits  him  to  wait  may  place  the  patient 
in    danger    from    the   shock   which    follows    when    the   artificial 
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detachment  is  deferred.  In  all  doubtful  cases  careful  intrauter- 
ine palpation  should  be  made.  Without  this  complete  adhesion 
may  be  overlooked,  as  the  uterus  may  even  be  fairly  well  con- 
tracted, thus  giving  the  impression  of  normal  involution  in  the 
presence  of  incarceration  of  the  detached  placenta. 

In  cases  of  partial  adhesion  the  bleeding  begins  with  the 
separation  of  the  nonadherent  portion.  It  is  usually  so  exten- 
sive as  to  demand  the  introduction  of  the  hand  within  the  uterus 
to  determine  the  degree  of  adhesion,  and  to  hasten  the  extraction 
of  the  placenta.  The  fingers  are  to  be  pushed  up  until  the  point 
of  beginning  detachment  of  the  placenta  is  reached,  and  by  a 
side-to-side  motion  are  insinuated  rapidly  between  the  placenta 
and  uterine  wall.  The  direction  of  cleavage  should  be  away  from 
the  fetal  surface,  otherwise  the  compact  surface  of  the  placental 
decidua  will  remain  attached  to  the  uterine  wall  and  will  inter- 
fere with  contraction.  As  a  result  the  hemorrhage  will  continue. 
Allowance  should  be  made  for  the  thinning  of  the  musculature 
at  the  point  of  attachment,  but  the  operator's  hand,  which  is 
used  for  palpation  applied  to  the  fundus,  will  serve  as  a  guide. 
As  the  placenta  is  detached,  the  hand  grasping  it  is  to  be  rotated. 
The  membranes  will  thus  be  dislodged  and  expelled  as  the  hand 
is  withdrawn. 

In  most  cases  the  compact  layer  of  the  decidua  comes  away 
with  the  placenta.  Xotwithstanding  this,  a  marked  unevenness 
of  the  placental  site  is  often  found.  This  is  usually  composed 
of  muscular  tissue  and  is  the  result  of  local  hyperplasia  due  to 
pathological  attachment.  Remnants  of  placental  tissue  which 
are  sometimes  responsible  for  the  formation  of  placental  polyp  are 
not  apt  to  remain  as  the  result  of  complete  adhesion.  They  are 
more  apt  to  occur  from  the  breaking  away  of  a  placental  lobule 
in  spontaneous  extrusion  or  in  the  process  of  expression.  A 
difficulty  sometimes  arises  through  the  denseness  of  the  mem- 
branes at  the  periphery  of  the  placenta.  Here  the  adhesion 
between  the  chorion  and  decidua  is  such  as  to  make  it  almost 
impossible  to  penetrate  the  membranes.  Thus  considerable 
time  may  be  lost  in  attempting  to  find  a  point  at  which  cleavage 
begins.  It  may  be  even  necessary  to  begin  the  separation  at  a 
point  considerably  removed  from  the  placenta.  The  manual 
detachment  of  the  placenta  is  sometimes  accompanied  by  severe 
shock,  not  always  the  result  of  bleeding.  The  indication  for  pack- 
ing the  uterus  is  usually,  however,  not  present.  Some  authors 
allude  to  the  danger  of  uncontrollable  hemorrhage,  but  although 
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this  danger  is  to  be  reckoned  with,  usually  the  complete  removal  of 
the  placenta  is  followed  bv  uterine  contraction.  One  point  should 
be  borne  in  mind,  however,  that  is,  that  copious  bleeding  may 
follow  detachment  of  the  placenta  by  reason  of  the  line  of  cleav- 
age not  corresponding  with  that  layer  of  decidua  in  which  the 
minute  vessels  are  normally  constructed.  Thus  the  protection 
to  hemorrhage  may  be  lost  by  the  continuation  of  the  vascular 
supply  to  the  intervillous  spaces  of  adherent  remnants.  Such 
hemorrhage  would  not  be  as  severe  as  that  due  to  failure  of  con- 
traction at  the  placental  site,  but  at  the  same  time  it  might  be 
more  continuous. 

The  deductions,  therefore,  to  be  drawrn  from  this  review 
of  the  subject  are,  first,  that  adhesion  of  the  placenta  occurs 
through  overgrowth  of  the  fetal  portion  from  the  cecessity 
in  some  instances  of  securing  the  proper  source  of  nutriment; 
second,  in  a  practical  sense,  that  the  presence  of  complete  adhe- 
sion should  be  suspected  in  cases  where  in  the  third  stages  of 
labor  efforts  at  expression  fail,  especially  in  the  absence  of 
bleeding. 
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Dallas,  Texas. 

Several  years  ago  I  read  in  one  of  the  representative  journals 
a  paper,  from  the  pen  of  a  professor  of  obstetrics,  condemning 
the  uterine  tampon  as  worse  than  useless,  often  positively 
injurious  in  the  treatment  of  postpartum  hemorrhage. 

Had  this  paper  been  contributed  by  a  recent  graduate,  it  might 
have  passed  unnoticed,  but  coming,  as  it  did,  from  a  man  whose 
teaching  and  writing  carry  conviction  to  hundreds  of  students  and 
young  physicians  without  experience  sufficient  to  disprove  his 
assertions,  it  should  not  have  been  allowed  to  go  so  long  unan- 
swered, because,  when  properly  applied,  the  tampon  is  both 
effective  and  sale. 

Fortunatelj .  postpartum  hemorrhage  is  not  of  frequent  occur- 
rence. Many  a  physician  has  gone  through  a  lifetime  service 
wit  lie  nit  witnessing  a  genuine  case.  Many  of  the  reported  cases 
have  been  little  more  than  hemorrhage  from  vaginal  and  cervical 
lacerations.      1     have     witnessed     rather     troublesome     bleeding 
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from  tears  in  the  anterior  commissure  on  either  side  of  the 
urinary  meatus,  also  from  a  bad  y  lacerated  cervix ;  but  these, 
while  troublesome,  are  neither  as  alarming  or  dangerous  as  real 
postpartum  hemorrhage,  which,  when  it  does  occur,  places  the 
physician  face  to  face  with  a  very  alarming  and  dangerous  con- 
dition, and  one  that  will  tax  his  skill  and  ingenuity,  if  life  is  to  be 
saved. 

This  is  one  of  the  conditions  in  which  a  few  minutes  will  deter- 
mine the  result — whether  life  is  to  be  saved  or  lost,  and  where  a 
cool  head,  a  clear  brain  and  a  ready  hand  may  snatch  from  the 
grave,  as  it  were,  a  human  life.  It  behooves  us,  therefore,  to 
hold  fast  to  that  which  is  effective,  notwithstanding  the  con- 
demnations of  a  few. 

That  the  tampon  has  failed  and  that  it  has  been  the  carrier  of 
infection,  I  do  not  question,  but  that  is  the  fault  of  the  man  who 
applied  it,  and  not  of  the  tampon. 

Because  some  bungling  farm-hand  misapplies  the  forceps  and 
destroys  a  woman's  life,  must  we  abandon  the  forceps?  The 
forceps  or  any  other  instrument  is  dangerous  in  the  hands  of  a 
man  who  does  not  understand  the  nature  of  the  condition  with 
which  he  is  dealing  nor  the  scientific  use  of  the  instrument  with 
which  he  is  trying  to  meet  it. 

That  we  may  know  how  to  control  postpartum  hemorrhage 
it  is  necessary  that  we  should  understand  the  condition  under 
which  it  occurs.  What  is  that  condition?  There  is  but  one 
answer:  Uterine  relaxation.  How  is  the  presence  of  relaxation 
determined?     By  palpation  through  the  abdominal  walls. 

When  the  uterus  can  be  found  as  a  solid,  pear-shaped  tumor, 
about  the  size  of  the  closed  fist,  midway  between  the  umbilicus 
and  pubes,  it  is  firmly  contracted,  and  hemorrhage,  if  present, 
must  be  sought  for  elsewhere  than  from  the  cavity  of  that  organ. 
When  it  cannot  be  definitely  located  or  made  to  contract,  by 
kneading,  manipulation,  etc.,  so  that  it  can  be  distinctly  outlined, 
it  is  quite  likely  that  the  flow,  if  any,  is  coming  from  the  open 
sinuses  in  the  cavity  of  the  relaxed  uterus,  and  then,  if  resort  to 
the  usual  measures  fail  to  cause  contraction  and  stop  the  bleeding, 
the  tampon  is  a  last  resort  and,  properly  applied,  a  veritable 
life-saver. 

I  say  this  without  fear  of  successful  contradiction,  and  that, 
too,  in  the  face  of  the  fact  that  I  have  heard  learned  professors 
say  that  the  womb  would  on  such  occasions  swallow  up  a  hat- 
ful of  gauze  without  appreciable  result. 
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To  effectually  apply  the  uterine  tampon,  it  is  necessary  that 
the  obstetrician  should  know  how  hemorrhage  from  other  parts 
of  the  body,  as  the  nose,  an  alveolar  cavity,  or  even  a  limb,  is 
stopped  by  tampons  and  pads.  We  know  that  we  can  stop  such 
hemorrhages  onlv  by  compressing  the  walls  of  the  bleeding 
vessels  between  a  pad  and  a  bone  or  some  other  resisting  sub- 
stance with  sufficient  force  to  obliterate  their  lumen.  Why,  then, 
should  we  expect  to  check  the  rush  of  blood  from  the  uterus,  in  a 
case  of  postpartum  hemorrhage,  by  simply  stuffing  its  cavity 
full  of  gauze,  applying  pressure  to  the  vessels  on  one  side  only? 

If  the  muscular  tone  of  the  uterus  is  sufficient  to  furnish  its 
own  resistance,  as  is  the  case  in  miscarriage  during  the  early 
months  of  pregnancy,  firm  pressure  from  the  inside  by  a  tampon 
will  be  sufficient  to  control  any  hemorrhage  that  may  occur,  but, 
unfortunately,  this  muscular  tone  is  the  very  thing  that  is 
lacking  when  we  have  hemorrhage  following  labor  at  full  term. 

The  manipulation  incident  to  packing  a  relaxed  and  bleeding 
womb  may  cause  the  organ  to  contract  upon  the  tampon  and, 
for  a  time,  check  the  flow  of  blood,  but  its  overdistended,  semi- 
paralyzed  walls  will  again  relax  after  the  packing  is  placed  and 
bleed  as  violently  as  before.  This  is  why  the  tampon  has  been 
considered  ineffectual  and  why  it  has  been  so  bitterly  condemned. 

The  failure  of  the  tampon  in  such  cases  is  due  to  the  mistaken 
idea  that  filling  the  cavity  of  the  womb  with  gauze  should  stop 
the  flow  of  blood  without  counterpressure  other  than  that 
furnished  by  its  muscular  walls. 

That  the  proper  application  of  the  tampon  will  stop  hemorrhage 
from  the  womb  as  elsewhere  in  the  body  is  proven  by  the  following 
report  of  a  case  which  will  sufficiently  describe  what  I  consider 
the  proper  method  of  applying  counterpressure  to  the  bleeding 
vessels  and  amply  demonstrate  the  value  of  the  procedure. 

Several  years  ago  I  was  engaged  to  attend  Mrs.  A.,  the  wife  of 
a  division  commander  in  the  Salvation  Army,  during  her  con- 
finement. She  was  then  the  mother  of  two  children  whose 
entrance  to  the  world  had  occurred  without  untoward  incident. 
She  was  healthy  and  robust;  family  and  previous  personal 
history  negative. 

I  made  the  usual  urinary  and  preliminary  vaginal  examina- 
tions: the  urine  was  negative,  presentation  and  position  normal. 

About  a  week  before  the  expected  time  I  was  called  to  see  her. 
When  I  arrived  at  the  house  I  found  her  suffering  severe  pain 
in  the  right  side,  just  above  and  to  the  left  of  the  anterior  iliac 
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spine.  There  was  no  tenderness  to  touch  or  pressure.  She  had 
been  suffering  for  nearly  twenty-four  hours  when  I  saw  her,  but 
said  nothing  about  it  until  she  noticed  a  slight  flow  of  blood  from 
the  vagina  which  led  her  to  believe  that  labor  was  coming  on 
and  that  I  should  be  called. 

The  discharge  was  so  slight  that  I  gave  it  little  attention 
further  than  to  ascertain  whether  or  not  labor  had  commenced. 
Failing  to  find  any  evidence  of  uterine  contractions  or  cervical 
dilatation,  I  left  her  a  prescription  for  the  pain  with  instructions 
to  call  me  if  she  had  any  further  trouble. 

Six  days  later  I  was  again  called,  and  when  I  reached  my 
patient,  at  2  o'clock  a.  m.,  found  her  squatting  in  the  middle  of 
the  bed  in  an  agony  of  pain,  which  did  not  cease  until,  twenty 
minutes  later,  the  baby  and  after-birth  together  were  violently 
expelled,  and  following  them  came  a  torrential  rush  of  blood. 
I  at  once  realized  that  I  had  a  desperate  condition  to  deal  with 
and  promptly  resorted  to  the  usual  methods  for  controlling  it, 
but,  in  spite  of  my  kneading,  clearing  out  of  clots,  hot  douching, 
etc.,  the  flow  continued  unabated  until,  by  introducing  my 
right  hand  into  the  vagina  and  seizing  the  cervix  and  with  my 
left  grasping  the  fundus,  I  succeeded  in  doubling  the  uterus  upon 
itself  and  applying  pressure,  when  I  had  the  hemorrhage  tem- 
porarily under  control.  In  the  meantime  the  woman  was 
nearly  exsanguinated,  complaining  that  she  could  not  see  and 
struggling  for  air. 

Thus  I  held  the  womb  for  twenty  minutes,  during  which  time 
I  got  a  breathing  spell  and  a  chance  to  decide  what  I  should  do  if 
the  hemorrhage  reappeared  when  I  released  it.  After  twenty 
minutes  I  relaxed  without  removing  my  hands;  immediately  the 
flow  was  resumed  as  violently  as  before.  I  then  instructed  the 
husband  to  hastily  call  Dr.  C,  who  resided  but  two  blocks 
away.  The  doctor  responded  promptly,  and  I  requested  him 
to  prepare  for  packing  while  I  maintained  pressure,  and  thus 
avoid  any  further  loss  of  blood  while  gauze,  instruments,  etc., 
were  being  sterilized.  When  all  was  ready  I  withdrew  my  hand 
from  the  vagina  and  the  doctor  commenced  packing  the  uterus 
while  I  continued  to  hold  the  fundus  so  that  the  organ  might  be 
steadied  and  kept  contracted.  The  uterus  and  vagina  firmly 
packed,  I  released  the  fundus  and  waited  to  see  if  our  efforts 
had  been  successful.  I  did  not  have  long  to  wait,  for  in  less  time 
than  it  takes  to  tell  it  the  packing  was  saturated  and  a  steady 
stream  of  blood  flowing  from  the  vaginal  orifice. 
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Realizing  that  we  had  failed,  I  again  grasped  the  fundus  and 
forced  it  down  against  the  packing,  at  the  same  time  instructing 
the  doctor  to  secure  three  towels  and  a  sheet;  each  towel  to  be 
folded  and  rolled  into  a  solid  cylinder  three  inches  long  and  two 
and  a  half  in  diameter;  the  sheet  to  be  folded  so  that  it  could  be 
used  as  a  binder.  Having  been  secured  and  prepared,  I  placed 
one  of  the  towels  above  the  fundus  and  one  on  either  side  of  the 
uterus,  extending  from  the  transverse  pad  to  the  pubes,  and 
fixed  them  with  the  binder  drawn  as  tight  as  possible.  This  held 
the  womb  in  a  solid  box,  as  it  were,  with  the  spinal  column  be- 
hind, a  solid  pad  on  either  side  and  above  and  the  binder  in  front. 

Having  thus  forstalled  any  possible  relaxation  beyond  the 
space  within  my  splints,  I  hastily  withdrew  the  vaginal  packing 
and  added  the  length  of  two  sterile  gauze  bandages,  one  inch  wide 
to  the  packing  already  in  the  uterine  cavity  and  repacked  the 
vagina.  This  effectually  stopped  the  hemorrhage,  and  so  com- 
pletely that  the  new  vaginal  packing  was  not  even  soiled  when 
removed. 

The  hemorrhage  stopped,  I  turned  my  attention  to  the  baby 
and  after-birth;  on  inspection  of  the  latter  I  found  what  ap- 
peared to  be  the  cause  of  all  of  my  trouble.  In  the  center  of  the 
placental  mass,  on  the  maternal  side,  I  found  a  firm  blood-clot, 
about  the  size  of  a  fetal  head,  thoroughly  adherent  and  apparently 
several  days  old.  This  it  was  that  caused  the  pain  in  the  side 
and  the  slight  discharge  of  blood  which  made  its  appearance 
several  davs  before  labor  commenced  and  continued  until  the 
baby  was  born. 

This  enormous  clot  had  so  distended  the  segment  of  uterus 
above  it  that  it  was  paralyzed  and  incapable  of  contraction,  as  is 
the  overdistended  bladder  after  prolonged  retention,  consequently 
the  sinuses  remained  open  and  poured  out  a  torrent  of  biood 
that  nothing  but  properly  applied  pressure  could  stop.  The  in- 
creasing tension  over  the  steadily  growing  clot  probably  accounts 
for  the  pain  in  the  side,  complained  of  timing  my  first  visit. 

That  the  reader  may  have  a  better  conception  of  the  position 
and  size  of  the  clot  I  shall  describe  the  combined  mass  as  hat- 
shaped  :  the  clot  corresponding  to  the  crown  and  the  free  margins 
of  the  placenta  to  the  rim  of  a  hat.  The  remarkable  thing  about 
it  is  that  enough  of  the  placenta  remained  attached  to  save  the 
child,  which  was  born  alive. 

I  have  never  heard  of  another  case  of  postpartum  hemor- 
rhage where  splints  were  used,  as  in  this  case,  to  secure  counter 
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pressure  for  a  tampon.  If  any  have  been  reported  I  have  over- 
looked them.  I  have  treated  several  eases  by  the  same  method, 
but  all  of  the  others  were  slight  hemorrhages  which  could  have 
been  controlled,  no  doubt,  without  the  outside  padding. 

Aside  from  neuralgic  pains  which  lasted  for  two  days  and  at 
one  time  or  another  involved  almost  every  portion  of  the  body, 
even  the  fingers,  this  woman's  convalescence  was  uninterrupted, 
notwithstanding  the  fact  that,  in  his  haste,  the  doctor  forced 
the  steel  rib  from  the  Cook  packer  into  the  womb,  from  which  it 
was  removed  with  the  gauze  thirty-six  hours  later. 

The  after-treatment  consisted  of  a  pint  of  saline  solution 
hypodermically  immediately  following  the  final  packing,  and 
high  elevation  of  the  foot  of  the  bed,  which  I  had  resorted  to 
before  assistance  was  called.  I  had  to  keep  this  woman  in  the 
inverted  position  for  more  than  a  week,  dropping  the  foot  of  the 
bed  a  little  each  day  until  the  horizontal  was  reached.  Because 
of  the  sliding  toward  the  head  of  the  bed  and  other  discomforts 
complained  of  by  the  patient,  I  made  several  earlier  attempts  to 
drop  the  foot  of  the  bed  all  the  way  down,  but  in  each  instance 
she  became  dizzy  and  faint,  and  it  had  to  be  returned. 

Those  of  my  readers  who  have  had  a  similar  experience  can 
appreciate  something  of  the  trials  of  that  dreadful  night  which, 
fortunately  for  the  patient  and  myself,  terminated  more  happily 
than  I,  at  one  time,  thought  it  would.  Until  Dr.  C.  came  I 
had  no  help  except  what  I  got  from  the  husband,  who  was  so 
badly  frightened  that  he  was  worse  than  useless. 

While  I  do  not  presume  to  question  the  opinions  of  physicians 
of  mature  judgment  and  large  experience,  I  consider  one  well 
demonstrated  fact  of  more  practical  value  than  a  volume  of  theo- 
retical speculation.  I  contend,  therefore,  that  the  uterine  tam- 
pon with  properly  applied  counterpressure  is  a  successful  method 
of  controlling  postpartum  hemorrhage,  and  when  due  precau- 
tions to  secure  asepsis  are  taken,  there  is  little  danger  of  infection. 
In  any  event,  the  hemorrhage  must  be  controlled,  and  the  risk 
of  infection,  which  is  of  secondary  importance,  must  be  taken. 
Before  concluding  this  paper,  I  wish  to  say  that  I  have  always 
made  it  a  practice  to  go  to  every  case  of  labor  prepared  for  any 
emergency,  always  anticipating  hemorrhage,  and  I  shall  continue 
to  do  so.  My  obstetrical  bag  is  unnecessarily  heavy  and  cumber- 
some forty-nine  out  of  the  fifty  times  I  carry  it.  but  I  prefer  the 
load  to  parting  with  the  sense  of  security  it  gives  me. 
252  Browder  Street. 
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HOW  FAR  IS  THE  SO-CALLED  CONSERVATIVE  PELVIC 
SURGERY  CONSERVATIVE.* 

BY 

J    THOMAS  KELLY,   JR.,  M.  D., 

Washington,  D.  C. 

Some  years  back,  after  the  advent  of  gynecology  as  a  speciality 
and  when  men  wholly  untrained  in  the  pathology  of  the  female 
sexual  organs  removed  those  organs  for  symptoms,  frequently 
neurasthenic,  one  might  see  in  almost  any  hospital  numbers  of 
normal  organs  sacrificed.  While  this  is  true  now  with  some 
surgeons  who  do  pelvic  work  without  the  proper  traitring,  the 
general  aim  among  gynecologists  is  to  endeavor  to  save  all 
healthy  organs  or  parts  of  organs.  This  has  become  so  much 
of  a  law  that  many  patients  who  have  had  this  conservative 
surgery  done  come  back  to  the  surgeon  for  a  second  operation 
because  they  have  not  been  made  well,  and  the  operator  is 
accordingly  blamed.  The  question  is,  then,  Have  we  not  gone 
beyond  the  conservative  line,  and  are  not  organs  or  parts  of 
organs  being  left  that  should  have  been  removed? 

Those  who  began  this  so-called  conservatism  wrote  very 
voluminously  and  won  many  laurels  for  themselves  because  it 
was  the  right  turning  point,  the  procession  was  ready  for  the 
halt,  and  the  glory  to  these  gentlemen  was  great  as  it  should 
have  been.  So  rabid  were  gynecologists  to  do  surgery  that  there 
was  nearly  a  wholesale  wiping  out  of  gynecological  therapeutics. 
The  pessary,  bushels  of  which  were  found  in  the  specialist's 
office,  was  rarely  thought  of,  and  the  tampon  thought  to  be  the 
implement  of  the  ignorant.  We  have  now  a  number  of  text- 
books labeled,  "Medical  Gynecology,"  popular  with  the  general 
practitioner  and  to  be  studied  carefully  by  the  specialist,  who 
alter  all  must  be  a  surgeon.  The  first  organs  to  be  carefully 
studied  were  the  ovaries;  looking  over  the  records  of  hospitals 
one  sees  numbers  of  operations  done  for  cystic  or  cirrhotic 
ovaries  which  organs  had  been  removed. 

The  first  conservative  surgeon  punctured  cysts  of  the  ovaries, 
letting  out  the  scrum;  then  the  cysts  were  curetted  out,  and 
sometimes  some  drug,  as  iodin  swabbed  about  in  the  cavity. 

♦Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  March 
19,  1909. 
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This  was  eventuallv  found  too  conservative  and  the  unhealthy 
part  of  the  organ  was  cut  away,  usually  by  a  wedge-shaped  piece 
being  excised,  resection  of  the  ovary.  The  remains  of  the  ovary 
were  then  stitched  over  with  silk  or  catgut.  Healthy  parts 
of  the  tubes  were  also  left,  the  fimbriae  being  removed  the  tube 
split  and  stitched  back  upon  itself  hoping  some  stray  ovum  from 
this  piece  of  ovarv  would  fall  into  this  small  piece  of  badly 
wounded  tube.  If  we  may  believe  the  literature,  the  pieces  of 
tube  returned  to  the  surgeon  earlier  than  the  pieces  of  ovaries. 
Or  a  piece  of  ovarv  was  left  on  one  side  and  a  tube  on  the  other 
with  the  expectation  that  an  ovum  from  the  bit  of  ovary  would 
travel  across  the  pelvis  and  find  its  way  into  the  tube  of  the 
opposite  side.  Xor  were  these  patients  and  surgeons  always 
doomed  to  disappointment,  for  pregnancy  in  such  cases  has  been 
reported. 

In  recent  times  a  surgeon  doing  a  trachelorrhaphy  found 
excuse  to  remove  the  whole  uterus;  and  for  many  causes  this 
organ  was  needlessly  sacrificed.  Libraries  are  now  full  of 
literature  written  about  the  value  of  leaving  the  cervix  or  other 
parts  of  the  uterus,  while  equally  voluminous  are  the  words  of 
those  who  claim  the  whole  organ  should  be  removed,  as  being 
of  no  use  when  it  is  no  longer  capable  of  performing  its  function 
of  child-bearing.  Others  claim  that  a  part  of  the  fundus  uteri 
can  be  removed  and  still  the  patient  become  a  mother. 

Myomectomy  was  written  about  in  a  vainglorious  way.  It 
would  almost  seem  that  no  uterus  was  so  full  of  fibroids  that  it 
could  not  be  rid  of  them  and  become  a  useful  organ.  Those 
who  thought  otherwise  were  very  benighted. 

Soon  after  the  time  of  extreme  radicalism  some  young  woman 
came  back  to  the  surgeon  hoping  that  she  might,  after  the 
removal  of  her  ovary  be  again  put  in  a  condition  to  menstruate 
and  to  bear  children.  A  few  rather  progressive  surgeons  im- 
planted into  such  a  woman  sections  of  healthy  ovaries  taken 
from  another  patient.     The  results  were  not  at  all  brilliant. 

It  has  been  my  custom  for  some  years  past  to  save  organs  or 
parts  of  organs  thought  to  be  healthy,  or  if  the  patient  was 
young  and  very  much  desired  children  to  take  chances  and 
leave  parts  of  ovaries  that  under  ordinary  circumstances  would 
be  removed.  This  latter  I  think  is  always  possible  even  if  a 
second  operation  proves  desirable  later. 

A  general  practitioner  of  this  city  who  follows  up  his  cases 
carefully  says  he  always  has  trouble  with  those  patients  in  whom 
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a  part  of  an  ovary  has  been  left.  He  says  they  come  back  and 
bother  him  until  another  operation  is  done,  claiming  they  have 
not  been  cured  by  the  original  operation.  But  when  both  organs 
are  diseased  and  removed,  except  for  the  symptoms  of  the 
menopause,  he  finds  his  patients  well. 

When  operating  for  him  he  insists  that  no  piece  of  ovary  be 
left,  however  healthy  it  may  appear,  claiming  that  no  patient 
in  whom  anv  piece  had  been  left  was  well  of  her  symptoms. 
The  general  practitioner  knows  his  patient  more  intimately  than 
the  surgeon,  and  his  observations  should  count  for  much.  Dur- 
ing the  past  six  or  seven  years  I  have  performed  over  one 
hundred  laparotomies  for  this  man. 

We  all  agree  that  the  operation  is  done  for  benefit  of  the 
patient,  and  if  she  has  not  been  benefited  or  made  well,  the 
operation  has  been  a  failure,  however  radical  or  however  con- 
servative the  surgery  may  have  been.  We  must  not  be  too 
radical  in  removing  organs,  for  we  cannot  put  them  back  even 
if  we  might  find  some  other  patient  to  furnish  them.  However, 
we  must  not  let  foolish  ideas  of  so-called  conservatism  balk  us  in 
our  duty  toward  the  patient. 

My  observation  has  been  that  frequently  when  parts  of  cystic 
ovaries  have  been  removed  that  the  irritation  of  an  already 
diseased  organ,  by  the  cutting  and  sewing,  causes  the  diseases 
that  already  exist  to  develop  more  rapidly,  and  shortly  the 
mutilated  ovary  is  larger  and  more  painful  than  originally.  I 
have  seen  this  in  so  many  cases  that  I  have  concluded  that  if  a 
badlv  cvstic  ovary  exists  with  the  usual  symptoms,  in  which  we 
would  be  tempted  to  resect,  this  ovary  should  be  removed  entire, 
or  if  the  patient  is  young  or  greatly  desires  children  or  for  some 
peculiar  reasons  of  her  own,  some  or  all  of  the  ovary  must  he  left, 
that  all  of  the  ovary  should  be  left.  I  believe  that  the  woman  is 
much  better  with  a  whole  diseased  and  cystic  ovary  than  with  a 
part  of  such  an  organ.  The  same  holds  true  with  a  cystic  ovary 
into  which  cysts  hemorrhage  lias  taken  place,  so-called  hematoma 
of  the  ovary.  I  have  seen  very  little  tissue  in  this  condition 
that  had  at  all  the  appearance  of  health.  All  of  mine  have 
returned  with  much  more  agravated  symptoms  than  those  of 
the  menopause. 

One  or  both  ovaries  arc  kit  after  hysterectomy  for  fibroids, 
the  claim  being  made  that  the  patient  does  n«>t  have  such  violent 
symptoms  of  the  menopause.  The  authorities  say  that  usually 
the  ovaries  left  after  the  uterus  is  removed  undergo  atrophy 
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in  about  three  years,  though  some  cases  are  recorded  of  a  longer 
time  elapsing.  My  experience  is  that  while  the  unpleasant 
symptoms  may  not  be  so  violent,  they  set  in  equally  as  early 
and  last  almost  indefinitely,  certainly  until  some  time  after 
atrophy  of  the  ovary.  The  question  naturally  arises,  is  it  better 
to  have  a  short  and,  it  may  be,  a  stormy  menopause,  or  a  long 
drawn-out  and  milder  one?  Is  it  humane  to  cut  off  a  dog's  tail 
one  inch  a  week. 

Dr.  Chadwick  says  that  none  of  his  hysterectomy  patients 
in  whom  an  ovary  was  left  have  ceased  to  have  disagreeable 
symptoms  incident  to  the  menopause. 

H.  A.  Kelly  says  the  functions  conserved  by  conservatism 
are: 

i.   Maternity. 

2.  Menstruation. 

3.  Internal  secretion. 

4.  Sexual  instinct. 

Kelly  again  says,  "I  might  state  the  various  conservative 
operations  in  gynecology  at  present  recognized  categorically  as 
follows : 

1.  Substitution  of  myomectomy  for  hysterectomy  in  suitable 
cases. 

2.  Saving  ovaries  containing  large  Graafian  cysts. 

3.  Saving  ovaries  containing  large  corpus  luteum  cysts. 

4.  Saving  an  ovary  containing  hematomata  or  a  small  fibroid. 

5.  Saving  the  ovary  on  the  side  of  an  extrauterine  pregnancy, 
in  many  instances. 

6.  Saving  a  sound  ovary  on  one  side,  with  a  sound  tube  on 
the  opposite  side. 

7.  The  suspension  of  a  displaced  ovary,  instead  of  its  removal. 
S.  The  liberation  of  an  adherent  tube  and  ovaries,  provided 

the  adhesions  are  not  too  dense  and   the  organs  have  not 
suffered  too  greatly. 
9.  The  draining  of  a  pelvic  abscess  by  vagina. 
10.  The  draining  of  the  hematocele  of  an  extrauterine  preg- 
nancy by  the  vagina,  when  it  is  not  in  active  growth." 

In  all  of  which  I  agree  except  in  hematomata,  when  the 
condition  of  the  part  to  be  left  should  be  very  carefully  considered. 

This  brings  us  back  to  the  knowledge  and  experience  of  the 
operator.     How  many  of  us  are  able  to  say  at  the  time  of  opera- 
tion if  all  of  a  certain  organ  is  diseased 
7 


98  KELLY:    CONSERVATIVE    PELVIC    SURGERY. 

Fernand  Henrotin. — At  least  30  per  cent.  of«  patients  upon 
whom  he  had  operated  conservatively  on  the  tubes  and  ovaries 
remained  partially  unwell  or  a  good  many  of  them  were  fully 
as  bad  as  before. — Amer.  Jour.  Obst.,  91,  1906. 

Ruben  Peterson. — He  had  taken  out  more  ovaries  than  he 
had  left  in  after  the  removal  of  fibroids,  but  from  a  careful 
showing  of  his  cases  he  could  not  see  that  the  women  were  any 
better  off,  either  symptomatically  or  in  any  other  way,  when 
he  left  in  one  of  the  ovaries  or  both  ovaries  after  hysterectomy 
for  fibroids  and  after  taking  them  out. — Amer.  Jour.  Obst., 
93,  1906. 

Bandler. — It  is  generally  conceded  that  after  hysterectomy 
the  annoying  symptoms  of  the  climacterum  are  absent  if  the 
ovaries  be  left  behind.  This  view  is  an  erroneous  orre.  The 
ovaries  generally  atrophy  and  the  function  disappears  at  various 
periods,  generally  at  the  end  of  the  second  or  third  year.  Quot- 
ing Pfister,  "the  influence  which  the  female  ovary  exerts  on  the 
female  organism  is  much  overrated." — Amer.  Jour.  Obst., 
536,  1906. 

Van  De  Warker. — I  have  yet  to  see  a  woman  made  better 
in  health  by  the  removal  of  her  ovaries. — Amer.  Jour.  Obst., 
371,  1906. 

Seth  C.  Gordon. — The  so-called  conservative  gynecology 
in  too  many  cases  was  but  a  conservation  of  diseased  organs  in 
whole  or  in  part,  and  not  conservative  of  the  health  of  the 
patient. — Amer.  Jour.  Obst.,  86,  1906. 

Dr.  Rufus  Hall. — If  the  patient  has  been  the  subject  of 
gonorrheal  infection  and  a  tube  or  ovary  was  left,  sooner  or 
later  she  would  come  back  for  the  purpose  of  having  either 
removed. — Amer.  Jour.  Obst.,  664,  1905. 

Dr.  Hyde. — "I  believe  that  a  patient  is  a  great  deal  better 
off  after  complete  removal  of  the  badly  cystic  ovaries,  unless 
for  reasons  of  her  own  she  wishes  an  ovary  left." — Amer.  Jour. 
Obst.,  290,  1905. 

J.  MONTGOMERY  Baldy  says  it  was  difficult  to  tell  what  was 
and  what  was  not  disease  in  the  ovary,  and  in  a  ver\  large 
number  of  instances  it  was  necessary  to  decide  the  question  by 
the  symptoms  and  not  by  the  make-up  of  the  organ.— Ami  r. 
I "i  r.  Obst.,  87,  1906. 

Case  I.— Mis.  W.  Patient  of  Dr.  Chadwick.  White.  .V.t. 
thirty-two.  Married.  No  children.  Suffers  severe  pelvic  pain, 
great  dysmenorrhea.     Operation  at  Sibley  Hospital,  September 
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21,  1905.  Right  ovary  cystic,  removed  with  its  tube.  Left 
ovary  cystic,  resected.  Patient  not  improved,  had  the  same  pain 
as  before  operation.  Operated  upon  again  April  19,  1908,  at 
Garfield.  Part  of  ovary  three  times  normal  size.  Patient  was 
immediatelv  relieved  of  her  disagreeable  svmptoms. 

Case  II.— Mrs.  H.  Referred  by  Dr.  Chadwick.  White. 
Children.  Pelvic  pain  and  dysmenorrhea.  Operated  upon 
April  1905,  at  Sibley  Hospital.  Both  ovaries  cystic.  Right 
ovary  and  tube  removed.  Left  ovary  resected.  Appendix  re- 
moved. Patient  not  made  better.  Dysmenorrhea  is  greater 
and  patient  is  a  chronic  invalid. 

Case  III. — Mrs.  V.  Referred  by  Dr.  Chadwick.  Pelvic 
pain  and  dysmenorrhea.  Operated  upon  September  5,  1905, 
at  Sibley  Hospital.  Both  ovaries  cystic.  Right  ovary  and  tube 
removed.  Left  ovary  resected.  Appendix  removed.  No  im- 
provement after  operation.  Examination  January,  1907,  showed 
mass  size  of  small  lemon  on  left. 

Case  IV. — Mrs.  I.  Referred  by  Dr.  Chadwick.  Pelvic  pain 
and  dysmenorrhea.  Operated  upon  at  Sibley,  May,  1904. 
Both  ovaries  cystic.  Right  ovary  tube  removed.  Left  ovary 
resected.  Patient  not  better  until  two  years  after  when  the 
piece  of  ovary  appears  to  have  atrophied  and  the  menopause 
occurred,  she  was  well  of  her  pain. 

Case  V. — Mrs.  S.  White.  2Et.  thirty-three.  No  children. 
Referred  by  Dr.  Wynkoop.  Suffered  from  pelvic  pain  and  dys- 
menorrhea. Masses  felt  in  both  sides.  Operation  at  Sibley 
Hospital.  Both  ovaries  enlarged  to  size  of  lemon  and  contained 
blood.  On  section,  the  ovary  was  found  to  be  cystic,  the  flood 
filling  the  cysts.  One  ovary  and  tube  was  removed  and  all  the 
ovarian  tissue  in  the  other  that  looked  normal  was  left.  Patient 
improved.  Reentered  Sibley  Hospital.  The  remains  of  the 
ovary  were  again  enlarged  and  cystic,  containing  disintegrated 
blood.     Patient  has  been  well  since. 

Case  VI. — Miss  Meek.  White.  2Et.  twenty-four.  Referred 
by  Dr.  Chadwick.  Gonorrheal  infection  of  left  tube  and  ovary. 
Right  apparently  normal.  Operated  on  at  Sibley  Hospital,  1906. 
Left  tube  and  ovary  removed.  Operated  upon  again  after  three 
months.  The  other  tube  and  ovary  contained  pus;  both  re- 
moved. 

Case  VII. — Miss  G.  White.  Mt.  twenty-eight.  Has  men 
struated  regularly  since  fourteen  years  of  age.  Four  years 
ago  began  to  suffer  with  dysmenorrhea  which  gradually  became 
worse.  Has  had  all  kinds  of  treatment,  including  osteopathy, 
electricity,  and  Christian  Science. 

Patient  came  to  my  office  December,  1908.  Examination 
showed  large  masses  on  both  sides.  Operated  upon  January, 
1909,  at  the  Providence  Hospital.  Both  ovaries,  about  the 
size  of  small  lemons,  contained  broken-down  blood-clots,  and 
were  evidently  cystic  before  the  extravasation  of  blood.  Left 
ovary  was   removed   and   the   right  was   cut   away,  leaving   all 
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the  tissue  that  looked  at  all  normal.  Patient  still  menstruates, 
but  is  not  relieved  of  symptoms.  The  patient  was  about  to 
marry  and  desired  very  much  that  the  ovaries  should  not  be 
removed.  Unless  the  small  bit  left  should  atrophy  I  believe 
she  will  not  be  well. 

Case  VIII.— Miss  C.  White.  ML  thirty-one.  Operated 
upon  at  Providence  Hospital,  four  years  ago,  for  pelvic  pain. 
One  ovary  removed  and  the  other  resected.  Symptoms  were 
unimproved.  Operated  upon  again  January,  1909.  Ovary 
about  size  of  hen's  egg,  cystic,  very  greatly  diseased. 

Case  IX.  Miss  H.  White.  Mt.  twenty-six.  Fibroid  of 
uterus  with  pregnancy.  Operated  at  Garfield  Hospital,  1906. 
Supravaginal  hysterectomy.  One  ovary  left.  After  eight 
years  she  claimed  she  had  suffered  and  still  suffers  with  the  dis- 
agreeable tortures  of  menopause.  Sexual  instinct  was  unim- 
paired. 

Case  X.— Mrs.  R.  White.  -*Et.  thirty-four.  Two  children. 
She  was  operated  upon  three  years  ago  by  another  surgeon 
for  fibroids,  a  myomectomy  being  done.  She  said  nine  small 
tumors,  the  whole  of  which  would  fill  a  quart  cup,  were  removed. 
After  she  had  gone  home  she  returned  to  the  hospital  and  had  a 
submucous  fibroid  taken  out.  She  came  to  my  office  September, 
1908,  with  great  pelvic  pain  and  hemorrhage.  A  tumor  filling 
the  pelvis,  densely  adherent,  was  found.  She  entered  Providence 
Hospital,  where  I  did  a  panhysterectomy.  The  operation  was 
made  very  difficult  by  the  adhesions  over  the  place  from  which 
the  small  fibroids  were  taken. 

1 ;  1  2  Fifteenth  Street. 
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AN  I  IPERATK  'X  FOR  THE  GENERAL  PRACTITIONER. 

BY 

CHARLES  B.  REED,  M.  D., 

Chicago,  111. 

Into  the  hands  of  the  general  practitioner  all  obstetrical  com- 
plications fall,  sn  even  a  small  practice  will  sooner  or  later 
present  problems  and  emergencies  which  tax  the  skill  and  in- 
genuity of  the  most  expert,  and  yet  must  be  met  and  solved  as 
best  they  may  by  an  attendant  who  may  have  neither  adequate 
equipment  noi  unusual  experience  upon  which  to  rely. 

An  operation  which  promises  to  be  a  help  to  the  profession 
under  such  conditions  and  in  such  emergencies  demands  our 
eai  nesl  attention, 

*Read  before  the  Chicago  '  1 .,  March  10,  1909. 
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This  promise,  in  my  opinion,  is  extended  by  pubiotomy,  an 
operation  which  is  not  reserved  for  the  specialist  only  and  whose 
performance  is  not  restricted  to  hospitals. 

It  is  the  purpose  of  this  paper  to  call  attention  to  some  of  the 
reasons  which  support  this  proposition,  for  since  the  operation 
is  not  in  general  use,  it  will  not  at  first  receive  universal 
acceptance. 

The  operation  applies  naturally  to  only  one  class  of  obstetrical 
difficulties,  namely,  pelvic  contraction  and  its  associated  evils 
in  labor,  yet  as  contraction  of  the  pelvis  to  a  serious  degree  is 
met  in  one  out  of  every  twenty  cases,  the  indication  is  an  im- 
portant one. 

Furthermore,  in  this  5  per  cent,  of  all  cases  it  is  recognized  that 
the  generally  contracted  and  the  flat  pelvis  occur  with  the 
greatest  frequency,  constituting  not  less  than  75  per  cent,  of 
the  bony  obstacles  that  may  complicate  labor.  While  not 
limited  entirely  to  this  field,  yet  the  operation  of  pubiotomy 
is  most  useful  in  these  cases  of  pelvic  contraction. 

To  briefly  call  attention  to  some  of  the  evil  results  of  such 
contraction:  incorrect  positions  of  the  child  are  at  least  four 
times  as  frequent  as  in  normal  pelves,  and  these  abnormal  posi- 
tions, while  very  common  in  primipara,  increase  in  frequency 
in  direct  proportion  to  the  number  of  labors.  We  very  com- 
monly find  transverse  positions  as  well  as  presentations  of  face 
and  feet  and  associated  therewith  unusual  uterine  mobility 
and  pendulous  abdomen. 

In  labor,  prolapse  of  the  cord  and  pariteal  bone  positions 
readily  occur.  The  labor  is  much  prolonged,  the  membranes 
rupture  early  and  infection  frequently  follows.  Locally  the 
results  may  be  very  serious.  The  pains  may  become  very 
powerful,  and  failing  to  overcome  the  difficulty,  the  uterus  is 
ruptured.  A  very  suggestive  injury  may  happen  when  the 
head  is  forced  through  the  pelvic  ring  with  such  force  that  it 
ruptures  a  joint,  usually  the  symphysis.  The  prolonged  pressure 
of  the  head  against  the  pelvic  brim  may  cause  necrosis  of  the 
intervening  mucous  membrane  with  resultant  fistula. 

Tympania  uteri  may  precede,  accompany,  or  follow  a  local  or 
general  infection.  To  these  evils  must  be  added  the  conse- 
quences of  operative  interference  which  are  not  always  to  be 
avoided  even  by  the  most  skillful. 

Besides  injuries  to  the  mother,  those  to  the  child  must  be 
considered.     The  least  important  are  scalp  wounds  caused  by 
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the  advance  and  rotation  of  the  head.  Then  come  the  spoon- 
shaped  depressions,  which  are  followed  by  the  death  of  the 
child  in  66  per  cent,  of  the  cases  reported.  Fractures  of  the 
skull  or  vertebra  in  the  delivery,  together  with  hemorrhages 
into  the  brain  are  not  uncommon.  The  severe  pains  make  the 
exchange  of  gases  in  the  placenta  difficult  and  the  child  may  be 
asphyxiated.  Owing  to  the  strong  pains,  partial  or  complete 
detachment  of  the  placenta  may  occur,  followed  by  the  death 
of  the  child.  Fractures  of  the  clavicle  or  humerus  during 
manual  extraction  and  Erb's  paralysis  must  also  be  mentioned. 

In  a  typical  case  the  history  is  somewhat  as  follows: 

The  patient  regards  labor  as  a  physiological  function  and  calls 
for  the  doctor  only  when  the  pains  begin.  The  labor  is  long 
and  painful,  the  woman  exhausts  her  strength  and  vitajity,  and 
becomes  a  fit  subject  for  germ  invasion.  At  length  a  crisis 
arrives,  forceps  are  repeatedly  tried  and  always  in  vain. 

If  the  head  is  still  high  up,  version  may  be  tried  and  possibly 
may  succeed  in  delivering  a  dead  child,  but  usually  help  is  sent 
for,  the  woman  being  in  a  condition  where  immediate  delivery 
is  imperative. 

Cesarean  section  under  such  conditions  usually  results  in  the 
death  of  both  mother  and  child,  hence  in  behalf  of  the  mother 
craniotomy  is  done,  and  after  a  long  and  anxious  puerperium 
the  mother  may  survive. 

Assuming  the  patient  to  be  a  primipara,  her  second  pregnancy 
is  awaited  in  terror  by  herself  and  her  husband,  and  justly  with 
anxiety  and  dread  by  her  physician  who  realizes  how  uncertain 
are  her  chances  of  securing  a  living  child. 

The  available  resources  of  the  physician  are: 

(a)  Prochownick  diet  during  the  last  six  weeks  of  pregnancy 
in  the  hope  of  securing  a  small-sized  child. 

(b)  Induction  of  premature  labor  at  the  thirty-fourth  week, 
or  near  that  time. 

(c)  Axis-traction  forceps  at  term. 

(d)  Version  and  extraction  at  term. 

(e)  Cesarean  section  as  an  operation  of  election  at  term. 

(/)  Pubiotomv  at  term,  either  alone  or  in  association  with 
forceps  or  version  as  the  condition  seems  to  demand. 

The  method  to  be  chosen  depends  upon  the  degree  of  con- 
traction as  revealed  by  careful  measurements.  In  many  cases 
of  moderate  contraction,  say  with  a  conjugata  vera  of  9  cm.  or 
more,  we  can  secure  a  marked  diminution  in  the  size  of  the 
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child,  and  frequently  obtain  a  living  child  after  a  relatively  easy 
labor  by  means  of  the  Prochownick  diet. 

In  cases  of  very  marked  pelvic  contraction  Cesarean  section 
can  alone  be  considered. 

Between  the  extremes,  however,  will  be  found  the  great  major- 
ity of  cases  in  which  delivery  has  been  attempted  previously  by 
induction  of  premature  labor,  by  forceps,  or  by  version  and 
extraction. 

In  relation  to  these  methods  it  may  not  be  amiss  to  quote  a 
few  figures,  and  from  these  we  may  learn  why  another  operation 
such  as  pubiotomv  has  been  deemed  necessary. 

The  mortality  for  the  child  in  cases  of  the  generally  contracted 
or  flat  pelvis  where  labor  terminates  without  interference  is 
given  by  V.  Winckel  at  20  per  cent.,  or  one  in  five.  In  labors 
artificially  terminated  we  find  a  mortality  for  the  child  from 
version  and  extraction  of  from  35  to  60  per  cent.  From  forceps 
35  to  60  per  cent.  From  premature  labor  30  per  cent,  or  more 
of  the  children  die  during  the  delivery  or  shortly  thereafter. 

Each  of  these  methods,  however,  has  its  ardent  advocates 
who  defend  their  choice  with  enthusiasm  and  much  real  reason. 
But  no  logic,  no  reason,  no  scientifically  developed  theories 
are  of  much  avail  when  brought  into  comparison  with  figures 
taken  from  the  best  clinics  in  the  world  during  the  antiseptic 
era. 

The  fact  remains  that  whatever  method  is  accepted,  the 
chances  are  that  from  one  in  three  to  two  in  three  of  your  babes 
are  lost,  aside  from  maternal  injuries. 

Neither  reason  or  logic  can  be  largely  consoling  to  the  parents 
who  have  lost  their  offspring  and  even  the  hope  thereof,  nor 
to  the  physician  who  has  fought  with  fate,  conservatively,  calmly 
and  judiciously,  against  mechanical  obstacles  which  are  inertly 
superior  to  his  best  skill. 

Crushed  by  these  results,  appalled  by  such  a  percentage  of 
apparently  unavoidable  fetal  fatalities,  operator  after  operator 
has  made  experimental  excursions  into  other  surgical  fields  in 
the  hope  of  finding  a  way  of  diminishing  this  mortality.  Cesa- 
rean section  for  relative  indications  was  one,  and  symphysiotomy 
another  result  of  such  endeavors. 

The  first  has  done  yeoman  service  and  cannot  be  overlooked, 
but  owing  to  the  serious  after  effects  and  the  dangers  inherent  to 
the  operation,  as  well  as  the  difficulties  and  dangers  attending 
its  performance  outside  of   hospitals,  symphysiotomy  has   had 
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its  day  and  in  my  opinion  will  be  entirely  supplanted  by  pubi- 
otomy. 

The  operation  called  pubiotomy,  hebotomy,  or  hebosteotomy 
consists  in  the  division  of  the  pubic  bone  to  the  right  or  left 
of  the  symphysis,  and  although  first  performed  by  Van  de  Yelde 
it  was  not  taken  up  until  1S9S  when  Gigli  and  Bernardi  began 
to  publish  their  reports. 

The  technic  of  the  operation  is  simple: 

The  so-called  subcutaneous  method  consists  merely  in  the  in- 
troduction of  a  large  curved  eyed  needle,  called  the  Doederlein 
needle,  through  a  very  small  puncture  in  the  skin,  down  in  the 
pubic  bone  about  two  fingers'  breadth  to  the  right  or  left  of  the 
svmphysis,  thence  hugging  the  posterior  wall  of  the  bone^or  even 
subperiosteal!}-,  the  needle  is  advanced  until  it  is  brought  out 
beneath  the  lower  edge  of  the  bone  outside  the  greater  lip. 
(The  needle  may  be  introduced  and  passed  from  below  upward.) 

The  needle  carries  down  with  it,  or  has  its  eye  threaded  after 
it  appears  with  a  silk  suture  which  in  turn  draws  up  or  down  a 
Gigli  wire  saw  with  which  the  bone  is  severed. 

Another  method  is  rather  simpler:  An  incision  is  made  down 
to  the  pubic  bone  about  two  fingers'  breadth  to  the  right  or  left 
of  the  symphysis,  a  corresponding  incision  is  made  underneath 
the  ramus  of  the  ischium  at  a  point  so  situated  that  the  saw  will 
not  enter  the  obturator  foramen,  then  the  saw  is  passed  through 
an  opening  made  for  it  by  blunt  dissection  from  above  and  under 
the  guidance  of  the  finger  which  may  be  introduced  into  the 
lower  incision  under  the  ramus. 

This  method  is  still  further  simplified  by  the  use  of  a  Seelig- 
mann  hollow  needle  which  carries  the  Gigli  saw  down  with  it  and 
acts  as  a  guard  while  the  saw  is  in  action. 

Several  variations  of  technic  have  been  advised,  but  none  of 
them  possesses  any  distinct  advantage  over  the  above  when  care- 
fully executed.  The  only  instruments  which  are  reallv  essen- 
tial are  a  scalpel,  a  dressing  forceps  with  pronounced  curve  and  a 
Gigli  wire  saw. 

There  are  certain  dangers  in  the  performance  of  the  operation 
which  must  be  recognized  and  avoided 

Some  care  must  be  exercised  to  avoid  the  bladder  and  urethra. 
This  is  most  easily  accomplished  by  the  open  method,  or  under 
the  guardianship  of  the  Seeligmann  hollow  needle;  when  the 
saw  is  carried  two  fingers'  breadth  to  the  outside  of  the  symphy- 
sis the  urethra  can  hardly  be  considered  as  a  danger.     Too  great 
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separation  of  the  bones  is  prevented  by  the  pelvic  muscles. 
The  bone  should  not  be  severed  so  far  from  the  symphysis  that 
the  foramen  is  entered,  for  in  this  way  one  does  not  get  the  desired 
separation.  Hemorrhage  when  it  occurs  is  quickly  controlled  by 
pressure  or  packing.  Sepsis  may  occur,  but  no  more  probably 
than  in  any  other  case  where  labor  is  interfered  with;  this  is  a 
personal  matter  and  the  responsibility  rests  upon  the  operator, 
and  not  upon  the  operation.  Since  the  peritoneum  is  not  invaded 
it  is  not  improbable  that  the  operation  can  be  done  ultimately  in 
septic  cases. 

Hematoma  and  edema  of  the  vulva  may  occur,  but  are  not 
usually  serious.  Laceration  of  the  soft  parts,  especially  of  the 
bladder  and  vagina  may  also  occur  when  the  head  is  delivered  and 
are  usually  due  to  a  too  rapid  delivery.  They  will  occur  less 
often  if  the  woman  is  allowed  to  be  delivered  spontaneously,  but 
when  they  do  occur,  they  must  be  treated  like  other  lacerations 
of  the  birth  canal  which  accompany  labor.  These  injuries  may 
be  avoided  many  times  by  doing  an  episiotomy  on  the  side  to 
which  the  occiput  lies.  The  woman  is  not  kept  in  bed  longer  than 
two  or  three  weeks,  no  sutures  are  required,  no  binder  and  no 
especial  aftercare  is  demanded.  So  far  as  I  can  find,  no  per- 
manent sequela?  have  been  reported  for  which  the  operation 
per  se  was  responsible,  the  woman  walks  and  does  her  work  just 
as  before,  although  rarely  a  little  pain  is  felt  for  a  short  time. 

What  is  the  aim  of  the  operation,  or  having  done  the  operation 
what  is  thereby  accomplished?  Primarily  with  a  separation 
of  3  cm.  between  the  ends  of  the  bones  there  is  an  enlargement 
of  the  pelvis  in  all  its  diameters  of  about  i  cm.  (Van  Cauven- 
berghe). 

This  will  permit  the  woman  to  deliver  herself  of  her  babe  in 
most  instances  without  further  interference,  but  if  interference 
is  required  in  behalf  of  mother  or  babe,  it  may  be  undertaken 
in  what  is  now  a  fine  roomy  pelvis  through  which  either  forceps 
or  version  is  likely  to  bring  a  living  child. 

Lichtenstein  reports  a  series  of  154  cases  of  version  and 
extraction  in  which  1 10  were  done  before  pubiotomy  with  a 
nidi  t  ality of  32.82  per  cent.,  while  forty-four  done  after  pubiotomy 
gave  a  mortality  of  only  13.64  per  cent. 

The  ideal  method,  of  course,  and  especially  when  called  to  the 
patient  for  the  first  time  when  she  is  in  labor,  is  to  watch  the  case 
with  the  utmost  care  until  it  is  apparent  that  the  head  will  not 
engage,  and  then  in   place  of  the  usual  operation  of  forceps  or 
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the  more  correct  operation  of  version  do  pubiotomy,  after 
which  the  mother  should  be  allowed  to  deliver  spontaneously 
unless  there  are  indications  of  danger  to  mother  or  babe. 

A  further  advantage  lies  in  the  fact  that  the  bones  are  closed 
by  a  fibrous  union  which  frequently  leaves  the  pelvis  larger 
than  before  in  all  diameters  and  ultimately  ossifies  in  this  condi- 
tion so  that  a  subsequent  labor  may  be  normal.  This  permanent 
increase  may  amount  to  as  much  as  1.5  cm.  in  the  diagonal 
conjugate,  but  may  be  as  small  as  0.25  cm.  (Bell  et  al.). 

To  secure  this  advantage  in  some  instances  a  so-called  prophy- 
lactic pubiotomy  is  done  at  the  seventh  month  to  prepare  the 
pelvis  for  a  normal  delivery  at  term. 

We  have  already  mentioned  that  the  field  for  this  operation 
lies  among  those  pelves  which  present  a  conjugate  of  less  than 
9  1/2  cm.  and  more  than  7  cm.  Beyond  these  limits  other 
operations  must  be  considered. 

In  addition  to  pelvic  contraction,  the  operation  may  be  ad- 
visable in  cases  of  impacted  head  in  a  normal  pdvi<,  where  the 
face  presents,  or  where  chin  or  occiput  is  directly  posterior. 
To  get  a  more  comprehensive  idea  of  the  character  of  this  opera- 
tion let  us  compare  it  with  the  common  forceps  operation  which 
will  be  advocated  by  many  as  the  safer  operation  for  general 
use. 

Infection  is  an  admitted  danger  in  pubiotomy,  but  no  more 
so,  surelv,  than  witli  forceps  which  it  so  frequently  follows.  It 
may  be  urged  that  hemorrhage  should  be  feared,  which  is 
mildly  true  and  so  it  should  also  be  from  forceps  more  so  than  is 
usually  the  case. 

It  is  feared  the  operation  may  be  undertaken  by  the  incompe- 
tent— so  is  the  forceps  operation  only  too  often.  The  operation 
may  be  undertaken  too  frequently  or  when  not  indicated — 
merely  as  an  aid  to  quick  labor.  This  is  certainly  true  of  forceps, 
and  yet  we  do  not  hear  the  operation  blamed  lor  that,  but 
rather  the  operator.  The  technic  is  extremely  simple,  much 
1  to  understand  and  acquire  than  the  forceps  technic. 

It  may  be  done  unskillfully  so  may  be  the  forceps  operation. 
My  contention  is  this:  The  operation  must  be  employed  judi- 
ciously and  not  abused.  The  young  graduate  of  our  schools 
at  the  present  time  is  well  trained  111  surgical  cleanliness,  and 
even  without  such  training  the  liability  to  infection  is  no  greater 
than  with  forceps  since  the  lochia  does  not  pass  over  the  wound 
and  drainage  is  downward  and  good.     The  operation  with  the 
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Seligman  needle  is  advocated  for  general  use  because  it  is  easy 
of  execution,  it  drains  easier,  and  the  septic  material  is  not 
closed  up  in  a  limited  space. 

To  recapitulate,  I  would  say  that  the  operation  recommends 
itself  to  the  general  practitioner  because: 

i.  It  is  a  desirable  method  of  securing  the  delivery  of  75  per 
cent,  of  his  contracted  pelvis  cases,  with  best  results  for  mother 
and  child. 

2.  The  cases  of  difficult  version  and  extraction  and  difficult 
forceps  will  be  reduced  to  a  minimum,  or  if  done  will  be  done 
under  the  most  favorable  conditions. 

3.  The  technic  of  the  operation  is  simple  and  easily  acquired. 

4.  The  dangers  are  few  and  mostly  to  be  avoided  by  anyone 
with  moderate  surgical  training  and  conscience. 

5.  The  operation  can  be  done  in  a  very  few  minutes. 

6.  The  labor  is  made  easier  and  the  chances  for  a  living  child 
are  greatly  improved. 

7.  It  can  be  done  in  the  home  of  the  patient. 

8.  Only  a  very  small  armamentarium  is  required. 

9.  In  many  cases  the  pelvis  is  permanently  enlarged,  so  that 
a  subsequent  labor  may  be  normal. 

In  conclusion  it  may  be  stated  as  a  prediction,  that  while  the 
forceps  operation  has  required  a  hundred  and  fifty  years  in 
which  to  become  so  common  that  its  abuse  is  frequently  spoken 
of,  it  is  reasonable,  in  my  opinion,  to  say  that  the  same  accusation 
will  be  available  against  pubiotomy  in  less  than  fifty  years, 
for  the  same  reason,  namely,  the  great  frequency  of  its  per- 
formance. 

It  is  the  sincere  belief  of  the  writer  that  the  operation  for  the 
reasons  given  has  a  great  future  and  that  its  future  rests  not  with 
the  specialist,  but  in  the  hands  of  the  general  practitioner. 

Admitting  the  danger  of  infection  and  hemorrhage  together 
with  possible  laceration  of  vagina  and  urethra. 

Admitting  that  the  wound  is  essentially  a  compound  fracture, 
although  without  the  usual  bruising  and  devitalization  of  the 
soft  parts. 

Admitting  that  the  mortality  for  the  child  is  greater  than  in 
elective  Cesarean  section,  or  even  admitting  that  the  operation 
may  be  improperly  done,  or  too  frequently  employed. 

Admitting  that  it  may  be  done  unnecessarily  as  a  means  of 
expediting  labor  as  forceps  are  now  used  or  that  it  may  be  at- 
tempted in  cases  for  which  it  is  not  adapted. 
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Nevertheless  it  is  my  opinion  that  as  soon  as  the  technic 
is  more  generally  understood,  the  operation  will  become  justly 
popular  among  all  who  have  themselves  participated  in,  or  who 
have  ever  witnessed  one  of  those  terrific  struggles  in  which  the 
doctor  strives  with  all  the  strength  and  skill  at  his  command 
to  deliver  a  child  by  forceps  or  version  through  a  pelvis  either 
relativelv  or  actuallv  too  small. 


TRANSACTIONS  OF  THE  NEW  YORK 
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Meeting  of  April  13,  1909.  * 

The  Vice-President,  William  S.  Stone,  M.  D.,  in  the  Chair. 

TWO    CASES    of    SUSPECTED    TUBAL   PREGNANCY, 

Dr.  C.  G.  Child  reported  and  presented  one  specimen. 

In  operating  upon  supposed  cases  of  tubal  pregnancy  we  are 
sometimes  disappointed  because  the  microscopical  examination 
does  not  prove  the  original  diagnosis,  even  where  at  the  time 
of  the  operation  all  classical  symptoms  and  findings  of  tubal 
pregnancy  were  present,  and  it  is  with  the  idea  of  getting  the 
opinions  of  the  members  of  the  Obstetrical  Society  and  of  our 
guests  this  evening  as  to  what  should  be  the  classification  of 
these  cases  that  I  report  two  cases  this  evening.  In  the  first 
case  I  am  unable  to  show  you  the  specimen  because  it  is  still  in 
the  process  of  preparation,  so  I  will  read  you  briefly  the  histories. 

Case  I. — Mrs.  K.,  age  twenty-eight.  One  child  by  normal 
labor  eight  years  ago. 

Menstruation  began  at  thirteen  years,  irregular,  seven  days' 
duration,  profuse,  no  pain.  Last  menstruation  in  February. 
On  March  13,  while  attempting  to  lift  a  small  trunk  from  the 
closet  shelf  she  fell  on  her  back,  the  trunk  striking  her  in  the  left 
lower  portion  of  the  abdomen.  This  accident  was  followed 
immediately  by  severe  pain  in  the  pelvis  and  a  feeling  of  faintness" 
The  patient  was  put  to  bed  and  there  remained  until  I  first  saw 
her  two  weeks  later.  She  then  showed  a  large  soft  tumor 
posterior  to  the  uterus  and  extending  up  out  of  the  pelvis  to  the 
umbilicus.  At  the  upper  part  of  the  left  inguinal  canal  was  an 
omentocele  the  size  of  an  egg,  exceedingly  tender,  which  had  not 
been  present  previous  to  the-  injury. 

Temperature  102,  pulse  120.  respirations  38-  X"  leuko- 
cytosis.    Marked  secondary  anemia. 

Operation  April  3.  Pfannenstiel  incision;  large  quantity 
of  fluid  and  clotted  blood  found  in  the  pelvis  in  which  the  pelvic 
organs  were  buried.  The  righl  tube  chronic  salpingitis;  tin- 
left  tube  was  slightly  enlarged  in  its  middle  third  with  a  longi- 
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tudinal  tear  one  and  a  half  inches  long,  through  which  protruded 
a  well-organized  blood-clot. 

A  portion  of  the  omentum  was  adherent  in  the  inguinal  canal, 
and  when  removed  appeared  necrotic. 

Case  II. — Mrs.  B.,  age  thirty-six.  Married  eighteen  years. 
First  menstruation  at  nineteen  years,  regular,  four  days  duration, 
with  pain  on  first  day.  Last  menstruation  six  weeks  ago. 
Operation  for  ruptured  right  tubal  pregnancy  two  years  ago, 
since  which  time  her  menstruation  has  been  regular  every 
twentv-eight  da  vs.  On  December  14,  when  two  weeksoverdue,  she 
began  to  have  pain  in  the  region  of  the  left  tube,  and  a  few  days 
later  a  slight  spotting  appeared.  At  this  time  the  tube  was 
slightly  enlarged  and  tender.  The  spotting  and  pain,  with 
progressive  enlargement  of  the  tube,  continued,  accompanied  by 
slight  morning  nausea. 

Diagnosis. — Left  tubal  pregnancy. 

Operation  Jan.  22.  Abdominal  celiotomy;  removal  of  slightly 
adherent,  enlarged  left  tube  containing  fluid  and  clotted  blood. 

The  second  case  was  also  sent  to  the  pathologist  for  the 
microscopical  evidences  of  pregnancy  which,  however,  he  could 
not  find.  Both  of  these  cases  came  to  my  attention  within  a 
few  months.  The  clinical  symptoms  were  those  of  tubal  preg- 
nancv,  and  vet  the  microscopical  findings  were  negative.  The 
second  specimen  was  a  clear  case  apparently  of  hemorrhage 
in  the  tube.  The  first  case  had  extensive  hemorrhage  after 
rupture  of  the  tube.  I  searched  as  carefully  as  I  could  for 
ruptured  vessels  in  the  broad  ligament  and  was  unable  to  find 
them.  She  had,  of  course,  a  history  of  severe  traumatism  and 
it  might  possibly  be  a  rupture  of  an  old  chronic  salpingitis, 
although  the  tube  did  not  have  that  appearance.  It  was  the 
softened  tube  which  one  expects  to  find  in  a  case  of  tubal  preg- 
nancy. I  would  like  to  get  the  opinion  of  the  Society  in  regard 
to  the  classification  of  these  cases. 

Discussion. 

Dr.  Brettauer. — I  am  sure  that  if  in  every  case  of  hemor- 
rhage from  a  tube  which  is  operated  upon  for  tubal  pregnancy, 
a  microscopical  examination  was  made,  we  would  find  these 
cases  much  more  frequent  than  are  now  reported.  I  remember 
that  in  this  Society  some  have  reported  such  cases.  I  think 
there  are  some  other  reasons  for  them  etiologically.  I  have 
personally  seen  two  cases.  I  cannot  verify  them  by  the  specimen 
because  I  only  did  a  vaginal  section  and  did  not  remove  the 
tubes.  I  was  sure  we  had  to  deal  with  a  tubal  pregnancy  upon 
opening  the  culdesac  and  seeing  the  free  blood  in  the  pelvis, 
but  looking  at  both  tubes  we  were  satisfied  that  we  had  not  to 
deal  with  a  tubal  pregnancy  as  a  possible  cause  for  the  hemor- 
rhage, as  the  tubes  were  empty  in  both  cases. 

Dr.  Goffe. — I  thank  the  doctor  for  bringing  these  cases  so 
strikingly  before    us.     It    has    been   my  custom   to  regard    all 
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these  cases  as  having  their  origin  in  gestation,  and  I  think  we  all 
have  been  accustomed  to  put  them  down  as  ectopic  pregnancy. 
The  question  is  just  how  far  must  we  depend  on  the  pathologist. 
Is  that  the  final  court,  or  may  he  or  the  laboratory  be  at  fault? 
We  know  at  the  present  time  that  a  great  many  questions  that 
formerly  rested  entirely  upon  the  findings  of  the  pathologist  we 
have  taken  into  our  own  hands  and  settled  clinically. 

I  infer  from  Dr.  Brettauer's  remarks  that  he  believes  in 
these  cases  of  hematosalpinx  hemorrhage  is  occasioned  by 
many  other  causes  than  tubal  pregnancy.  I  do  not  know  what 
we  must  take  for  the  final  judgment.  Are  we  to  depend  entirely 
upon  the  report  of  the  pathologist?  If  he  finds  evidence  of 
gestation  then  it  will  be  ectopic  pregnancy;  if  he  reports  negative 
results  we  must  put  it  down  as  hematocele  or  hematosalpinx 
due  to  traumatism.  We  know  that  pathologists  are  sometimes 
careless  as  well  as  every  other  class  of  men.  For  mVself  I  am 
inclined  to  let  the  clinical  evidence  weigh  pretty  heavily  in  the 
balance  where  I  find  the  report  of  the  pathologist  at  variance.  I 
prefer  to  know  my  pathologist,  to  know  the  character  of  the  man 
before  I  take  his  opinion  when  it  clashes  with  my  clinical  opinion. 

Dr.  Vineberg. — The  lasc  speaker  has  recalled  vividly  a  case 
I  had  two  or  three  years  ago  in  which  the  clinical  evidences  were 
very  strong  in  favor  of  intrauterine  pregnancy.  I  have  already 
reported  the  case.  The  woman  went  into  collapse  with  a  very 
profound  hemorrhage.  I  opened  the  abdomen  and  found  and 
removed  a  ruptured  tube.  It  was  sent  to  the  pathologist  at 
Mt.  Sinai  and  his  report  was  that  there  was  no  pregnancy 
in  the  tube.  I  differed  with  him,  and  said  I  did  not  think  it 
was  possible  to  have  that  amount  of  hemorrhage  from  any 
other  cause.  He  made  further  sections  of  the  tube  and  then 
reported  a  different  finding,  stating  that  it  was  an  ectopic  rupture 
of  the  tube. 

It  seems  to  me  that  in  most  cases  where  you  have  hemato- 
salpinx it  is  pretty  easily,  as  a  rule,  determined,  for  thee  nd  of 
the  tube  is  closed  and  usually  club-shaped  in  these  cases  even 
where  you  get  a  good-sized  rupture  of  the  tube.  I  have  seen  a 
good  many  such  cases.  I  do  not  recall  any  case  I  have  operated 
on  in  which  there  was  any  doubt  of  ectopic  pregnancy.  I  have 
removed  tubes  that  contained  clot,  but  there  was  no  difficulty 
in  the  diagnosis. 

Dr.  Studdiford. — I  would  like  to  ask  what  the  findings  of  the 
pathologist  were  in  the  cases  Dr.  Child  has  reported. 

Dr.  Waldo. — Two  or  three  years  ago  I  had  two  cases,  one 
following  quite  close  to  the  other.  There  were  quite  large 
accumulations  of  blood  in  the  tubes  which  were  removed  by 
abdominal  section.  Very  careful  microscopical  examinations 
were  made  and  the  pathologist  was  thoroughly  convinced  that 
these  accumulations  of  blood  were  not  due  to  pregnancy. 
I  presented  these  two  cases  at  the  obstetrical  section  of  the 
Academy  of  Medicine  and  also  carried  a  number  of  slides  and 
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presented  them  at  the  time.  I  presented  them  under  the  term 
hematosalpinx.  I  used  the  term  simply  because  so  frequently 
the  condition  is  supposed  to  be  due  only  to  pregnancy  in  the  tube, 
but  I  am  thoroughly  convinced  in  these  two  instances  that  was 
not  the  case.     There  was  no  intraperitoneal  blood  in  these  cases. 

Dr.  Broun. — I  have  never  had  an  experience  similar  to  those 
Dr.  Child  reports,  but  it  occurs  to  me  in  seeing  this  specimen 
that  it  is  possible  the  evidences  of  tubal  pregnancy  are  still 
there  but  have  not  been  discovered  because  of  the  effort  on  the 
part  of  the  pathologist  to  preserve  the  specimen.  I  know  fre- 
quentlv  there  is  failure  because  of  effort  to  preserve  the  specimen 
and  not  cutting  it  up  for  careful  examination. 

Dr.  Stone. — There  is  one  point  which  it  is  very  necessary 
to  bring  out  from  the  pathologist's  standpoint.  Anyone  who 
has  made  sections  of  these  pregnancies  knows  how  quickly  the 
blood-clot  destroys  the  tissues.  Indeed,  both  of  these  cases  of 
Dr.  Child  had  considerable  hemorrhage,  and  chorionic  villi  are 
especiallv  difficult  in  many  cases  to  recognize  even  when,  from 
the  presence  of  the  fetus,  we  know  it  to  be  a  pregnancy. 

Dr.  Child. — In  answer  to  Dr.  Yineberg's  question,  the  end  of 
the  tube  in  both  cases  was  perfectly  free.  In  the  second  case  the 
tube,  which  was  intact,  showed  the  typical  enlargement  of  preg- 
nane} in  the  middle  third. 

Answering  Dr.  Broun's  and  Dr.  Studdiford's  questions,  the 
tube  was  sectioned  after  it  was  prepared,  and  the  pathologist 
told  me  he  took  numerous  sections  of  it,  enough  to  satisfy  him. 
This  case  had  all  the  symptoms  of  tubal  pregnancy.  I  had 
watched  her  through  her  first  ruptured  pregnancy,  and  saw  her 
sixteen  months  later  with  the  same  condition  in  the  left  tube,  and 
as  the  clinical  picture  was  so  typical  of  tubal  pregnancy  I  was  very 
inuch  surprised  that  the  pathologist  did  not  confirm  my  di- 
agnosis. This  specimen  appears  here  more  or  less  as  a  blood- 
clot  at  the  opening  of  the  tube,  but  when  opened  at  time  of  op- 
eration it  was  apparently  a  perfect  ovum. 

Dr.  H.  Grad  presented  the  report  of  a  case  of 

SUBACUTE    APPENDICITIS    AND   TLTBAL   GESTATION    ON 
THE    RIGHT    SIDE. 

In  spite  of  great  vigilance  exercised  in  diagnosticating  ectopic 
gestation  and  suspecting  tubal  pregnancy  in  all  cases  with  mani- 
ons  of  disturbed  menstrual  function,  as  well  as  in  persist- 
ent metrorrhagias,  cases  will  come  under  observations  where  no 
diagnosis  will  be  made,  and  the  abdomen  be  opened  without  sus- 
the  condition.  The  following  is  an  illustrative  ease,  and 
is  reported  because  of  the  associated  appendicitis  and  right 
Fallopian  tube  gestation. 

Mrs.  I).,  age  thirty-two,  applied  for  admission  to  the  hospital 
on  March  8,  1909.  She  is  a  short  stoul  woman  with  a  prominent 
abdomen;  has  been  married  four  years,  and  has  two  children, 
the  last  child  being  born  three  months  ago. 
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She  complains  of  pain  in  the  right  lower  quadrant  of  the  ab- 
domen. The  point  of  greatest  sensitiveness  is  one  inch  above 
McBurney's  point.  This  pain  has  become  quite  severe  for  the 
past  few  days.  She  has  had  pain  in  this  region  of  her  abdomen 
all  through  her  pregnancy.  There  is  a  slight  but  well-defined 
rigidity  of  the  right  rectus  muscle.  Temperature  and  pulse 
normal.     Heart  and  lungs  negative. 

Her  labor  was  uncomplicated,  but  she  has  been  flowing  ever 
since  her  confinement.  At  times  there  is  only  spotting,  but  at 
other  times  the  flow  is  apt  to  be  considerable  in  quantity.  She 
did  not  nurse  her  baby. 

Bimanual  examination  showed  the  cervix  uteri  to  be  in  proper 
plane  and  position,  slightly   lacerated,    Douglas'    culdesac  free, 


no  bulging  masses  found  laterally;  no  pain  or  pressure  anywhere 
in  the  pelvis. 

On  account  of  the  obese  condition  of  the  patient,  the  fundus 
of  the  uterus  could  not  be  palpated  satisfactorily,  nor  could  the 
adnexa  be  mapped  out.  Rectal  examination  was  negative. 
The  perineum  is  lacerated  to  the  second  degree.  Sound  intro- 
duced into  the  uterus  takes  the  normal  course. 

A  diagnosis  was  made  of  subacute  appendicitis,  postpucrperal 
endometritis,  laceration  of  the  cen  ix  and  perineum,  and  prepara- 
tions made  for  operation  next  day. 

Under  ether  narcosis,  a  bimanual  examination  showed  Hu- 
merus in  posit  inn,  movable  and  with  a  small  ill-delined  mass 
on  cither  side. 

The  uterus  was  curetted  and  an  application  of  30  per  cent,  of 
argyrol  made.     The  laceration  of  the  perineum  was  repaired  by 
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the  flap-splitting  method.  On  opening  the  abdomen  through 
a  median  incision,  a  large  quantity  of  free  fresh  blood  was  found 
in  the  peritoneal  cavity.  At  first  I  thought  I  had  accidently 
punctured  the  uterus  while  divulsing  and  curetting  the  organ. 
The  uterus  was  at  once  grasped  and  brought  into  view.  It  was 
then  found  that  instead  of  a  punctured  uterus  I  had  to  deal  with 
a  bleeding  ectopic  gestation  on  the  right  side.  The  right  tube 
was  enlarged,  the  seat  of  a  hematoma,  there  was  no  rupture  in 
its  walls,  and  the  bleeding  took  place  through  the  fimbriated 
opening.  The  gravid  tube  was  clamped  off,  removed,  and  the 
broad  ligament  sutured.  A  small  ovarian  cyst  was  found  on 
the  left  side  which  was  removed.  After  mopping  out  the  blood 
from  the  peritoneal  cavity  and  carefully  inspecting  the  pelvis, 
an  organized  clot  was  found  adherent  to  the  peritoneum  on  the 
right  side  about  an  inch  from  the  edge  of  the  right  broad  ligament 
which  undoubtedly  was  the  point  where  the  gravid  tube  became 
adherent.  During  the  curettege,  the  gravid  tube  tore  away  from 
its  peritoneal  attachment,  giving  rise  to  the  blood  found  on  open- 
ing the  abdomen. 

The  appendix  was  searched  for  and  found  adherent  to  the  as- 
cending colon  along  its  right  border  for  about  six  inches,  as 
shown  in  the  diagram.  The  appendix  was  liberated  from  its  ad- 
herent bed  with  considerable  difficulty  and  its  mesoappendix  su- 
tured under  adverse  condition  on  account  of  its  deep  position 
in  the  abdomen  and  inaccessibility.  The  patient  made  an  un- 
interrupted recovery. 

The  case  is  of  interest  because  of  the  difficulty  of  diagnosis, 
the  associated  conditions  of  appendicitis  and  ectopic  gestation, 
and  the  fact  that  the  patient  was  confined  only  three  months 
previously.  If  no  appendicitis  had  been  present  in  this  case  and 
there  had  been  no  reason  for  opening  the  abdomen,  the  intra- 
abdominal hemorrhage  following  the  curettage  would  have  been 
diagnosticated  as  due  to  rupture  of  the  uterus.  The  case  illus- 
trates the  difficulties  of  diagnosis  of  intraabdominal  conditions, 
and  that  even  simple  operations  like  a  curettage  should  not  be 
undertaken  lightly,  but  should  be  done  with  proper  surroundings 
and  with  due  care  and  attention. 

The  study  of  this  case  also  demonstrates  that  a  pregnancy 
in  the  Fallopian  tube  may  be  an  etiological  factor  in  metror- 
3  following  the  puerperium.  Many  and  varied  are  the  path- 
ologic possibilities  of  the  intraabdominal  organs. 

DISCUSSION'. 

Dr.  Goffe.- — I  would  like  to  ask  what  the  evidences  were  of 
an  ectopic  pregnancy. 

Dr.  Grad. — The  pathologist  reported  chorionic  villi. 
Dr.  Hofmeier  discussed  the  case  in  German. 
Dr.  Boldt. — Professor  Hofmeier  wishes  to  say  that  he  agrees 
with  Dr.  Vineberg;  if  the  abdominal  ends  of  the  tube  are  open 
uld  consider  them  cases  of  tubal  gestation.     It  is  extremely 
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difficult  in  cases  of  long  standing  where  the  chorionic  villi  have 
been  destroyed  bv  blood  to  find  evidence  of  ectopic  gestation 
unless  serial  sections  of  the  whole  tube  are  made.  He  believes 
that  in  nearly  all  these  instances  we  are  dealing  with  ectopic 
gestation. 

Dr.  F.  J.  Boldt  presented  a 

MYOFIBROMATOUS  UTERUS. 

C.  W.,  aged  thirty-five  years;  never  pregnant,  was  referred 
to  me  by  Dr.  Carlton  Simon.  The  patient  asserts  that  she  has 
had  her  abdomen  opened  five  times  for  the  purpose  of  having  a 
tumor  extirpated,  but  that  the  surgeon  has  always  subsequently 
informed  her  that  it  was  impossible  to  remove  the  tumor.  The 
last  time  she  went  to  Germany  for  this  purpose  with  a  similar 
result.  The  woman  has  such  agonizing  pain  in  her  back  and 
abdomen  that  she  has  become  a  morphine  eater.  She  was  once 
cured  of  the  morphine  habit,  but  the  pain  induced  her  to  again 
resort  to  it. 

The  first  time  she  was  operated  upon,  she  states  the  operating 
surgeon  told  her  that  he  had  removed  a  fibromyomatous  uterus 
and  both  ovaries. 

The  lower  abdomen  was  filled  by  a  tumor  which  extended 
upward  to  the  umbilicus  and  was  most  prominent  a  little  to  the 
left  of  the  median  line.  It  seemed  to  be  a  uterine  tumor;  the 
vaginal  part  of  the  cervix  was  crowded  up  behind  the  symphysis. 
Judging  from  the  contour  and  consistency  of  the  tumor,  the 
diagnosis  of  a  fibrocystic  myoma  of  the  uterus  was  made.  The 
lower  segment  of  the  tumor  was  more  solid  in  consistency  than 
the  larger  part  of  the  tumor,  which  was  more  cystic.  It  is 
evident  from  the  result  of  the  examination  that  there  were 
extensive  and  very  firm  adhesions,  it  being  impossible  to  move 
the  tumor  from  its  position.  It  was  tightly  wedged  into  the 
true  pelvis.  The  patient's  pains  were  readily  explained  by  the 
position  of  the  growth. 

The  operation  on  March  3  verified,  at  least  from  a  macroscopical 
point  of  view,  the  diagnosis  that  had  previously  been  made. 
The  operation  proved,  technically,  very  difficult.  In  most 
places  the  intestinal  adhesions  were  oa  ercome  by  cutting  through 
the  capsule  of  the  tumor,  thus  peeling  it  off  with  the  intestinal 
ahesions.      The  entire  lower  segment  of  the  tumor  was  retroperi- 

eal.     On   the   right   side   the  ureter  was  exposed   for  about 

four  inches,  and  to  control  a  profuse  hemorrhage  in  the  pelvis, 
a  ligature  was  accidentally  put  around  it.  After  the  bleeding 
was  controlled,  the  error  was  noticed  ami  the  ligature  loosened. 
The  hemorrhage  in  the  right  pelvic  fossa  was  very  profuse  and 
had  i"  l"'  temporarily  controlled  l>v  pressure  with  towels.  The 
cervix  was  ;n; usually  long,  and,  because  oi  noi  pi r\  iouslv  tampon- 
ing the  yagina,  ivi  considerable  trouble  to  excise.  The  raw 
surfaces  were  all  again  covered  with  peritoneum  before  the 
abdomen  was  1  losed. 
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The  pathologists  report  states: 

"The  specimen  consists  of  the  cervical  portion  of  uterus  sur- 
rounded bv  a  large  fibroid  tumor  and  both  ovaries.  The  tubes 
cannot  be  found.  The  cervix  is  considerably  elongated.  Its 
canal  appears  to  pass  into  the  uterine  canal  situated  a  few  milli- 
meters below  the  surface  of  the  tumor.  The  tumor  is  covered 
in  places  bv  dense  adhesions.  It  is  irregularly  rounded  with  a 
deep  constriction  near  its  center  due  to  adhesions.  Its  surface 
is  nodular  and  quite  vascular.  It  measures  in  its  greatest  dimen- 
sions 20  x  17.5  x  12.5  cm.  Its  consistence  varies  considerably, 
in  places  being  very  hard  and  firm,  in  others  soft  and  almost 
fluctuating.  Between  these  are  various  degrees  of  hardness. 
<  in  section  the  tumor  appears  to  be  a  typical  fibromyoma,  which 
in  places  shows  considerable  edema.  There  is  no  evidence  of 
malignancv  in  the  gross.     Ovaries  shows  no  special  change. 

"Sections  taken  from  various  parts  shows  it  to  be  made  up  of 
alternate  bands  of  smooth  muscle  and  connective  tissue.  Some 
areas  show  considerable  edema  with  separation  of  the  muscle 
and  connective-tissue  fibers.  Other  areas  show  hyaline  degen- 
eration. In  places  the  tumor  is  quite  vascular.  No  evidence 
of  sarcomatous  change.  Ovary  presents  several  Graafian 
follicular  cysts." 

Dr.  Boldt  also  presented  a 

CARCINOMATOUS    UTERUS    REMOVED    BY    VAGINAL    HYSTERECTOMY 

WITH     INJURY     OF     BOTH     URETERS;      URETEROCYSTOSTOMY; 

DOUBLE  PNEUMONIA ;   BURSTING  OPEN   OF  ABDOMINAL 

WOUND;   RECOVERY. 

The  uterus  was  extirpated  per  vaginam,  and  because  of  some 
technical  difficulty  a  profuse  hemorrhage  resulted  on  either  side; 
it  was  probably  because  of  this  that  both  ureters  were  injured. 
Some  time  later  an  abdominal  ureterocystostomy  was  done  with 
the  aid  of  a  trocar  and  cannula  especially  devised  for  such  inter- 
vention. In  theory  the  device  is  excellent,  but  I  did  not  notice 
any  particular  advantage  in  practice.  The  method  consists  in 
perforating  the  bladder  with  the  trocar  at  the  point  where  it  is 
intended  to  implant  the  ureter,  then  a  long  silk  thread  is  passed 
through  the  terminal  end  of  the  ureter,  which  is  threaded 
through  the  eye  in  the  trocar;  then  the  trocar  is  drawn  into  the 
can  lula  and  out  through  the  urethra.  The  thread  which  has  been 
passed  through  the  ureter  being  sufficiently  long  is  drawn  out 
through  the  urethral  opening.  The  ureter  is  drawn  into  the 
bladder  for  the  distance  that  it  is  purposed  to  implant  it ;  then  with 
the  thread  it  is  held  in  position  until  the  bladder  had  been  fast- 
ened to  it  with  two  or  three  stitches.  Next,  the  thread  is  pulled 
out  entirely.  If  one  desires,  a  retention  catheter  may  be  put 
into  the  bladder.  In  this  instance  one  was  left  in  the  bladder  for 
two  days. 

1  Mi  the  second  day  the  woman  developed  pneumonia,  which 
soon  spread  so  that  by  the  fourth  day  she  had  a  double  lobar 
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pneumonia.  On  the  fifth  day,  as  the  result  of  much  coughing, 
she  burst  open  the  entire  abdominal  wound,  to  such  extent 
that  the  intestines  had  to  be  replaced.  Despite  of  all  these 
complications  the  woman  recovered,  and  is  now  about  ready 
to  leave  the  hospital.  The  ureters  are  functionating  satis- 
factorily. 

The  credit  of  the  technic  described  for  the  ureterocystostomy, 
probably  belongs  to  Mackenrodt,  of  Berlin.  Dr.  Aspell  told 
me  that  he  had  seen  this  technic  employed  by  Mackenrodt. 

DISCUSSION. 

Dr.  Grad. — I  can  see  a  very  great  advantage  in  the  instrument. 
I  had  to  do  an  implantation  some  time  ago,  and  found  difficulty 
in  opening  the  bladder.  I  used  uterine  forceps  introduced 
through  the  urethra.  ,• 

Dr.  Brettauer  reported  a  case  of 

ABDOMINAL    HYSTERECTOMY    FOR    FIBROIDS,    COMPLICATED    BY 
CARCINOMA   OF  THE  RECTUM;    RESECTION;    RECOVERY. 

The  specimen,  the  photograph  of  which  you  see,  was  removed 
from  an  unmarried  woman,  thirty-eight  years  of  age,  on  January 
9,  last.  The  menstrual  history  was  normal,  the  last  period  occur- 
ring on  December  2S.  Two  months  previous  to  operation  the 
patient  experienced  severe  pain  in  the  left  iliac  fossa,  which  has 
since  recurred  at  frequent  intervals,  characterized  at  times  by 
intense  bearing  down. 

The  attending  physician,  Dr.  G.  MacDonald,  at  his  first  ex- 
amination recognized  the  presence  of  a  fibroid  uterus,  one  rather 
large  nodule  located  in  the  left  iliac  fossa  being  held  responsible 
for  the  symptoms.  He  observed  the  patient  for  two  months 
and  noticed  a  decided  increase  in  the  size  of  the  tumor  and 
obstinate  constipation.  He  then  referred  her  to  me.  I  found 
the  patient  in  very  good  general  condition,  rather  deaf  in  both 
ears,  with  unequal  pupils;  chest  organs  normal,  abdomen  full 
and  rounded,  the  course  of  the  colon  presenting  a  rather  exagger- 
ated tympany.  There  was  a  mass  in  the  left  iliac  region  the  size 
of  a  child's  head,  distinctly  palpable,  arising  from  the  pelvis 
with  several  smaller  ones  to  the  right  of  it.  On  account  of  the 
intact  hymen,  bimanual  examination  was  rather  unsatisfactory — 
vaginal  as  well  as  rectal.  The  fact  could  only  be  established  that 
this  mass  was  closely  connected  with  the  uterus,  and  that  high  up 
in  tlie  Douglas  there  was  another  mass,  whose  motility,  however, 
could  not  be  firmly  established.  Under  narcosis,  the  mass  in  the 
left  iliac  region  proved  to  be  distinctly  movable,  and  the  symptoms 
were  attributed  to  its  pressure  on  the  sigmoid,  On  opening  the 
abdomen,  a  uterus  containing  multiple  fibroids  was  immediately 
seen,  and  it  was  noticed  that  the  mass  previously  felt  in  the 
Douglas  had  no  connection  whatever  with  the  uterus. 

A  typical  supra\  aginal  amputation  of  the  uterus  was  done,     A 
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thorough  rectal  examination  revealed  the  fact  that  the  tumor 
originally  felt  in  the  Douglas  was  a  large  carcinoma,  extending 
over  the  upper  rectum  and  lower  sigmoid  to  the  extent  of  nearly 
three  inches.  It  was  decided  to  at  once  add  a  resection  of  the 
diseased  gut.  The  mesentery  of  the  lower  sigmoid  was  tied  off 
in  healthy  tissue,  the  sigmoid  temporarily  ligated  with  strips 
of  iodoform  gauze,  and  then  severed  between  them.  There 
be  ng  no  enlarged  glands  nor  any  inflammatory  condition  pres- 
ent, it  was  an  easy  matter  to  tie  off  the  mesorectum  down  to 
about  two  inches  from  the  anus.  The  diseased  part  was  now 
removed  between  two  ligatures.  It  needed  verv  little  freeing  of 
the  mesosigmoid  to  enable  me  to  pull  down  the  severed  sigmoid 
end,  guiding  it  through  the  remaining  rectum  until  its  cut  edge 


Fig.  2. — Cancer  of  rectum. 


passed  the  anus.  The  serous  surface  of  the  sigmoid  was  now  at- 
tached by  sutures  to  the  upper  slightly  inverted  edge  of  the  rec- 
tum, the  peritoneum  united  over  both  broad  ligament  stumps, 
and  then  two  pieces  of  gauze  were  lightly  put  over  the  line  of 
suture  between  the  rectum  and  sigmoid,  led  out  through  the 
vagina,  and  the  bladder  now  used  to  cover  the  whole  anterior 
surface  of  the  anastomosis,  leaving  practically  every  raw  surface 
covered  by  peritoneum.  After  the  abdominal  incision  was  su- 
tured in  layers,  the  severed  end  of  the  sigmoid  was  attached  to  the 
mucocutaneous  margin  by  four  silk  sutures,  between  which 
rubber  tissue  drains  were  placed,  and  a  tampon  cannula  inserted 
The  whole  procedure  lasting  two  and  one-half  hours  was  toler- 
ated by  the  patient  without  any  bad  effects. 

Convalescence  was   rapid   and   absolutely   undisturbed.     The 
bowels  were  first  moved  on  the  eleventh  day  after  "peration,  and 
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daily  thereafter.  To-day  the  anus  looks  perfectly  normal,  the 
end  of  the  sigmoid  which  was  primarily  fastened  to  it  has  retracted 
and  shrunk  up  to  the  intraperitoneal  suture  line,  and  were  it  not 
for  a  slight  drop-foot  caused  by  pressure  on  the  superficial  peri- 
neal nerve  in  fastening  the  patient  on  the  table  she  would  be 
entirely  well. 

An  interesting  feature  of  this  case  is  the  possibility  of  perform- 
ing simultaneously  two  operations,  each  of  which  means  a  serious 
interference,  and  yet  have  as  smooth  a  convalescence  as  after  the 
simplest  interference.  Another  point  of  interest  is  the  method 
employed  of  pulling  the  severed  end  of  the  sigmoid  through 
the  remaining  healthy  portion  of  the  rectum,  and  thus  deriving 
the  benefits  of  a  normal  sphincter.  To  my  knowledge,  Hoch- 
enegg,  of  Vienna,  first  employed  this  method  about  twenty 
vears  ago. 


DISCUSSION. 

Dr.  Goffe. — In  1896  I  removed  a  cancer  of  the  rectum  in  a 
man  through  a  sacral  incision  in  which  I  saved  the  sphincter, 
pulled  down  the  rectum,  and  attached  it  by  end-to-end  anasto- 
mosis. Four  inches  of  the  gut  were  removed.  I  put  in  drainage 
posteriorly.  The  patient  made  a  perfect  recovery  at  the  time. 
Six  years  later  I  got  track  of  him  from  his  entering  the  Presby- 
terian Hospital  in  Dr.  Frederick  Brown's  service.  Dr.  Brown 
told  me  the  rectum  was  intact,  the  only  reason  he  came  for  treat- 
ment was  a  little  enlargement  in  the  rectal  fossa  on  the  left  side. 
He  opened  it,  but  found  no  evidence  of  cancer.  I  have  not 
heard  from  him  since,  but  he  was  well  at  that  time  being  able  to 
work  at  h  s  trade  of  boiler-maker. 

Dr.  George  Gellhorn,  of  St.  Louis  (by  invitation),  read  a 
paper  entitled 

DRY    HEAT    AS    A    THERAPEUTIC    FACTOR    IN    GYNECOLOGY 

Dr.  Gcllhorn  prefaced  his  paper  with  the  following  remarks: 
When  your  Society,  through  your  esteemed  President,  honored 
me  by  an  invitation,  I  accepted  the  distinction  with  some 
trepidation  because  there  did  not  seem  anything  I  could  possibly 
tell  you.  When  I  finally  chose  my  topic,  I  was  afraid  you  might 
think  the  fellow  from  the  West  was  talking  hoi  air  to  you,  but 
if  you  will  bear  with  me  I  will  try  to  prove  to  you  that  there  are 
various  kinds  of  hot  air,  and  that  particularly  in  gynecology 
hot  air  is  a  good  article.  Of  course  the  subject  is  rather  dry, 
but  thai  is  in  the  nature  of  events  and  must  be  borne  with 
equanimity.  Permit  me  to  say  1  very  greatly  enjoy  the  privilege 
of  speaking  to  you,  and  highly  appreciate  the  honor  of  your 
invitation. 

*For  original  artii  li 
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Discussion. 

Dr.  Grad. — The  subject  of  dry  hot  air  as  a  therapeutic  meas- 
ure was  entirely  new  to  me  up  to  about  two  years  ago  when  1 
had  an  experience  with  it,  which  was  very  impressive. 

I  was  asked  to  operate  on  a  case  of  double  pyosalpinx.  The 
operation  was  unusually  difficult  on  account  of  the  many  ad- 
hesions. We  drained  the  pelvis  above  and  below  and  the  patient 
rallied  after  the  operation  fairly  well.  She  did  well  for  about 
twelve  days,  when  the  temperature  began  to  rise  and  she  devel- 
oped a  typical  case  of  pyemia.  She  would  have  daily  chills,  and 
the  temperature  would  rise  to  1050  or  1060,  and  in  the  next  few 
hours  it  would  go  down  to  normal.  The  case  appeared  hopeless. 
At  this  stage  a  gentleman  was  called  in  to  see  the  case  who  had 
been  interested  in  the  subject  of  dry  air,  and  he  placed  the  patient 
in  the  Retts  machine  where  the  heat  was  obtained  not  from  elec- 
tric lights  but  from  gas.  He  put  the  patient  in  this  oven,  as  he 
called  it,  and  the  temperature  was  raised  to  4600  F.  She  was 
kept  there  for  thirty  minutes.  The  next  day  the  patient  missed 
her  chill  and  she  was  given  another  dry  hot-air  treatment  the 
following  evening,  and  from  that  time  the  temperature  became 
normal  and  the  patient  made  a  good  recovery.  She  had  seven 
baths  in  all. 

The  case  was  very  impressive  to  me,  therefore  I  was  very  much 
interested  to  hear  Dr.  Gellhorn  say  he  would  not  use  it  in  cases 
where  there  was  elevation  of  temperature.  In  this  case  the 
temperature  was  very  high,  and  yet  this  gentleman  used  it,  and 
he  tells  me  he  uses  this  therapeutic  measure  in  septic  cases  where 
there  is  temperature  and  also  in  cases  such  as  Dr.  Gellhorn 
describes. 

My  next  experience  with  this  therapeutic  measure  was  in  my 
own  person,  and  you  will  pardon  me  for  being  personal.  Last 
summer  I  was  the  victim  of  a  septic  poisoning  in  my  finger.  It 
occurred  to  me  that  probably  the  Bier  hyperemia  treatment 
would  be  of  benefit  to  me.  I  applied  to  this  gentleman  for  the 
application  of  the  Bier  treatment.  Instead  of  giving  that  he 
sail]  he  could  get  better  hyperemia  by  dry  hot  air.  Here  again 
the  heat  was  obtained  by  means  of  gas.  My  arm  was  stripped, 
covered  with  bandages,  and  placed  in  this  apparatus,  4000  of 
heat  applied  for  one  hour.  After  that  arm  came  out  of  the  appa- 
ratus I  was  relieved  of  all  pain.  My  temperature  arose  from  ioo° 
to  10  i°,  pulse  to  120.  The  next  day  my  lymphangitis  was  decid- 
edly better.  The  following  day  I  received  another  treatment,  and 
from  that  t  me  my  recovery  seemed  to  be  assured.  Ten  days 
later,  however,  I  was  taken  down  to  bed  with  very  severe  pains 
in  my  joints.  I  had  no  temperature.  My  big  toe  became 
swollen  and  the  pain  was  very  intense,  but  no  pus  formed.  The 
disturbance  in  my  general  condition  was  possibly  due  to  some 
form  of  toxemia,  although  it  was  variously  diagnosed  as  gout, 
rheumatism,  and  bacteremia.      I  did  not  know  just  what  it  was. 

In  this  city  heat  is  being  used  in  cases  of  sepsis  no  matter 
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■what  the  temperature  is.  They  claim  some  very  wonderful 
results  from  it. 

Dr.  Brettauer. — I  am  much  interested  in  the  subject  which 
Dr.  Gellhorn  has  so  clearly  and  concisely  brought  before  us  to- 
night.    I   wish   to   express   my   appreciation. 

Years  ago,  when  Polano  published  his  first  article  in  the 
Centralblatt,  I  had  a  small  metal  case  lined  with  asbestos 
constructed,  in  which  heat  was  generated  by  means  of  a  small 
alcohol  flame.  For  reasons  then  not  known,  the  results  were  un- 
satisfactory and  the  treatment  was  discontinued. 

During  the  last  two  years  I  have  had  heat  applied  to  exudates, 
only  it  was  distinctly  moist  heat,  and  therefore  the  temperature 
was  never  above  1200.  The  results  were  rather  unsatisfactory. 
I  see  now,  after  hearing  Dr.  Gellhorn's  apper,  where  the  principal 
mistake  in  our  application  of  this  treatment  was  made,  and  I  shall 
now  endeavor  to  apply  dry  heat. 

I  would  like  to  ask  Dr.  Gellhorn  at  what  intervals  he  advises 
the  employment  of  this  treatment.  The  cases  in  which  the  treat- 
ment seems  to  be  prominently  called  for  are  those  of  large  puer- 
peral exudates.  My  experience  shows  that  these  cases  occur 
far  less  frequently  than  formerly. 

Dr.  Stone. — Is  it  possible  that  in  all  the  hospitals  represented 
here,  Dr.  Brettauer's  is  the  only  one  where  the  Bier  treatment  or 
ts  modification  has  been  tried? 

Dr.  Gellhorn. — Some  of  the  questions  that  have  been  asked 
have  been  answered  in  the  paper,  but  as  they  were  technical 
details  I  left  them  out  hoping  that  some  of  you  might  be  inter- 
ested enough  perhaps  to  read  the  paper  if  you  cared  to  adopt  the 
method.  I  would  be  very  glad  indeed  to  state  how  the  thing  is 
applied.  It  is,  of  course,  absolutely  immaterial  which  kind  of 
apparatus  is  used,  whether  the  heat  is  obtained  from  alcohol, 
gas,  kerosene,  which  has  been  used,  or  electricity,  so  long  as  a 
temperature  of  at  least  2000  can  be  obtained.  Heal  of  about 
2200,  according  to  my  experience,  is  sufficient. 

The  apparatus  is  placed  over  the  patient,  the  patient  lies  in 
bed,  or  on  a  couch.  The  apparatus  is  placed  over  the  exposed 
abdomen.  The  parts  to  be  heated  must  be  perfectly  bare. 
The  iliac  bones  are  very  sensitive,  and  also  the  upper  portions  of 
the  thighs,  and  these  parts  can  be  protected  because  you  do  not 
need  any  heat  there.  As  dusting  powders  and  ointments  have 
proved  unsatisfactory.  I  use  ordinary  gauze  over  the  thighs, 
leaving  the  abdomen  bare.  If  the  other  parts  are  protected 
the  patient  does  not  complain  of  the  heat  at  all.  There  is  no 
pain  if  the  licai  is  dry.  In  fact,  I  have  had  two  cases  where 
there  were  small  Misters  simply  because  the  patient  did  not 
notice  it.  I  do  not  put  anything  under  the  patient.  Several 
have  suggested  thai  the  heal  should  be  applied  from  the  back  as 
well  as  from  above.  A  well-known  firm  has  exhibited  a  large 
apparatus  in  which  the  heat  can  reach  the  body  from  all  sides, 
yet  I  would  hesitate  to  put  a  patient  in  it  because  ii  looks  very 
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much  like  a  coffin.  Moreover,  it  is  a  very  clumsy  and  a  very 
costly  affair,  and  it  cannot  be  moved  around,  nor  do  I  think 
that  the  application  from  the  back  is  necessary  because  the  pro- 
tection of  the  pelvis  by  the  bones  would  prevent  any  effect  of 
the  heat  from  this  direction. 

Dr.  Broun  has  brought  up  a  point  that  to  my  mind  ought  to 
give  food  for  thought.  He  spoke  of  cases  where  we  incise  and 
do  not  find  pus  but  where  one  or  two  days  later  a  pursulent  dis- 
charge occurs.  If  these  cases  had  not  been  incised  and  had  been 
subjected  to  a  conservative  method  of  absorption — these  infiltra- 
tions would  have  healed  completely;  while  if  we  incise  these  hard 
masses,  the  irritation  of  the  incision,  the  irritation  of  our  gauze 
drain  and  the  invasion  of  microbes  from  the  vagina  will  produce 
a  suppuration,  with  its  untoward  sequels  and  the  patient  will 
be  worse  off  than  before. 

I  try  to  distinguish  between  the  cases  suited  for  operation  and 
those  for  dry  heat  in  the  following  way:  In  both  instances  the 
temperature  is  high — about  1030  or  more — while  the  pulse  re- 
remains  comparatively  low.  The  patient  is  kept  in  bed  with  an 
ice  pack  on  her  lower  abdomen.  If  the  temperature  goes  down, 
suppuration  has  not  yet  occurred  within  the  exudative  mass, 
and  after  about  a  week  of  continued  application  of  ice,  the  case 
will  be  amenable  to  the  heat  treatment.  If,  on  the  other  hand, 
the  fever  persists  in  spite  of  the  ice-bags,  we  have  to  deal  with  an 
established  abscess  and  must  drain  it  according  to  surgical 
principles.  I  have  seen  about  twelve  cases  of  pelvic  exudate 
within  the  last  three  years,  but  in  only  three  of  these  was  incision 
necessary. 

As  to  the  number  of  treatments,  I  hardly  think  that  you  can 
expect  results  from  less  than  eight  seances.  The  average 
number  is  twenty.  The  treatment,  however,  may  extend  over 
months.  Yet,  if  we  take  into  consideration  our  former  impotency 
in  the  treatment  of  chronic  pelvic  exudates,  even  three  months 
of  treatment  would  not  seem  too  long. 

RESOLUTIONS    ON    THE    DEATH    OF    DR.    ROBERT    A.    MURRAY 
ADOPTED    BY'    THE    NEW   YORK    OBSTETRICAL    SOCIETY. 

Whereas,  by  the  death  of  Dr.  Robert  A.  Murray  this  Society 
has  lost  one  of  its  oldest  and  most  esteemed  members,  a  fine  type 
of  the  old-fashioned,  upright  practitioner, 

Resolved,  that  we  feel  keenly  the  absence  of  a  loyal,  big- 
hearted  friend,  as  well  as  of  one  who  possessed  to  an  unusual 
degree  skill  and  sound  judgment  as  an  obstetrician.  A  man 
of  sterling  integrity,  he  was  the  friend  and  counsellor  of  a  large 
circle  for  nearly  thirty-five  years.  He  was  a  familiar  figure  in 
this  community  and  a  constant  attendant  at  our  meetings, 
giving  us  the  fruits  of  his  experience.  We  sorrow  over  the  fact 
that  this  kindly  face  and  genial  presence  will  never  again  be 
with  us. 
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Resolved,  that  these  resolutions  be  inserted  in  our  minutes 
and  that  copies  be  sent  to  the  family  of  the  deceased  Fellow 
and  to  the  leading  medical  journals. 

Egbert  H.  Grandin, 
George  W.  Jarman, 
Henry  C.  Coe, 

Committee. 


TRANSACTIONS  OF  THE 
CHICAGO  GYNECOLOGICAL  SOCIETY. 


Joint  Meeting  with  the  Chicago  Medical  Society,  March  10,  1909. 

Henry  F.  Lewis,  M.  D.,  President  of  the  Chicago 

Gynecological  Society,  in  the  Chair. 

porro-cesarean  section. 

Dr.  Joseph  B.  De  Lee. — The  specimen  I  wish  to  exhibit 
to-night  comes  from  a  case  of  Porro-Cesarean  section,  which  was 
performed  two  weeks  ago  for  a  rather  rare  combination  of  indi- 
cations. 

The  patient  was  forty-two  years  of  age,  and  this  was  her  third 
pregnancy.  The  first  labor  lasted  three  days,  and  was  termi- 
nated by  forceps,  with  a  living  baby,  said  to  have  weighed  ten 
pounds.  The  second  delivery  was  also  instrumental,  but  did 
not  have  such  a  fortunate  outcome.  The  woman  had  false  labor 
pains  a  month  before  the  final  delivery.  These  false  labor  pains 
necessitated  the  attendance  of  a  physician  and  a  nurse,  but  they 
subsided,  and  the  woman  continued  four  weeks  in  pregnancy. 
Finally  labor  came  on.  The  physician  essayed  axis-traction 
forceps;  the  operation  failed,  and  craniotomy  was  substituted. 
The  woman  was,  according  to  her  statement,  crippled  for  three 
months  after  the  operation,  although  she  claims  she  had  no  fever. 
In  the  interval  she  had  a  plastic  cervix  and  perineum  operation. 
The  present  pregnancy  is  the  one  that  is  under  discussion.  Her 
last  period  was  the  twelfth  of  May,  1908,  and  labor  was  to  be 
expected  about  the  twentieth  of  February,  1909.  At  the  end 
of  January  she  had  a  hemorrhage  from  the  genitals  which  her 
family  physician  diagnosed  to  issue  from  a  placenta  prsevia,  ami 
ordered  rest  in  bed  without  any  other  treatment.  <  >n  the  first 
of  February  another  slight  hemorrhage  occurred  as  the  result  of 
an  internal  examination.  This  also  subsided  during  rest  in  bed. 
The  patient  soon  got  up  and  went  about  her  affairs  until  the 
twenty-first  of  February,  when  she  was  sent  to  the  hospital 
because  she  had  what  seemed  to  be  labor  pains. 

Examination  of  the  patient  showed  the  following  conditions: 
The  distance  between  the  spines  measured  25  centimeters; 
distance  between  crests,  26  centimeters;  distance  between  tro- 
chanters, 20  centimeters,  and  Baudelocque  diameter,  is  centi- 
meters. The  external  measurements  showed  slight  Battening, 
if  we  can  place  any  reliance  on  them.     The  internal  measure- 
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merits  were  easily  obtained  and  were  as  follows:  Conjugata 
diagonalis,  10  1/2  centimeters;  conjugata  vera,  estimated  at  8 
centimeters,  plus.  There  were  distinct  signs  of  rickets  which 
induced  us  to  deduct  2  centimeters  from  the  conjugata  diago- 
nalis. The  pubis  was  moderately  high  and  quite  thick  for  such  a 
small  woman.  The  bispinous  diameter,  the  distance  between 
the  spines,  taken  with  the  internal  pelvimeter,  was  10  1/2,  and 
the  distance  between  the  ischiatic  tuberosities  was  8,  and  the 
distance  from  under  the  ligamentum  arcuatum  to  the  end  of  the 
sacrum  was  S  centimeters  plus.  The  pelvis  was  a  generally 
contracted,  flat  rachitic  pelvis,  and  the  patient  had  been  reserved 
for  Cesarean  section  at  term.  The  additional  complication  of 
the  hemorrhages  due  to  placenta  praevia,  as  determined  at  the 
examination  and  also  at  the  operation,  made  the  indication  for 
Cesarean  section  still  more  pressing.  The  long  scarred  cervix 
also  had  to  be  taken  into  consideration.  Upon  reaching  the 
hospital  the  pains  subsided,  and  at  the  urgent  solicitation  of  the 
patient  she  was  allowed  to  go  home  against  advice.  She 
returned  in  a  few  days  with  another  slight  hemorrhage,  for  which 
her  physician  packed  at  home.  She  complained  that  there  had 
been  a  discharge,  with  considerable  odor,  for  the  last  two  or 
three  days.  She  had  no  fever.  The  question  then  arose  as  to 
the  nature  of  the  Cesarean  section,  and  whether  one  of  the  newer 
methods  should  be  performed;  that  is,  incision  in  the  cervix 
above  the  pubes  without  opening  the  peritoneal  cavity — the 
Frank-Sellheim  extraperitoneal  Cesarean  section;  or  should 
the  lateral  incision  be  made  in  the  flank  after  the  manner  de- 
scribed recently  by  Duehrssen  or  the  modification  devised  by 
Latzko  in  which  likewise  the  peritoneal  cavity  is  not  opened  and 
the  lmver  uterine  segment  is  incised  after  pushing  the  bladder 
away  from  the  side  of  the  uterus;  or  should  the  old  original 
method  of  doing  Cesarean  section,  with  tying  off  the  tubes  to 
prevent  subsequent  pregnancy,  which  the  patient  earnestly 
desired,  be  resorted  to,  or  should  the  ordinary  laparotomy  be 
done,  the  uterus  being  amputated?  The  question  of  Cesarean 
section,  whether  or  not  the  woman  should  be  delivered  from 
above,  in  my  mind  admitted  of  no  discussion.  With  a  placenta 
previa  lateralis  and  with  a  contracted  pelvis  of  8  to  8  1/2  centi- 
meters, and  a  child  which  was  estimated  at  8  pounds,  the 
possibility  of  extracting  it  alive  from  below  seemed  very  remote, 
and  the  danger  of  rupturing  the  lower  uterine  segment,  thinned 
by  the  insertion  of  the  placenta,  seemed  so  great  that  the  ab- 
dominal delivery  was  indicated.  For  the  reason  the  patient 
had  placenta  praevia,  I  did  not  perform  one  of  the  newer  methods 
of  doing  Cesarean  section;  and,  furthermore,  that  would  have 
prevented  sterilization  of  the  patient,  which  I  considered  justi- 
fiable and  which  the  patient  demanded.  At  the  operation, 
which  was  very  typical,  the  uterus  was  removed,  and  I  have  the 
specimen  here.  The  propriety  of  removing  the  uterus  might 
be  discussed,  and  the  reasons  for  its  removal  are  as  follows: 
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First,  to  produce  positive  sterility.  Here  was  a  patient,  forty- 
two  years  of  age,  not  very  strong,  who  would  always  have 
difficult  deliveries,  and  who  wished  to  be  sterilized.  True,  the 
sterilization  could  have  been  accomplished  by  cutting  off  a 
piece  of  the  tubes  and  burying  the  ends  under  the  peritoneum, 
but  the  uterus  was  removed  for  another  reason,  namely,  the 
woman  had  this  unpleasant  discharge;  she  had  been  tamponed, 
and  therefore  a  certain  amount  of  manipulation  from  below  was 
made,  and  the  possibility  of  infection  was  present.  Therefore, 
on  the  score  of  infection,  the  large,  useless  uterus  was  removed. 
Furthermore,  the  woman  was  small,  weighing  in  her  natural 
state  from  96  to  100  pounds.  She  had  lost  considerable  blood, 
and  it  was  the  desire  to  spare  her  as  much  blood  as  possible. 
Amputation  of  the  uterus  is  less  bloody  than  the  classical 
Cesarean  section,  with  tying  off  of  the  tubes.  For  those  reasons 
the  uterus  was  extirpated,  and  I  brought  the  specimen  here  in 
order  to  be  able  to  show  you  the  openings  of  the  sinuses  in  the 
placental  site.  Unfortunately,  the  curator  turned  the  specimen 
inside  out,  so  that  the  uterus  is  inverted  as  an  umbrella  and  the 
sinuses  do  not  show  so  well. 

One  point  at  the  operation  that  differs  from  the  classical 
method  might  be  emphasized,  and  it  was  carried  out  with  a  view 
to  preventing  hemorrhage.  As  soon  as  the  child  was  delivered, 
an  assistant  slipped  his  hand  behind  the  uterus  and  compressed 
the  aorta.  As  soon  as  this  was  done  hemorrhage  stopped  in- 
stanter.  The  uterus  contracted,  but  whether  as  the  result  of 
the  sudden  anemia  or  as  the  result  of  compression  of  the 
sympathetic  ganglia  present  in  the  neighborhood  of  the  aorta,  I 
do  not  know.  But  this  uterus  contracted  more  suddenly  than  is 
usually  the  case  even  when  labor  pains  have  been  present.  At 
the  operation  the  woman  probably  lost  10  ounces  of  blood, 
hardly  any  more,  which  was  a  remarkably  small  amount  of  blood 
for  Cesarean  section.  As  soon  as  the  aorta  was  compressed  by 
the  fingers,  clamps  were  put  on  the  broad  ligaments  and  further 
hemorrhage  was  really  minimal.  The  recovery  of  the  patient 
and  8  pound  boy  has  been  absolutel)  uneventful.  Some  of  the 
sinuses  in  the  lower  part  of  the  uterus  and  placental  site  at  the 
lower  surfaces  of  the  uterns  are  still  in  evidence  on  the  specimen. 

Dr.  George  Schmauch  presented  cases  and  a   paper  entitled 

GOITRE    IN    THE    MOTHER    AND    ITS    MANIFESTATIONS 
IN   THE    OFFSPRING.* 

Dr.  Lester  E.  Frankenthal  read  a  paper  entitled 

EIGHT    YEARS'  EXPERIENCE    WITH    OPERATIVE    INTERFERENCE    IN 
PROLAPSE    OF    THE    UTERUS    AND    VAGINA. 

If  the  uterus  is  very  large  a  transversa  I  thaped  incision,  if 
not  very  large  a  straight  incision  is  made  across  the  anterior 
surface  of  the  cervix. 

Tor  original  ;  iage  1. 
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Secondly,  connect  this  incision  with  one  that  starts  about  i  1/2 
centimeters  from  the  external  urinary  meatus,  to  sagittally 
meet  the  transverse  one.  We  now  prefer  to  loosen  the  anterior 
vaginal  wall  from  the  bladder  before  loosening  the  bladder  from 
the  uterus,  believing  it  to  be  more  easily  accomplished  while  the 
bladder  is  still  firmly  attached.  We  now  check  all  bleeding, 
ligating  where  necessary  with  No.  00  chromic  catgut. 

Next,  third,  we  loosen  the  bladder  up  to  the  peritoneal  redu- 
plication. This,  in  prolapse  cases,  is  sometimes  very  difficult : 
(a)  because  there  may  be  congenitally  low  insertion  oj  the  peri- 
tun,  urn,  and  while  we  are  hunting  for  the  peritoneum  at  the  tip 
of  our  finger,  it  is  being  undermined,  and  is  riding  on  the  top  of 
the  finger  which  is  doing  the  separation;  (b)  the  anterior  Douglas 
may  have  become  entirely  obliterated  through  adhesions  formed 
secondarily,  after  the  prolapse  is  in  progress  (fatal  cases  are 
reported  from  attempts  at  replacement  of  this  variety).  A  male 
urethral  sound,  as  large  as  the  meatus  will  permit,  passed  into 
the  bladder  is  of  great  assistance  here,  and  likewise  separating 
the  bladder  laterally  first,  will  bring  one  into  the  correct  layers 
for  median  separation.  Again,  all  hemorrhage  must  be  checked, 
the   cervical   artery   being   frequently   torn.     All   this   time   the 

I     ,    '.  ;.■■    ,'/  ,    ; .  / '  1    //•■/ '    nut  /'.  1  11  1 11 .  <;</<  </ . 

Now  separate  the  lateral  attachments  of  the  bladder  from  the 
parametrium,  for,  unless  you  do  so,  the  bladder  will  be  held  down 
laterally,  while  at  its  middle  it  will  ride  on  the  posterior  wall 
of  the  everted  uterus,  resembling  a  letter  U  turned  upside 
down.  Cystitis  due  to  retention  in  these  pockets  will  follow, 
so  that  in  one  of  my  earliest  cases  I  was  compelled  to  do  a 
secondary  operation  (St.  Luke's  case),  which  relieved  the 
condition. 

Fourth,  we  now  open  the  peritoneum,  introduce  a  speculum 
anteriorly,  push  the  bladder  up  against  the  symphysis  and  out 
of  the  way.  Before,  however,  delivering  the  uterus,  we  catch 
the  anterior  fold  of  the  peritoneum  in  a  three-inch  clamp,  since  it  is 
at  times  exceedingly  difficult  to  find  the  peritoneum  after  the 
delivery  of  the  uterus  through  the  opening  made  in  the  peri- 
toneum. Especially  is  this  true  if  the  uterus  is  bulky  and  the 
introitus  vaginae  narrow. 

This  delivery  of  the  uterus  is  the  fifth  step  in  the  operation. 

Sixth,  we  at  once  sew  the  anterior  peritoneum  held  in  the 
three-inch  clamp  to  the  posterior  wall  of  the  uterus  with  a 
running  catgut  stitch  as  low  as  possible  near  the  internal  os, 
unless  we  wish  to  ligate  the  tubes. 

You  will  note  the  peritoneal  cavity  does  not  remain  open  for 
more  than  a  few  seconds;  besides,  no  blood  and  no  raw  surfaces 
come  in  contact  with  the  peritoneal  cavity.  And,  besides,  this 
attachment  of  the  peritoneum  serves  to  hold  the  uterus  in  the 
exaggerated  antellcxed  position.  If,  however,  the  patient  is 
still  in  the  child-bearing  period,  we  do  not  sew  the  peritoneum 
posteriorly  quite  as  low  as  in  the  climacteric  cases,  since  we  need 
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the  peritoneum  later  on  to  assist  in  the  perfect  separation  of 
the  two  cut  ends  of  the  tubes. 

I  then,  seventh,  make  a  circular  cut  through  the  peritoneum  of 
the  tubes,  about  one  and  a  half  centimeters  from  the  cornu  of  the 
uterus,  strip  the  peritoneum  back  both  ways,  ligate  the  tube  twice 
with  fine  silk,  cut  out  a  piece  of  the  tube  between  the  two  ligatures, 
ami  then  draw  the  peritoneum  back  over  the  raw  stumps,  sewing  it 
up  with  fine  chromic  catgut,  and  then  curling  the  proximal  stump 
under  itself  and  sewing  it  once  more  in  that  position. 

Eighth,  /  now  lead  the  peritoneum  in  between  the  two  cut  surfaces 
of  the  tube  and  fix  it  in  the  gap  with  one  or  two  catgut  stitches. 
This,  technically,  is  not  very  easy,  but  quite  possible,  and  I  con- 
sider it  very  essential  for  many  reasons.  It  makes  all  of  the 
operation  extraperitoneal  excepting  the  distal  part  of  the  tube, 
which  is  intraperitoneal,  though  well  covered  with  peritoneum 
(I  call  it  a  peritoneal  screen),  and  then  pregnancy  is  thereby 
absolutely  prevented  (Ries). 

If  the  uterus  is  very  large,  a  strip  may  be  cut  out  of  it,  and  if 
it  contains  fibroids  they  may  be  enucleated. 

I  fix  (ninth)  the  uterus  as  close  as  I  possibly  dare  to  the 
urethra  against  the  pubic  bones.  I  use  twenty-day  chromicized 
catgut  for  this  purpose,  beginning  at  the  upper  end  of  the  vaginal 
incision,  going  through  the  vaginal  mucosa  in  the  side  of  the 
urethra,  then  the  connective  tissue,  through  the  posterior  wall  of 
the  uterus,  and  out  again  on  the  opposite  side  of  the  vaginal 
mucosa.     Two  such  stitches  are  placed  and  closed  at  once. 

Tenth.  I  now  sew  up  the  original  transverse  vaginal  cut. 

Eleventh,  If  there  is  redundant  vaginal  mucous  membrane, 
more  than  I  need  to  cover  the  uterus,  I  cut  this  away  and  close 
anterior  vaginal  wall  by  short  running  and  interrupted  stitches, 
after  having  replaced  the  cervix  back  into  the  vagina  in  the 
hollow  of  the  sacrum. 

Twelfth,  and  last,  I  do  as  high  a  colpoperineorrhaphy  as  the 
sexual  life  of  the  patient  will  permit,  being  assisted  in  this  by 
the  knowledge  of  the  exact  relationship  of  the  rectum  to  the 
vagina  and  posterior  Itouglas  by  the  examination  made  the  day 
before  the  operation.  The  vagina  is  cleansed,  packed  with 
viol'orm  gauze  to  stop  all  oozing,  the  bladder  emptied,  and  the 
patient  placed  in  bed. 

SUMMARY. 

The  two  essential  features  in  this  operation  are: 

1.  The  tamponing  of  the  vaginal  outlet  and  the  support  of 
the  bladder  by  the  artificially  fixed  uterus. 

2,  The  repair  of  the  perineal  body,  vagina,  and  muscles,  and 
the  narrowing  of  the  vagina,  which  sustains  the  atmospheric 
pressure,  while  the  intraabdominal  pressure  is  brought  to  bear 
from  the  direction  of  the  spine  and  assists  in  maintaining  the 
fixed  uterus  in  position. 
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3.  Operative  eases  must  be  divided  into  (a)  the  child-bearing; 
(b)  the  nonchild-bearing;  (c)  tumor  eases,  and  must  be  dealt 
with  accordingly. 

4.  We  must  differentiate  between  mere  hypertrophic  elonga- 
tion of  the  uterus  and  prolapse  of  the  vagina  and  simple  prolapse 
of  the  uterus.  For  instance,  the  fundus  might  be  at  its  proper 
height;  the  external  os  might  be,  however,  way  below  the  spines 
of  the  ischium. 

5.  To  Wilhelm  Alexander  Freund  belongs  the  credit  of  first 
having  performed  the  operation  in  its  most  essential  features, 
all  subsequent  operations  done  abroad  and  at  home  are  either 
valuable  additions  to  or  mere  modifications  of  Freund's  operation. 

6.  Pregnancy  is  the  only  serious  contraindication  to  the 
operation  other  than  those  mentioned. 

7.  The  operation  has  its  limitations  as  described  in  the  paper. 

8.  For  cystocele  I  know  of  no  better  operation. 

9.  For  prolapse  of  the  uterus  it  is  the  most  serviceable  I  have 
employed  in  the  last  twenty  years. 

10.  The  pelvic  connective  tissue  is  the  essential  factor  in  the 
maintenance  of  the  proper  elevation  of  the  uterus  in  conjunction 
with  the  other  structures  referred  to. 

1 1 .  The  pelvic  floor  does  not  deserve  the  credit  of  being  the 
mainstay  of  the  uterus. 

12.  Complications,  such  as  tumors  of  the  adnexa  and  uterus, 
can  be  dealt  with  through  the  same  peritoneal  incision.  Even 
posterior  vaginal  drainage  could  be  employed  if  deemed  neces- 
sary. 

13.  The  peritoneal  cavity  in  uncomplicated  cases  does  not 
remain  open  for  more  than  a  few  seconds,  therefore  are  the 
dangers  of  shock,  infection,  intestinal  adhesions,  intraabdominal 
hemorrhage,  and  the  loss  of  sponges,  instruments,  etc.,  in  the 
abdominal  cavity,  out  of  the  question. 

14.  Sexual  life  is  absolutely  satisfactory. 

15.  Menstrual  complications  have  never  been  observed 
following  the  operation. 

16.  The  urethra  loses  its  "S"  shape  and  becomes  elongated, 
but  neither  incontinence  nor  retention  follow  the  operation, 
since  I  have  learned  how  to  avoid  them. 

17  Pregnancy  must  not  occur  after  the  operation  just  de- 
scribed,  so  that  every  possible  conservative  surgical  device 
must  be  insisted  upon  to  prevent  the  same. 

iS.  In  old  women  the  operation  can  be  done  with  very  little 
pain,  without  anesthesia.  The  incision  into  the  peritoneum 
and  later  on  the  skin  incision  in  the  perineum,  being  the  only 
sensitive  parts  of  the  operation.  The  latter  could  be  done 
under  local  infiltration  anesthesia. 

[9.  All  anatomical  parts  touched  during  the  operation  remain 
extraperitoneal,  excepting  the  stump  of  the  distal  part  of  the 
tube,  and  it  is  carefully  covered  with  peritoneum. 

20    Fatalities,  barring  surgical  accidents,  there  ought  be  none. 
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2 1 .  The  permanent  results  of  the  operation  after  eight  years' 
experience  are  as  perfect  as  after  the  best-known  surgical  methods 
of  treating  any  hernia  in  any  other  part  of  the  body;  2  to  3  per 
cent,  of  relapses  being  the  author's  results  in  nearly  a  hundred 
cases. 

DISCUSSION. 

Dr.  Thomas  J.  Watktns. — I  have  been  very  much  interested 
in  the  operation  which  Dr.  Frankenthal  has  described,  as  I  have 
been  doing  it  for  a  long  time,  as  he  has  told  you,  or  a  very  similar 
operation,  having  performed  the  first  one  in  1898.  I  want  to 
congratulate  him  on  the  excellence  of  his  paper,  and  I  concur  in  \ 
practically  all  he  has  said. 

I  was  much  pleased  with  the  way  in  which  he  described  the 
supports  of  the  uterus.  What  he  said  goes  to  prove  that  ^injuries 
from  lacerations  are  not  all  confined  to  the  perineum  or  the 
vaginal  walls.  These  injuries  also  involve  the  connective  tissue 
higher  up.  There  are  two  or  three  points  I  would  like  to  call 
attention  to.  One  is  the  pathology  of  cystocele.  It  is  an  interest- 
ing study  to  try  to  determine  what  becomes  of  much  of  the  con- 
nective tissue  in  the  anterior  vaginal  wall  in  cases  of  cystocele. 
In  a  normal  case,  if  one  does  a  cystotomy,  they  find  a  very 
thick  septum  between  the  bladder  and  vagina;  and  they  find  in 
doing  cystocele  operations  the  septum  has  become  very  much 
thinner  than  they  would  expect  from  the  amount  of  stretching 
of  the  fascia.  The  fascia  has  not  only  been  stretched,  but 
undoubtedly  a  considerable  amount  of  atrophy  has  taken  place. 

Another  point  I  have  been  looking  for  is  the  pillars  of  a  hernia 
in  cystocele.  You  know  cystocele  is  really  a  hernia  of  the 
bladder,  and  I  have  never  been  able  to  find  any  pillars  on  either 
side,  although  Skene,  some  twenty  years  ago,  called  our  attention 
to  rupture  of  the  septum  in  the  median  line,  with  hernia  of  the 
bladder  and  with  distinct  pillars  of  the  hernial  opening. 

I  vary  the  technic  somewhat  from  that  described  by  Dr. 
Frankenthal,  in  that  I  separate  the  bladder  from  the  vagina  by 
blunt  dissection  with  scissors.  I  also  separate  the  bladder  from 
the  uterus  by  blunt  dissection  with  the  scissors  and  thus  save 
time  and  minimize  hemorrhage.  I  do  not  suture  the  peritoneum, 
but  allow  it  to  drop  over  and  become  adherent  to  the  posterior 
wall  of  the  uterus.  The  operation  otherwise  is  very  much  the 
same  as  that  described  by  Dr.  Frankenthal.  It  is  rather  peculiar 
that  I  have  also  had  three  cases  of  recurrence.  In  my  three 
cases  the  recurrences  have  been  protrusion  of  the  fundus  uteri 
through  the  vulvar  orifice.  In  these  cases  the  uterus  was  very 
large  and  the  prolapse  complete.  Of  late  I  have  been  doing 
what  Dr.  Frankenthal  has  spoken  of,  namely,  not  only  removing 
part  of  the  antcri"i  wall,  but  almost  the  entire  anterior  wall  of 
the  uterus  and  dissecting  out  all  of  the  mucosa,  leaving  the 
posterior  wall  of  the  uterus  to  support  the  bladder.  I  agree 
with  Dr.  Frankenthal  that  this  is  the  only  operation  that  seems 
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to  give  absolutely  certain  results  in  the  cases  of  large  cystocele. 
It  is  practically  impossible  to  close  up  the  opening  between  the 
pubic  bones  and  the  broad  ligaments  with  nothing  short  of 
plugging  it  up  with  the  body  of  the  uterus. 

As  regards  the  greatest  objection  which  can  be  made  to  this, 
namely,  that  of  pregnancy,  it  is  rather  fortunate  that  most  of 
the  bad  cases  of  prolapse  and  cystocele  occur  after  the  meno- 
pause, so  that  the  question  of  pregnancy  does  not  have  to  be 
considered. 

Dr.  Albert  Goldspohn. — It  seems  peculiar,  yet  necessary, 
to  state  that  the  pelvic  floor  is  not  a  regular  support  to  the 
uterus,  but  from  opinions  we  hear  advanced  so  frequently 
and  from  what  we  see  in  print  it  is  quite  in  order  to  state  as  one 
of  the  principles  that  the  pelvic  floor  is  a  separate  structure 
from  the  uterus,  and  has  to  do  with  the  support  of  the  uterus 
only  in  times  of  voluntary  forcible  pressure  from  above,  the 
exercise  of  intraabdominal  pressure,  as  during  defecation, 
urination,  etc.  If,  at  that  time,  when  the  uterus  is  forced  down- 
ward upon  the  pelvic  floor,  there  was  no  diaphragm  in  the 
woman's  pelvis  which  declares  a  halt  to  the  downward  move- 
ment of  the  uterus,  the  supports  of  the  uterus  would  be  over- 
taxed, and  could  no  longer  hold  it  in  its  proper  place.  It  is  due 
to  the  exercise  of  its  physiological  action  or  extreme  pressure 
from  above  that  the  pelvic  floor  is,  for  the  time  being,  a  support 
against  the  excessive  elongation  of  the  proper  actual  uterine 
supports. 

In  regard  to  the  operation  for  prolapse  of  the  uterus,  it  is 
true  that  the  Wertheim  operation,  as  it  is  called,  as  practised 
by  the  gentlemen  who  have  spoken,  will  cure  prolapse;  but  is  it 
necessary,  in  order  to  do  this,  to  turn  the  uterus  away  so  far 
from  its  normal  axis  in  the  woman's  pelvis  as  that  operation 
does?  If  any  infection  should  thereafter  occur  and  produce 
endometritis,  the  endometrium  would  be  beyond  reach,  and 
one  could  not  do  anything  with  it  except  to  extirpate  the  uterus; 
and  then  he  would  have  a  deplorable  situation  for  the  prolapse 
if  he  had  to  remove  the  uterus  after  that  operation.  It  is  con- 
siderations of  this  nature  that  have  deterred  me  from  going  so 
far  as  to  do  the  Wertheim  operation,  because  I  do  not  think  it 
is  necessary  in  order  to  cure  prolapse  in  a  woman  who  cannot 
conceive.  There  is  no  difficulty  in  curing  prolapse,  with  very 
few  exceptions,  without  this  extreme  Wertheim  procedure  in 
women  whom  we  can  sterilize  or  who  are  sterile.  It  can  be 
done  by  displacing  the  bladder  from  the  front  of  the  uterus  on 
top  of  the  fundus  uteri  and  then  fixing  the  anterior  surface  of 
the  uterus  to  the  vaginal  wall,  making  thorough  vaginal  fixation 
with  a  broad  fibrofibrous  union.  And  in  order  to  make  this 
more  durable,  combine  the  vaginal  fixation  with  the  suggestion 
of  a  German,  whose  name  I  cannot  recall  now,  of  doubling  up 
the  anterior  redundant  vaginal  wall,  instead  of  removing  it,  by 
drawing  one  side  denuded  under  the  other,  doubling  it;  and  if 
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doubled,  it  will  support  the  fundus  especially  if  attached  to  it 
above  by  a  broad  denuded  surface,  creating  a  fibrous  union  that 
will  not  let  go.  This,  with  an  effective  operation  upon  the 
levator  ani  and  pelvic  fascia,  to  restore  the  pelvic  floor,  will 
almost  never  permit  a  return  of  prolapse,  in  case  the  vesicocele 
is  not  extremely  large.  If  that  is  the  case,  however,  so  that  the 
anterior  wall,  instead  of  being  partly  raised  within  the  woman's 
pelvis,  protrudes  outward  in  a  downward  direction,  so  that  the 
anterior  part  of  the  vagina  has  an  outward  inclination  entirely, 
then  we  cannot  do  this  vaginal  fixation  to  advantage,  but  we 
can  do  ventrofixation  along  with  the  vaginal  plastics,  and  the 
condition  of  the  bladder  then  will  be  more  healthy  than  it  is  in 
those  cases  where  it  is  detached  and  placed  on  top  of  the  uterus, 
on  the  fundus  or  on  the  upper  side  of  the  uterus.  There  is  no 
difficulty  about  curing  prolapse  in  such  women  whojieed  not 
conceive;  but  the  difficult  problem  has  not  been  mentioned  by  the 
essayist,  and  that  is  how  to  cure  prolapse  in  those  women  who 
ought  still  to  bear  children.  In  this  country  we  are  not  in  that 
dilemma  often.  The  cases  of  prolapse  we  see  are  in  women 
who  are  old  enough  generally  to  surrender  their  reproductive 
capacity,  if  they  have  not  lost  it  already.  Across  the  water, 
where  women  labor,  there  are  not  a  few  instances  of  young 
women  who  still  want  to  bear  children  who  have  a  prolapse,  and 
there  is  the  deficiency,  the  missing  link,  that  our  surgical  technic 
in  gynecology  does  not  yet  fully  cover,  namely,  how  to  fix  the 
uterus  so  that  it  will  be  harmless  in  the  course  of  pregnancy  and 
labor,  and  yet  sufficiently  secured,  so  that  when  combined  with 
anterior  and  posterior  vaginal  plastics,  it  will  not  permit  a 
recurrence  of  prolapse.  If  I  had  such  a  case  to  deal  with,  I 
would  do  transplantation  of  the  round  ligaments,  reenforcing 
them  with  abundant  peritoneum  from  the  broad  ligaments,  into 
the  abdominal  wall,  not  attach  the  uterus  itself  to  anything,  but 
draw  good  substantial  masses  of  round  ligament,  reenforced 
with  peritoneum,  into  stab  wounds  made  through  the  muscle 
and  fascia  of  the  abdominal  wall  after  doing  a  solid  anterior 
colporrhaphy  in  tin-  manner  above  described  and  a  thorough 
restoration  of  the  pelvic  floor  and  perineum. 

Dr.  A.  Belcham  Kkyics.  —I  have  been  extremely  interested 
in  Dr.  Frankenthal's  paper,  and  1  feel  that  he  has  made  the  main 
points  very  clear,  especially  with  regard  to  the  normal  situation 
of  the  uterus,  and  yel  the  question  arises,  Does  one  kind  of 
operation  cure  all  kinds  of  cases ?  This  question  is  a  very  inter- 
esting one,  and  is  a  very  difficult  one  for  us  to  decide.  Cystocele 
i-,  one  of  the  most  puzzling  things  we  have  to  contend  with. 
There  is  often  a  congenital  looseness  of  the  connective  tissue 
between  the  bladder  and  the  cervix  and  vagina,  which  may  be 
considered  as  one  of  the  particular  causes  why  cystocele  is  com- 
mon and  quite  frequent  in  very  young  women.  I  would  like 
to  have  heard  I>r.  Frankenthal  sav  more  about  that,  namely, 
why   we  have  this  marked   looseness    of  the    uterocystic    con- 
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neetive  tissue  and  marked  cystocele  often  without  any  marked 
prolapse  of  the  uterus.  Rectoeele,  we  know,  is  not  so  liable  to 
occur  without  perineal  tears  as  is  cystocele,  on  account  of  the 
greater  tightness  and  strength  of  the  perirectal  connective 
tissue,  yet  both  of  these  are  in  direct  continuation  with  the 
parametrium.  We  should  not  forget  that  there  is  prolapse  of 
the  uterus  which  is  brought  about  by  looseness  in  the  structures 
of  the  upper  part  of  the  pelvic  floor,  in  the  loose  connective 
tissue  which  often  also  occurs  in  women  who  have  not  born 
children.  These  are  primary  prolapses  and  probably  the  cases 
that  have  a  marked  congenital  looseness  of  the  parametric 
connective  tissue;  they  are  more  puzzling  to  us  etiologically  than 
those  we  encounter  after  labor.  Vaginal  prolapse  is  peculiar  in 
that  the  prolapse  occurs  anteriorly  and  posteriorly  and  does  not 
involve  the  vaginal  wall  in  a  circular  fashion,  as  in  rectal  prolapse 
which  comes  down  circularly.  From  primary  prolapse  of  the 
vagina  after  perineal  tears  we  often  have  a  secondary  prolapse 
of  the  uterus,  especially  if  the  uterus  does  not  assume  its  normal 
position  in  anteversion  at  a  normal  height.  If  it  is  retroverted 
it  is  capable  of  being  pulled  down  by  the  vagina,  the  walls  of 
which  are  dragged  on  from  below  by  cystocele  and  rectoeele,  and 
cause  a  secondary  prolapse  from  dragging  on  the  uterus.  We 
see  many  cases  in  the  clinics  that  are  a  combination  of  primary 
and  secondary  prolapse,  where  the  uterus  is  not  prolapsed 
altogether  by  traction  from  below,  but  there  is  an  independent 
deepening  of  the  fornices  and  lower  position  of  the  uterus.  As 
to  whether  the  uterus  is  anteverted  or  retroverted  in  these  cases 
it  does  not  make  much  difference  in  many  cases,  but  there  is 
usually  more  or  less  tendency  to  retroversion.  I  believe  it  is  im- 
portant for  us  to  differentiate  the  types  of  prolapse  of  the  uterus 
whether  partly  primary  or  partly  secondary  from  those  due 
entirely  to  the  vaginal-wall  traction.  You  must  not  forget  that 
while  this  operation  anteverts  the  uterus,  we  have  prolapse  in 
cases  of  marked  anteversion. 

In  speaking  about  conditions  connected  with  the  pelvic  floor, 
I  firmly  believe  we  should  not  talk  about  the  floor  of  the  pelvis, 
but  the  "inferior  abdominal  wall"  is  a  much  better  term.  In 
the  anterior  abdominal  wall,  the  canals  run  obliquely,  so  that 
the  intraabdominal  pressure  acts  by  pressing  the  canal  walls 
together.  If  we  speak  of  the  floor  of  the  pelvis,  the  uterus  is  not 
included.  The  uterus  spreads  the  intraabdominal  pressure  to 
the  lateral  attachments  of  the  levator  ani  muscles,  and  the  recto- 
vesical and  levator  ani  fascia.  Personally,  I  have  never  been 
able  to  convince  myself  that  I  would  undertake  an  operation  like 
this  for  the  relief  of  this  condition;  at  the  same  time,  I  wish  to 
confess  I  do  not  know  a  satisfactory  operation  for  prolapse  of  the 
uterus.  I  have  been  very  much  interested  in  having  heard  of 
Dr.  Frankenthal's  success.  What  he  has  told  us  about  the  con- 
nective tissue  in  the  pelvis  I  believe  is  perfectly  right,  but  what 
causes  this  pelvic  connective  tissue  of  the  parametrium  to  become 
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relaxed3  Also  what  causes  the  paracvstitic  and  paraproctitie 
tissues  to  become  extremely  relaxed  in  one  type  of  infection,  but 
in  another  type  of  infection  we  find  strong  scars  to  be  the  main- 
stays of  the  pelvic  organs. 

I  would  like  very  much  to  hear  what  Dr.  Frankenthal  has  to 
say  about  the  pathology  of  the  connective  tissue,  and  particularly 
with  reference  to  the  point  as  to  what  makes  the  strong  con- 
nective tissue  at  one  time  and  loose  connective  tissue  at  another. 

Dr.  Channing  W.  Barrett. — I  rise  to  speak  more  of  prin- 
ciples than  details  in  considering  this  subject  of  operation  for  the 
relief  of  prolapse  of  the  uterus.  I  think  to  anyone  who  has 
followed  this  operation  there  arises  no  doubt  as  to  its  ability  to 
fix  the  uterus  at  a  given  point  in  most  cases,  the  uterus  perhaps 
coming  down  in  a  small  percentage  of  cases.  But  this  operation 
fixes  the  uterus  at  the  low  point  at  which  it  prolapsed,  turned 
bottom  side  up,  and  in  a  cramped  or  pathological  position.  It  is 
quite  like  the  fixation  of  a  slightly  movable  kidney  at  the  lowest 
point  at  which  it  can  be  moved.  It  is  like  undertaking  to  cure 
an  inguinal  hernia  of  the  uterus  through  a  large  opening  by 
sewing  the  uterus  in  the  canal  without  the  hernial  opening  being 
closed.  There  are  certain  things  which  must  be  done  in  work 
of  this  kind.  We  have  to  deal  here,  as  Dr.  Keyes  has  pointed 
out  and  laid  stress  upon,  with  the  importance  of  the  lower  wall 
of  the  abdomen.  The  pelvic  floor,  so-called,  being  the  most 
important  part  of  the  wall  of  the  abdomen,  needs  to  be  the 
strongest.  In  human  beings  who  walk  in  the  upright  position, 
that  strength  is  given  by  the  levator  ani  muscle,  and  that  should 
furnish  a  strong  but  indirect  support  for  the  pelvic  and  abdominal 
organs.  In  these  cases  of  prolapse  we  are  dealing  with  a  hernia 
just  as  much  as  in  a  case  of  hernia  in  the  inguinal  region,  and  to 
cure  that  hernia  we  have  got,  first,  to  get  a  good,  strong  pelvic 
floor.  We  have  got  to  make  the  lower  wall  of  the  abdomen 
strong,  and  we  do  so  by  uniting  the  levator  ani  muscle.  \Yc 
could  make  it  stronger  if  we  did  not  leave  the  vagina  patulous; 
but  it  must  be  left  patulous  in  most  cases.  Only  a  few  patients 
are  willing  not  to  have  it  left  so.  We  must  not  only  create  a  good 
pelvic  floor,  thereby  carrying  the  lower  end  of  the  vagina  forward, 
but  we  must  carry  the  upper  end  of  the  vagina  well  backward 
to  put  it  in  an  oblique  direction,  so  that  the  same  conditions 
may  obtain  that  obtained  in  the  first  place.  We  have  the 
anterior  segment  coming  down  upon  the  posterior.  The  same 
conditions  obtain  in  the  anatomy  of  the  inguinal  region,  the 
internal  oblique  pressing  against  the  external.  In  addition  to 
that,  we  must  not  only  have  the  upper  end  of  the  vagina  carried 
backward,  but  the  uterus  must  be  put  at  an  angle  to  the  vagina, 
and  that  does  not  mean  necessarily  that  it  must  be  put  at  such  an 
angle  that  it  is  parallel  with  the  vagina  and  sewed  there.  This 
would  be  a  most  unhappy  condition,  of  course,  as  tin  issa\ist 
has  said,  if  pregnancy  should  occur,  it  would  also  be  an  unfor- 
tunate condition    if  any   pathological  condition  should  develop 
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in  the  uterus.  We  should  deal  with  these  cases  so  that  these 
conditions  can  obtain:  A  good  pelvic  floor,  the  vagina  put  in 
an  oblique  direction,  to  force  exerted  from  above,  and  the  uterus 
put  at  an  angle  with  the  vagina.  In  these  cases  we  are  fre- 
quently dealing  with  patients  who  have  passed  the  menopause. 
They  have  pathological  uteri  in  a  great  many  instances,  and 
hysterectomy  should  be  done,  and  in  cases  in  which  hysterectomy 
is  not  needed,  any  operation  which  throws  the  cervix  backward 
and  the  uterus  out  of  line  with  the  vagina  is  a  much  less  patho- 
logical operation,  and  I  am  not  in  the  posit  on  that  Dr.  Keyes 
says  he  is,  that  we  know  not  what  to  do  in  cases  of  prolapse. 
We  are  dealing  with  a  hernia,  and  that  hernia  can  be  cured  as 
absolutely  as  any  other  condition. 

It  seems  to  me,  we  have  arrived  at  a  time  when  we  should 
not  talk  about  atmospheric  pressure  as  a  support  of  the  uterus. 
It  is  entirely  a  myth.  The  same  conditions  obtain  within  the 
abdomen,  so  far  as  the  supports  are  concerned,  as  obtain  in  this 
room,  and  atmospheric  pressure  will  no  more  sustain  an  organ  in 
the  abdominal  cavity  than  it  will  sustain  a  chair  in  the  air. 

Dr.  Carl  Wagxer. — Women  in  the  child-bearing  age  must 
not  be  subjected  to  this  operation,  unless  there  exists,  at  the  same 
time,  an  indication  for  sterilization.  This  was  illustrated  to  me 
two  years  ago  in  a  case  in  which  a  gynecologist  had  performed 
the  Freund  operation  for  prolapse  two  years  previously.  The 
complications  during  labor  were  so  great  that  Dr.  Hoag,  who  had 
associated  with  me  in  the  case,  and  I  had  to  resort  to  Cesarean 
section,  which  fortunately  saved  both  mother  and  child. 

Dr.  Frankenthal  (closing  the  discussion). — The  first  gentle- 
man who  spoke  said  I  had  left  out  the  essential  part  of  my 
paper,  namely,  as  to  what  operation  should  be  done  for  prolapse 
of  the  uterus  in  women  who  wished  to  become  pregnant  and 
could  not  be  operated  by  this  method.  He  missed  the  object 
of  the  paper.  I  did  not  say  this  was  the  operation  I  performed 
on  women  who  were  to  become  pregnant,  but  that  I  did  it  on 
women  who  are  not  to  become  pregnant — women  who  had  a 
sufficiently  large  number  of  children,  and  who  were  satisfied  to 
have  this  operation  done  after  due  consideration,  even  going  so 
far  as  to  say  to  a  woman  that  your  children  may  all  die  of  diph- 
theria and  sacrlet  fever,  and  then  what  would  you  do?  Would 
you  be  satisfied  if  this  operation  was  done  on  you?  I  think 
this  criticism  is  out  of  the  question  entirely,  so  far  as  the  purpose 
of  the  paper  is  concerned.  In  the  next  place,  reference  was 
made  by  the  doctor  to  the  unfortunate  position  of  the  uterus 
in  cases  of  infection  of  the  endometrium.  Personally,  I  have 
not  had  very  much  success  in  treating  the  endometrium  at  any 
time  and  in  any  way,  so  that  in  the  event  of  the  endometrium 
becoming  infected,  I  personaly  think  it  would  take  care  of 
itself  just  as  well,  without  any  treatment,  curettage,  topical 
applications,  etc.,  as  by  methods  the  doctor  might  use. 

The  other  question  that  was  asked  was  as  to  the  reason  why 
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cystocele  might  occur  and  the  uterus  prolapse.  It  was  stated 
in  the  paper  that  in  many  cases  there  is  an  unusually  low  inser- 
tion of  the  anterior  peritoneum  as  well  as  posterior  peritoneum, 
though  it  need  not  be  both.  In  these  cases  there  is  very  little 
cellular  tissue  between  the  uterus  and  bladder.  There  is  like- 
wise very  little  cellular  tissue  in  front  of  the  bladder  to  hold  it 
in  position.  I  could  not  go  into  anatomic  details  in  my  paper. 
The  question  comes  up,  Why  do  hernias  occur  in  any  other  part 
of  the  body:*  Probably  a  hernia  occurs  on  account  of  poor 
development  of  that  particular  structure. 

We  are  all  very  familiar  with  the  position  of  Dr.  Barrett  in 
regard  to  this  subject,  and  I  do  not  think  it  is  necessary  to 
answer  him,  because  I  have  my  own  views  on  this  subject,  and 
he  has  his.  I  have  given  you  the  reasons  for  this  operation,  and 
if  I  were  to  answer  Dr.  Barrett,  I  should  simply  repeat  parts 
of  my  paper. 

Dr.  Charles  B.  Reed  read  a  paper  entitled 

PUBIOTOMY  :     AN  OPERATION  FOR  THE  GENERAL  PRACTITIONER.* 
DISCUSSION. 

Dr.  Charles  E.  Padd  ck. — Any  operation  which  has  for  its 
object  the  lessening  of  accidents  during  childbirth  and  the  re- 
duction of  infant  mortality  and  morbidity  in  delivery  is  welcome, 
and  the  essayist  has  shown  that  pubiotomy  or  hebosteotomy 
will  do  this. 

I  am  glad  to  be  able  to  agree  with  him  in  some  respects  as  to 
the  value  of  the  operation.  Symphysiotomy  has,  I  believe,  had 
its  dav.  It  came  in  a  decade  ago,  heralded  by  numerous  statis- 
tics, favorable  and  unfavorable,  depending  a  great  deal  upon  the 
enthusiasm  of  the  operator.  In  this  country  it  was  short-lived, 
but  in  localities  there  are  still  advocates  who  report  wonderful 
results. 

Personally,  I  am  not  in  favor  of  the  operation  of  symphysi- 
otomy, and  believe  the  operation  of  hebosteotomy  will  accomplish 
all  that  is  asked  of  symphysiotomy,  with  lessened  risks  to  the 
mother. 

Pubiotomy  has  in  its  favor  the  usual  quick  recovery  of  the 
patient,  whereas  symphysiotomy  requires  a  long  convalescence, 
thirtv  days  at  least  being  the  earliest  time  at  which  the  patient 
is  allowed  to  get  up. 

Pubiotomy  requires  no  specially  prepared  bed,  neither  need 
the  woman  be  placed  in  a  cast  or  any  especially  picp:uvd  bandage. 

Pubiotomy  is  followed  by  bony  union,  while  the  result  in 
symphysiotomy  is  a  fibrous  union.  At  least,  this  is  my  con- 
clusion, although  the  essayist  states  to  the  contrary. 

I  must  take  issue  with  the  essayist  as  to  the  simplicity  of  this 

operation.     It  is  simple  if  your  technic  is  good.     If  not,  grave 

results  may  ensue.      In  the  hands  of  skilled  operators  the  bladder 

has  been  punctured,  the  hemorrhage  has  been  severe,  and  in  one 

*For  original  article,  seepage  ioo. 
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case  the  patient  bled  to  death  in  spite  of  the  operation.  Rupture 
into  the  vagina  with  subsequent  infection,  etc.,  are  reported. 
With  these  facts  before  us,  I  do  not  believe  that  the  operation 
is  one  for  all  doing  obstetrical  work,  neither  do  I  believe  because 
of  the  numerous  complications  reported  that  it  is  an  operation 
for  the  home,  but  should  be  done  in  a  hospital. 

My  experience  so  far  has  been  but  one  case,  and  I  am  as 
enthusiastic  as  the  essayist  as  to  its  good  results.  In  the  case 
which  I  have  not  yet  reported  the  patient  suffered  no  more 
following  the  operation  than  following  an  ordinary  delivery, 
and  at  the  end  of  two  weeks  she  left  the  hospital  apparently 
perfectly  well,  with  good  firm  union. 

Dr.  Victor  J.  Baccus. — With  reference  to  the  armamen- 
tarium referred  to  by  Dr.  Reed,  I  have  had  some  experience 
with  the  Gigli  wire  saw  in  operating  on  other  bones  than  the 
pelvic,  such  as  resection  of  the  elbow,  and  it  is  my  experience 
that  the  Gigli  saw  breaks  easily,  and  instead  of  having  one  it 
would  be  well  to  have  two  or  three,  at  least,  at  hand. 

Dr.  Carl  Wagner. — Pubiotomy  is  still  a  very  open  question, 
as  we  may  recognize  from  the  fact  that  every  year  new  methods 
are  advanced.  The  tendency  is  to  effect  a  permanent  enlarge- 
ment of  the  pelvic  ring. 

The  osteoplastic  operations  which  have  enjoyed  a  wider 
reputation  are  those  of  Crede,  Hammerschlag,  and  Schickele, 
and  the  more  recent  one  of  Bumra.  With  the  exception  of 
the  latter,  they  are  all  objectionable  from  a  purely  surgical  stand- 
point. Crede's  operation  consists  in  the  removal  of  a  piece  of 
the  ramus  horizontalis  of  the  os  pubis,  and  implanting  it  be- 
tween the  cut  surfaces  of  the  bone  after  pubiotomy.  There  is 
great  danger  of  suppuration  of  this  isolated  piece  of  bone.  But 
even  without  suppuration  there  is  another  great  objection  to 
the  Credo  operation,  consisting  in  the  fact  that  the  resection  of 
a  piece  of  bone  produces  a  defect  in  an  important  part  of  the 
ring  of  the  pelvis  at  the  foramen  obturatorium,  because  on  this 
part  the  recti  muscles  of  the  abdomen  and  the  fascia  of  the 
ligamentum  Gimbernati  are  inserted.  This  defect  creates  a 
disposition  to  the  formation  of  hernia,  which  will  surely  follow 
if  the  periosteum  on  the  posterior  aspect  of  the  bone  cannot  be 
preserved  intact  during  the  operation.  This  step  of  the  opera- 
tion alone  constitutes  a  difficult  test  for  the  surgeon's  skill.  A 
safer  method  would  be  the  interposition  of  a  heterotope  bone,  like 
from  the  tibia,  as  Hammerschlag  proposes,  or  the  doubled 
bayonet-shaped  bone  plastic  of  Schickele.  Bumm  tries  to  solve 
the  problem  by  dividing  the  pubis  in  an  oblique  line  through 
the  descending  ramus  toward  the  angle  at  its  symphyseal  end. 
He  has  devised  a  special  needle  which  1  show  you  here.  This 
differs  from  the  Doederlein  and  Bachelle  needle  in  so  far  that 
its  curve  is  on  a  line  with  the  axis  of  the  handle,  is  somewhat 
larger,  and  is  introduced  from  below.  The  manipulation  of  the 
instrument  is  in  itself  simpler,  and  being  inserted  from  below, 
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is  not  hampered  by  the  abdominal  motion  during  labor  con- 
tractions. The  oblique  division  of  the  bone  leaves  quite  a 
projection  on  each  side,  the  terminal  ends  of  which  will  serve 
as  means  for  apposition  and  bony  union.  It  is  claimed  that 
danger  from  hemorrhage  is  much  less,  and  results  in  general 
satisfaction,  a  statement  which  has  been  substantiated  by 
forty-odd  cases  reported  a  year  ago. 

Dr.  Reed  (closing  the  discussion). — I  am  very  glad  to  have 
the  valuable  support  of  Dr.  Paddock  in  the  cases  we  are  discuss- 
ing to-night.  I  could  not  ask  for  more  satisfactory  testimony 
of  the  value  of  this  operation  than  that  which  has  been  given. 
I  did.  not  intend  in  any  way  to  minimize  the  importance  of  the 
operation  by  saying  that  only  three  instruments  were  necessary 
for  its  performance.  I  did  not  mean  that  it  was  necessary  to 
leave  all  other  instruments  at  home,  but  it  is  nevertheless  true 
that  the  operation  can  be  done  practically  with  the  three  instru- 
ments I  have  mentioned.  The  operation  is  simple,  and  if  a 
practitioner  has  not  mastered  the  technic  he  can  acquire  it 
without  difficulty.  To  anyone  who  has  seen  the  high  forceps 
operation  done,  who  has  seen  the  terrible  mortality  following  it, 
who  has  seen  the  great  difficultv  in  delivering  a  child  by  version 
through  a  contracted  pelvis,  and  knows  that  this  simple  expedient 
will  relieve  the  situation  entirely,  he  is  not  taking  advantage  of 
all  the  resources  at  his  command  if  he  does  not  utilize  this 
procedure.  So  far  as  high  forceps  is  concerned,  Tarmer  himself 
in  a  public  avowal  has  acknowledged  that  so  far  as  the  child 
is  concerned,  the  mortality  is  eiual  almost  to  craniotomy;  and 
so  far  as  concerns  the  mother,  the  results  are  much  worse  than 
those  of  craniotomy  on  the  child,  so  that  I  cannot  see  but  what 
my  position  is  justified.  I  do  not  think  everybody  is  going  to 
do  pubiotomy,  but  a  slight  experience  on  the  cadaver  and  a 
selection  of  cases  is  all  that  is  necessary  to  relieve  us  from,  at 
least,  50  per  cent,  of  the  horrible  consequences  of  high  forceps 
and  difficult  versions  and  extractions  where  the  child  is  imperiled, 
the  mother  crippled  for  life,  and  the  physician  is  exhausted  for 
a  week  thereafter. 
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Meeting  of  February  5,   1909. 
The  Pn  -/./.  nt,  I.  S.  Stone,  M.  D.,  in  the  Chair. 

The  paper  of  the  evening,  by  Dr.  E.  P.  Davis,  of  Philadelphia, 
was  on 

I  III    SDRGICAL  TREATMENT  OF  COMPLICATED  VAGINAL  PARTURITION. 

The  subject  was  considered  under  three  heads:  Hemorrhage, 
Infection,  and  Shock.  Hemorrhage  was  in  part  preventable  by 
using  ether  as  an  anesthetic,  giving  strychnine  during  labor,  and 
ergot  after  labor.  Then  the  uterus  should  be  packed  with  gauze 
rather  than  irrigated  with  ice  or  vinegar.  Infection  was  to  be 
prevented  by  moderate  cleansing  of  the  woman's  parts  with  warm 
lysol  in  the  simple  cases  or  shaved  and  surgically  cleansed  in 
cases  before  intrauterine  manipulations.  Closure  of  lacerations 
especially  in  the  cervix  prevented  infection.  Such  suturing  was 
done  at  times  twenty-four  to  thirty-six  hours  after  labor,  but 
never  a  week  postpartum.  Shock  was  to  be  prevented  by  early 
operation  under  ether  and  the  use  of  strychnine  and  ergot.  Many 
of  the  cases  called  shock  were  truly  the  effects  of  hemorrhage. 

DISCUSSION. 

Dr.  Fry  discussed  the  subject  of  hemorrhage,  noting  the  two 
types  of  bleeding,  one  from  the  placental  site  and  the  other  from 
a  laceration.  The  lacerations  of  the  canal  should  be  sewed  up, 
but  the  cervix  lacerations  should  not  be  sewed  up,  as  a  rule. 
Eighty  per  cent,  of  the  cervix  lacerations  had  been  reported  as 
healing  without  operation.  The  hemorrhages  from  the  placental 
•  uld  be  controlled  not  only  by  strychnine,  but  also  by 
quinine  during  and  ergot  alter  labor.  He  thought  that  intro- 
duction of  the  hand  or  instruments  into  the  vagina  was  not  desir- 
able, if  it  was  possible  to  avoid  it  and  hence  massage  of  the  uterus 
through  the  abdomen  and  ice  applications  to  the  abdomen  were 
his  first  resource.  Then  he  used  an  intrauterine  douche  of  sterile 
water  or  salt  solution  at  [20°,  and  if  that  failed  used  the  intra- 
uterine packing,  but  always  with  the  feeling  of  the  risk  of  infection. 
This  he  removed  alter  twenty  lour  hours  and  followed  its  removal 
1>    a  hot  salt  solution  doui  he 
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Dr.  Moran  discussed  the  question  of  infection  and  said  that 
he  did  not  use  disinfectants  in  the  parturient  canal,  preferring 
salt  or  water.  In  the  cases  of  sepsis  the  germs  were  already 
beyond  the  reach  of  any  douche,  and  in  sapremia  water  was 
all  that  was  necessary  to  remove  the  remaining  uterine  contents. 
He  thought  that  infections  might  be  reduced  by  the  suture  of  the 
deep  cervical  lacerations,  but  all  lacerations  were  not  to  be 
sutured. 

Dr.  Miller  agreed  with  Dr.  Davis  that  shock  was  a  rare  con- 
dition and  could  be  prevented  in  large  part.  The  differential 
diagnosis  from  concealed  hemorrhage,  ruptured  or  inverted 
uterus  always  had  to  be  considered  as  did  the  syncope  of  heart 
origin  and  bodilv  exhaustion,  none  of  which  were  true  shock. 
The  treatment  of  shock  was  rest,  mental  and  physical,  such  as 
could  be  obtained  by  the  use  of  morphine. 

Dr.  King  commented  on  the  variation  in  the  physiology  of 
labor  in  woman  from  that  of  all  other  females  as  the  cause  of 
hemorrhage,  infection,  and  shock.  The  position  of  the  woman  in 
bed  was  abnormal,  the  squatting  posture  being  the  natural  and 
most  efficient  in  expelling  the  uterine  contents.  The  care  of  the 
infant  by  an  outsider  was  also  unique  and  the  natural  nursing  of 
the  child  would  tend  to  prompt  uterine  contraction.  Ante- 
and  postpartum  examinations  of  the  uterus  and  vagina  by  the 
hand  of  the  man  was  also  unnatural.  Thus  the  physician  pro- 
duced many  evils  for  which  later  he  had  to  find  a  cure.  A 
return  to  physiological  procedures  would  be  a  great  advance. 
The  goal  of  obstetrics  should  be  to  become  at  least  skillful  enough 
to  avoid  vaginal  examinations  and  learn  all  that  was  essential  by 
abdominal  examination. 

Dr.  Stokes  noted  the  fact  that  it  is  the  Japanese  custom  still 
to  go  through  labor  in  the  squatting  posture. 

Dr.  BoVEE  was  pleased  to  note  the  reference  to  suture  of  the 
uterosacral  ligaments  to  prevent  retroversion.  In  the  treat- 
ment of  shock  Boise  had  long  ago  learned  that  the  condition 
was  one  of  spasm  and  had  found  the  treatment  by  opium  and 
atropine  the  most  efficacious.  Crilc  had  recently  added  the 
administration  of  salt  solution  continuously.  Under  this  treat- 
ment strychnine  and  ergot  werenol  needed. 

Dr.  Davis,  in  closing,  said  that  he  sawver\  few  normal  cases  of 
labor  because  in  his  practice  he  attended  either  the  rich  or  the 
charitj  hospital  cases.  He  used  the  lateral  posture  exclusively, 
and  did  his  best  to  get  a  spontaneous  delivery,  but  when  it  came 
to  operation  he  got  a  professional  anesthetist  and  took  all  the 
precautions  of  a  laparotomy  including  the  assistance  of  two 
nurses.  He  also  charged  surgical  Ices.  As  to  the  treatment  of 
hemorrhage  he  packed  the  uterus  in  every  case  because  he  con- 
sidered that  every  woman  who  was  unable  to  deliver  herself 
had  inefficient  contractile  power  in  the  uterus  and  ought  not  to 
be  allowed  to  run  the  risk  of  hemorrhage.  He  packed  with 
[i  i  pei  ceni .  iodoform  gauze. 
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Meeting  of  February   iS,    1909. 
The  President,  I.  S.  Stone,  M.  !>..  in  the  Chair. 
Dr.  J.  D.  Morgan  read  the  essay  of  the  evening  on 

ACUTE    ANTERIOR   POLIOMYELITIS.* 
DISCUSSION. 

Dr.  Grasty  opened  the  discussion  noting  as  one  of  the  syno- 
nyms for  the  disease  West's  morning  paralysis,  on  account  of 
the  frequent  discovery  of  the  paralysis  when  the  child  woke  up 
in  the  morning.  The  type  of  the  paralysis  was  more  often  para- 
or  monoplegia  than  hemiplegia.  The  differentiation  had  to  be 
made  from  spastic  paralysis  of  cerebral  origin.  The  epidemics 
seemed  to  show  that  the  cases  were  due  to  infection  through  the 
alimentary  tract  with  subsequent  distribution  by  the  blood  and 
lymph  to  the  central  nervous  system.  The  late  treatment  sh<  mid 
be  orthopedic  but  in  the  subacute  stages  he  thought  electricity 
good  for  muscle  exercise  and  circulation. 

Dr.  Wm.  A.  White  said  that  the  microbic  origin  of  the  disease 
was  proven  bv  the  epidemics  and  the  occurrence  of  several  cases 
in  one  family  during  a  short  period.  That  the  selective  affinity  of 
the  disease  for  the  cells  of  the  anterior  horn  cells  was  not  explained 
further  than  bv  calling  it  a  thrombosis  of  areas  supplied  by  these 
single  arteries.  Tabes  dorsalis,  on  the  other  hand,  which  was  the 
corresponding  lesion  of  the  posterior  half  of  the  cord  was  a 
meningitic  affection  in  which  brain  peduncles,  motor  tracts,  bul- 
bar nuclei,  and  even  the  meninges  at  times  were  involved,  and 
Si  1  was  to  be  considered  as  a  widespread  disease  as  compared 
with  the  anterior  horn  cell  destruction  of  anterior  poliomyelitis. 
In  some  cases  there  was  a  very  extensive  involvement  at  the 
onset,  all  four  limbs  being  paralyzed,  and  yet  the  final  result  gave 
paralysis  of  only  one  limb.  The  process  of  improvement  might 
continue  for  a  vear  if  all  the  muscles  were  kept  active,  and 
during  thai  period  of  possible  improvement  no  tendon  trans- 
plantation or  nerve  decussation  operation  should  be  tried.  The 
treatment  in  the  acute  stage  was  rest.  But  as  soon  as  possible 
voluntary  movement  of  the  leg  should  be  sought.  This  was 
often  possible  in  a  warm  bath  when  it  was  not  possible  in  the  air. 
The  case  reported  by  Dr.  Morgan  showed  probably  a  limited 
involvement  of  the  meninges  as  evidenced  by  the  partial 
Kemig  reaction.  The  involvement  of  the  abdominal  muscles 
mighl  he  the  only  symptom. 

Dr.  Shands  said  that  fourteen  years  ago  he  had  discussed 
the  early  mechanical  treatmenl  of  anterior  poliomyelitis. 
Bearing  on  intestinal  infection  as  the  origin  of  the  disease  63 
per  cent,  of  the  cases  repotted  by  l)r.  Gibney  followed  attacks 
of  diarrhea.  The  limb  should  be  protected,  especially  at  the 
joints,  to  prevent  distortion  due  to  position.  Six  months  would 
cover  the  time  of  improvement.  Braces  should  be  applied  b} 
*Scc  original  article,  p.  1061,  vol.  lix,  No.  6. 
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a  physician,  not  an  instrument  maker,  in  order  to  support  the 
proper  muscles.  He  showed  casts  of  club-feet  following  polio- 
myelitis paralysis  of  various  groups  of  muscles.  He  noted  the 
change  in  growth  of  bones  in  the  cases  where  the  trophic  nerves 
were  affected.  He  said  that  electricity  and  massage  would  not 
restore  degenerated  nerves  and  muscles,  though  they  might  de- 
velop parts  of  muscles. 

Dr.  Carr  said  that  these  cases  were  a  great  prey  for  quacks, 
and  therefore  the  physicians  should  do  everything  possible  to 
hold  their  confidence.  The  greatest  improvement  occurred  in 
the  first  six  weeks,  and  after  that  galvanic  electricity  and  massage 
helped  to  keep  up  the  nutrition  of  the  muscles  during  the  sub- 
acute stage.  He  had  seen  one  case  in  which  the  arm  had  had  a 
humerus,  the  size  of  a  lead  pencil,  while  the  forearm  was  of  normal 
adult  size.  The  humerus  had  been  fractured  and  the  subsequent 
history  of  the  fracture  was  perfectly  normal  in  spite*  of  the  evi- 
dent trophic  change  in  the  bone.  In  another  case  an  adult  with 
an  infantile  leg  due  to  trophic  changes  in  the  bones  had  had  the 
leg  amputated.  In  the  acute  stage  the  physician  should  attempt 
to  limit  the  spread  of  the  disease  by  keeping  the  patient  lying 
on  his  face  on  a  water-bed  and  applying  cold  to  the  spine. 

Dr.  Wall  called  attention  to  the  fact  that  in  epidemics 
meningeal  types  of  the  disease  were  recognized.  Some  of  the 
cases  showed  the  intense  type  of  coma  at  the  onset  followed  by 
more  or  less  complete  paralysis.  He  thought  that  massage  did 
good  in  keeping  up  the  tone  of  the  muscles  and  might  stimulate 
the  growth  of  the  nerves  and  make  them  gain  new  functions. 

Dr.  Adams  considered  acute  anterior  poliomyelitis  a  very 
deceptive  disease.  The  early  diagnosis  w^as  not  feasible,  except 
by  exclusion,  before  paralysis  set  in.  The  earlier  symptoms  were 
those  common  to  all  acute  infectious  diseases,  and  after  two  to 
five  davs  paralysis  sets  in.  If  there  was  no  improvement  in 
six  to  eight  weeks  there  would  be  none,  though  other  muscles 
might  learn  to  compensate  for  the  loss  of  those  paralyzed.  The 
treatment  aftei  the  diagnosis  was  orthopedic  to  prevent  deform- 
ity. He  knew  of  no  means  of  preventing  the  extension  of  the 
disease. 

Dr.  Acker  had  read  a  paper  on  the  subject  seven  or  eight 
years  ago.  In  the  New  York  epidemic  peculiar  types  of  the 
disease  were  seen  with  intense  neuritis  and  meningitis.  The 
condition  seemed  to  be  associated  with  other  infectious  diseases. 
In  Washington,  some  years  ago,  he  had  seen  eight  cases  in  one 
vear,  and  that  he  considered  as  a  small  epidemic.  The  cases  in 
the  hospital  improved  so  much  in  the  first  six  or  eight  weeks  thai 
as  a  rule  they  were  discharged,  but  they  continued  to  improve 
injunction  for  six  to  twelve  months. 

Dr.  Wellington  said  thai  when  he  had  been  in  the  hospital 
he  had  tried  electricity  and  strychnine  to  attempt  to  improve  the 
function  of  the  paralyzed  muscles,  but  savi  qo  benefit  from  the 
treatment. 
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Dr.  Morgan-,  in  closing,  said  that  he  considered  Dr.  White's 
suggestion  of  the  movement  of  the  leg  in  a  bath  a  very  useful  one. 
In  some  cases  the  tympanites  was  due  possibly  to  paralysis  of 
the  abdominal  muscles.  The  cervical  and  lumbar  cord  regions 
were  more  often  affected  because  of  the  poorer  circulation  in 
those  parts.  The  treatment  should  be  sought  in  the  line  of  a 
serum  for  this  specific  organism.  In  some  cases  the  diplococcus 
intracellularis  had  been  found,  and  in  these  Flexner's  serum  might 
be  of  advantage. 


Meeting  of  March  5,  1909. 
The  President,  I.  S.  Stone,  M.  D.,  in  the  Chair. 
Dr.  Vaughan  presented  a  specimen  of 

RUPTURED   TUBAL    PREGNANCY  WITH    AMNION    UNBROKEN,  GIVING 
SYMPTOMS  OF  DISEASE  OF  THE     BILIARY  TRACT. 

The  patient  was  a  woman  thirty-five  years  old,  married  eight 
years,  and  had  had  several  abortions,  the  last  one  over  two  years 
ago.  During  the  last  two  and  one-half  years  she  has  suffered 
much  from  attacks  of  pain  in  the  epigastrium  and  region  of  the 
gall-bladder  and  region  of  the  right  shoulder-blade,  also  vomiting. 
These  attacks  came  on  at  intervals  of  a  few  weeks  or  a  few 
months,  and  were  regarded  as  gall-stone  colic,  especially  as 
,aundice  sometimes  occurred. 

The  patient  considered  herself  pregnant,  as  there  had  been  no 
menstruation  for  two  months,  and  her  family  physician  Dr. 
Ward  confirmed  this  diagnosis.  When  called  to  see  the  patient 
I  agreed  with  the  family  physician  as  to  there  being  trouble  with 
the  biliary  tract  and  the  necessity  for  an  operation,  as  the 
paroxysms  of  epigastric  pain  and  vomiting  were  frequent  and 
severe. 

At  the  operation  nothing  abnormal  could  be  detected  about 
the  gall  bladder,  ducts,  liver,  pancreas  or  stomach,  but  the  great 
omentum  was  found  attached  below,  and  on  making  traction  the 
attachments  broke  with  considerable  hemorrhage  in  the  region 
cif  the  pelvis,  further  examination  disclosed  a  tubal  pregnancy, 
the  fetus  being  situated  in  the  right  Fallopian  tube  surrounded 
by  blood-clots,  except  in  front,  where  evidently  the  great  omentum 
had  been  attached,  and  through  the  transparent  unbroken 
amnion  the  fetus  was  clearly  seen,  apparently  slowly  moving 
from  side  to  side.  The  margins  of  the  ruptured  tube  from  which 
the  omentum  had  been  detached  were  still  bleeding  and  many 
blood-clots  of  different  age  were  seen  in  the  abdominal  cavity. 
The  tube  with  the  fetus  was  removed,  leaving  the  ovary  and  the 
abdomen  closed.  Uneventful  recovery.  The  important  point 
in  this  case  is  the  presence  of  pain  in  the  epigastrium  and  the 
jaundice  which  caused  an  erroneous  diagnosis  of  biliary  trouble 
to  be  made.     The  explanation  which  occurs  to  me  is  that  the 


142  TRANSACTIONS   OF    THE 

attachments  of  the  omentum  to  the  tube  caused  pain  in  the 
epigastrium  when  traction  was  made  on  the  omentum,  and  that 
the  jaundice  was  due  to  the  absorption  of  the  blood  effused  into 
the  peritoneal  cavity. 

It  is  possible  that  further  observation  may  reveal  some  disease 
of  the  bile  ducts,  liver,  or  pancreas  which  could  more  satis- 
factorily explain  the  paroxysms  of  pain  and  the  jaundice. 

DISCUSSION. 

Dr.  J.  Taber  Johnson  did  not  consider  the  jaundice  as  other 
than  an  accidental  complication  of  the  tubal  condition.  He 
discussed  the  point  of  deferred  operation  in  cases  of  ectopic 
pregnancy  with  rupture,  and  said  that  the  operation  was  just  as 
imperative  as  in  any  other  acute  condition,  and  thafit  was  not 
justifiable  to  attempt  to  postpone  the  operation  until  fetus  was 
of  viable  age,  on  account  of  the  marked  increase  of  danger  to  the 
mother. 

Dr.  vStone  did  not  believe  that  the  epigastric  pain  could  be 
accounted  for  in  the  pelvic  origin  with  pains  due  to  omental 
traction  on  adhesions.  He  thought  that  the  yellow  discolorations 
of  the  skin  should  be  subdivided  into  groups  and  the  term 
jaundice  limited  to  those  of  hepatic  origin  and  confirmed  by 
other  signs  of  presence  of  bile  in  other  places. 

Dr.  Sothoron  asked  if  a  vaginal  examination  had  been  made 
with  the  patient  under  the  anesthetic. 

Dr.  Abbe  suggested  that  since  the  jaundice  and  epigastric 
pains  had  preceded  the  time  allowed  for  the  development  of  a 
fetus  of  this  apparent  age  by  over  two  years  that  they  must  be 
of  some  entirely  independent  origin,  and  that  two  separate  and 
independent  diseased  conditions  were  present — the  extrauterine 
pregnancy  and  some  lesion  in  the  upper  abdomen.  Since  exami- 
nation of  the  gall-bladder  and  its  ducts  and  the  liver  showed 
nothing  grossly  abnormal,  the  probability  of  a  chronic  pan- 
creatic disease  seemed  most  probable,  even  though  the  head  of 
the  pancreas  had  on  examination  seemed  normal,  since  il  was 
well  recognized  that  a  chronic  pancreatitis  might  exist  and  be 
dependent  on  wholly  microscopic  changes  in  the  gland.  The 
symptoms  of  biliary  colic  attacks  and  of  jaundice  associated 
with  the  negative  findings  were  very  suspicious.  The  diagnosis 
was  not  an  easy  one  to  make,  but  Mohnihan  had  suggested  two 
or  three  additional  points  seeming  to  indicate  pancreatic  disease 
that  might  be  helpful;  these  were  the  increased  tendency  to 
hemorrhage,  the  itching  associated  with  the  jaundice,  and  the 
presence  of  the  Cammidge  reaction  in  the  urine. 

Dr.  Bovee  suggested  thai  the  vomiting  itself  might  cause  the 
epigastric  pain.  lie  noted  the  marked  absence  of  the  symptoms 
of  ectopic  pregnancy  of  which  uterine  hemorrhage  is  almost 
characteristic.  He  also  thought  from  the  symptoms  and  the 
superficial  examination  of  the  specimen   that    the  condition   was 
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rather  one  of  tubal  abortion,  not  tubal  rupture.  He  did  not 
think  the  epigastric  symptoms  due  to  the  omental  adhesions. 

Dr.  Wood  had  sent  the  patient  to  the  hospital  for  operation 
and  had  watched  the  patient  for  some  time.  He  thought  that 
there  had  been  symptoms  of  tubal  rupture  the  day  before  Dr. 
Vaughan  saw  her.  That  the  gall-stone  attacks  had  been  almost 
characteristic  and  had  lasted  for  two  and  a  half  years.  During 
this  last  attack  of  pain  the  uterus  had  seemed  very  low  in  the 
pelvis  and  the  pelvic  pain  had  been  marked.  The  uterus  had 
been  tamponed  for  some  time.  There  had  been  marked  pallor 
in  this  last  attack.  The  patient  had  had  a  previous  abortion 
and  subsequent  pelvic  inflammation. 

Dr.  Vaughan  thought  the  jaundice  due  to  the  blood  absorp- 
tion, and  said  that  he  had  not  been  able  to  make  a  diagnosis  of 
chronic  pancreatitis. 

Dr.  Bovee  read  the  first  paper  of  the  evening  on 

LARGE  POLYCYSTIC  KIDNEY.* 

Dr.  Neate  followed  with  a  paper  entitled 

THE  ETIOLOGY  AND  PATHOLOGY  OF   BII  ATERAL  POLYCYSTIC 
DEGENERATION   OF  THE    KIDNEY. f 


Meeting  of  March  19,  1909. 
The  President,   I.   S.  Stone,  M.  D.,  in  the  Chair. 
Dr.  J.  Taber  Johnson  presented  a  specimen  of 

.MESENTERIC    TUMOR. 

Mrs.  A.,  white,  mother  of  three  children,  age  thirty-six,  was 
sent  to  me  from  Culpepper,  Va.,  on  the  fourteenth  of  March,  on 
account  of  a  large  abdominal  tumor,  which  had  been  variously 
diagnosed  as  soft  fibroid  of  the  uterus;  ovarian  tumor,  partly 
fluid  and  partly  solid;  fibrocystic  tumor;  pregnancy;  malignant 
tumor  of  some  abdominal  organ,  etc.  It  turned  out  that  I  had 
operated  on  this  lady  in  April,  1907,  for  the  removal  of  a  large 
tumor  of  the  mesentery.  It  must  have  been  of  considerable 
size  and  solid,  as  the  scar  of  the  incision  extended  at  least  three 
inches  above  the  navel.  Patient  remained  well  until  last 
October,  when  she  noticed  a  lump  in  the  right  side  of  her  abdo- 
men just  below  her  liver,  and  she  insisted  in  all  the  int >  1 
I  had  with  her  that  the  enlargement  grew  from  above  down- 
ward. I  did  not  think  so,  as  the  percussion  note  in  the  upper 
and  righl  abdominal  region  was  decidedly  tympanitic.  This 
note  was  distinct  on  the  left  side  where  we  could  distinctly  feel 

♦For  original  ;.rti<  le,  see  pa  ■ 

t  For  original  article,  sec  p  1  • 
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the  harder  parts  of  the  tumor.  The  only  two  symptoms  of 
which  she  had  complained  were  oceasiona  irritation  of  her 
bladder  and  a  persistent  cough.  Curiously  enough,  these  were 
the  chief  symptoms  accompanying  her  tumor,  removed  two 
years,  and  they  immediately  ceased  after  its  removal,  as  is  the 
case  after  the  removal  of  this  tumor.  The  specimen  is  presented 
as  another  illustration  of  the  difficulties  in  the  way  of  a  correct 
diagnosis,  and  also  of  a  safe  removal  of  unusual  abdominal 
growths.  My  own  opinion  leaned  toward  its  being  an  ovarian 
tumor  which  had  undergone  malignant  degeneration.  The 
presence  of  ascitic  fluid  free  in  the  abdomen,  its  rapid  growth, 
and  few  symptoms  were  principally  responsible  for  this  view. 
Dr.  Kelly  saw  her  with  me  and  thought  the  tumor  was  malignant, 
partly  from  its  rapid  growth  and  the  color  of  her  skin.  Her 
abdomen  was  opened  by  an  unusually  long  incision  last  Wednes- 
day, at  3  p.  m.,  and  the  specimen  on  the  table  removed.  It 
weighs  about  25  pounds,  and  appears  to  be  another  mesenteric 
tumor. 

The  most  troublesome  and  dangerous  complication  was  on 
account  of  the  very  intimate  attachment  of  about  twelve 
inches  of  intestine  to  the  tumor;  it  seemed  to  be  almost  enveloped 
in  one  of  the  outgrowths  and  required  long  and  tedious  dissection 
not  only  to  free  it,  but  to  repair  the  damage  later  on  to  the 
mesentery.  I  think  I  would  have  resected  a  foot  of  the  bowel 
had  not  the  anesthetist  warned  me  that  the  patient  was 
badly  shocked  and  would  not  stand  much  more  operative  work. 
I  was  surprised  after  the  separation  of  the  omental  mesenteric 
and  intestinal  adhesions.  When  I  passed  my  hand  down  into 
the  pelvis  to  ascertain  the  kind  of  pedicle  we  had  to  deal  with 
to  find  the  pelvic  organs  normal,  and  as  the  hand  was  removed 
the  tumor  rolled  off  the  abdomen  into  my  hands. 

The  patient  surprised  us  again  by  doing  so  well.  She  is  now 
in  the  second  quarter  of  her  third  day  with  a  temperature  of 
990  and  pulse  of  92.  Has  passed  large  quantities  and  had  two 
good  passages  of  the  bowels,  is  unusuady  br  ght  and  cheerful, 
asks  for  a  second  pillow  under  her  head  and  for  more  to  eat. 
She  was  assisted  out  of  her  primary  shock  by  frequent  rectal 
injections  of  salt  solution  and  hypodermics  of  strychnin.  The 
specimen  looks  like  a  big  fatty  tumor,  but  as  our  hospital  patholo- 
gist has  not  yet  reported  his  findings  it  might  be  referred  to  our 
microscopical  committee  for  investigation  and  report. 

Dr.  Abbe  said  that  in  view  of  the  recurrence  of  the  tumor, 
its  location,  and  appearance,  it  would  seem  like  a  lymphosarcoma 
of  the  mesenteric  lymph  nodes  that  had  undergone  myxomatous 
degeneration. 

Dr.  Miller  had  seen  a  similar  tumor  removed  by  Dr.  Howard 
Kelly  in  which  also  (lie  intestine  had  been  completely  surrounded 
bv  the  mass. 

Dr.  Johnson  said  that  the  majority  of  operations  on  mesen- 
teric tumors  were  fatal  on  account  of  (he  shook,  and  that  in  this 


WASHINGTON    OBSTETRICAL   AND    GYNECOLOGICAL   SOCIETY.      14.") 

case  he  still  feared  trouble  from  the  loss  of  mesenteric  attachment 
to  the  intestine. 

Dr.  J.  Thomas  Kelley  read  a  paper  on 

CONSERVATIVE  SURGERY  IN  THE  PELVIS.* 
DISCUSSION. 

Dr.  Miller  endeavored  to  be  conservative  in  everything 
except  malignant  disease  and  then  he  was  very  radical.  He 
thought  the  extent  of  disease  in  the  OYaries  was  in  many  cases 
uncertain.  That  cysts  and  hematomata  often  gave  no  symptoms 
and  were  merely  follicles  undergoing  physiological  changes  and 
needed  no  operation.  In  gonorrheal  cases  both  tubes  were,  as 
a  rule,  affected  eventually,  if  not  at  the  time  of  operation,  and 
hence  he  considered  it  conservative  to  remove  both  tubes,  even 
though  they  did  not  appear  essentially  diseased.  Even  then 
adherent  ovaries  were  apt  to  give  symptoms,  and  yet  he  usually 
tried  to  leave  one  ovary. 

In  cancer  cases  or  suspicious  cases  he  thought  it  desirable 
to  await  the  pathological  report  before  extensive  operation. 
The  whole  question  of  conservative  surgery  was  one  based  on 
large  experience  and  personal  judgment. 

Dr.  Taber  Johnson  had  been  bitten  by  the  germ  of  con- 
servative surgery,  but  had  reacted,  and  now  believed  that  in 
many  cases  radical  operation  is  the  most  conservative  treat- 
ment aimed  at  the  cure  of  the  patient's  disease. 

Dr.  Vatjghan  did  not  think  that  gynecologists  would  be  as 
radical  as  they  are  if  they  were  women,  and  yet  in  badly  diseased 
ovaries  he  did  not  think  it  conservative  to  save  a  small  part  of 
an  organ. 

Dr.  Sprigg  said  that  it  was  very  difficult  to  tell  when  ovaries 
were  diseased  and  when  they  were  savable.  He  thought  the 
woman  herself  should  be  considered. 

Dr.  SOTHORON  would  have  conservative  surgery  taught  in 
the  medical  schools  in  place  of  the  previous  radicalism. 

Dr.  Kelley  said  that  conservative  surgery  sounded  beautiful 
in  its  talk  of  preserving  maternity,  menstruation,  and  internal 
secretion,  and  to  consult  the  women  as  to  what  should  be  done. 
But  when  the  question  was  put  to  them  directly  90  per  cent, 
of  them  would  say  remove  all  trace  of  disease  and  leave  no 
chance  of  its  recurrence.  He  thought  that  it  behooved  all  of  us 
to  study  our  cases  more  thoroughly  in  order  that  we  might 
know  the  preliminary  symptoms  and  postoperative  historv  in 
those  borderline  cases  whether  the  ovaries  had  been  removed 
or  left,  in  order  that  we  might  learn  whether  the  ovary  was  really 
diseased  or  not. 

♦For  original  article,  see  page  94. 


HO 


REVIEW. 


Conservative  Gynecology  and  Electrotherapeutics:  A 
Practical  Treatise  on  the  Diseases  of  Women  and  Their  Treat- 
ment by  Electricity.  By  G.  Betton  Massey,  M.  D.,  Attending 
Surgeon  to  the  American  Oncologic  Hospital,  Philadelphia; 
Fellow  and  Ex-President  of  the  American  Electrotherapeutic 
Association;  Member  of  the  American  Medical  Association, 
etc.  Sixth  Edit  ion,  thoroughly  revised.  Royal  octavo.  462 
pages.  Illustrated  with  twelve  (12)  original,  full-pagfe,  chromo- 
lithographs plates  and  fifteen  (15)  full-page  hall-tone  plates 
of  photographs  taken  from  nature,  and  numerous  engrav- 
ings in  the  text.  Bound  in  extra  cloth.  Price,  $4.00  net. 
F.  A.  Davis  Company,  publishers,  19 14-16  Cherry  Street, 
Philadelphia,  Pa. 

A  perusal  of  this  book  would  lead  one  to  believe  that  there  are 
few  gynecological  maladies  that  are  not  amenable  to  electric 
treatment.  While  electricity  is  no  doubt  of  benefit  in  a  very 
limited  group  of  gynecological  affections,  we  are  not  willing  to 
concede  that  the  indications  cover  practically  the  entire  field 
of  gynecology,  as  the  author  in  this  book  avers.  Indeed,  we  are 
willing  to  go  so  far  as  to  say  that  the  author's  advice  to  apply 
electricity  to  beginning  carcinoma  of  the  breast  or  of  the  uterus, 
for  instance,  is  positively  pernicious.  Even  were  the  contentions 
of  the  author  granted,  in  whole  or  in  part,  we  deprecate  Un- 
pretentious manner  of  exploitation  of  these  doctrines,  and 
especially  his  unreasonable  and  even  puerile  condemnation  of 
operative  surgery.  Moreover,  the  knowledge  of  gynecology 
displayed  in  this  volume  does  not  appreciably  inspire  the  reader's 
confidence   in    the   author's   contentions. 

The  author,  like  so  many  other  advocates  of  specialized 
therapeutic  measures,  suffers  from  an  utter  lack  of  the  sense 
of  proportion.  For  this  reason,  his  methods,  we  believe,  would 
probably  have  obtained  more  adherents  had  his  views  been 
expressed  in  a  more  temperate  manner.  E.    M. 


BRIEF    OF    CURRENT    LITERATURE  147 


BRIEF  OF  CURRENT  LITERATURE. 


OBSTETRICS. 


Gangrene  of  Vulva,  Vagina  and  Cervix  After  Abortion. — J.  W. 
Markoe  {Ball.  Lying-in  Hasp.,  Dec,  190S)  records  the  history  of 
a  II-  para,  twenty-two  years  of  age,  who  began  to  bleed  without 
apparent  cause  when  about  six  months  pregnant.  Abortion 
occurred  nine  days  later.  No  douches  containing  carbolic  acid 
or  other  chemicals  were  used.  On  the  day  after  the  abortion 
was  completed  her  condition  resembled  that  of  the  third  week  of 
typhoid,  but  with  subnormal  temperature.  There  was  moist 
gangrene  of  the  vulva,  vagina,  and  cervix  and  a  small  urethro- 
vaginal fistula.  After  removal  of  all  gangrenous  tissue,  fresh-air 
treatment  and  extra  diet  were  employed,  and  recovery  took  place 
within  a  month,  complicated  by  cystitis  and  bed-sores.  The 
writer  has  seen  several  cases  of  gangrene  of  the  vulva  in  which  no 
history  of  injury,  either  mechanical  or  chemical,  could  be  ob- 
tained either  from  the  patients  or  their  friends,  and  yet  in  which 
the  destruction  of  the  tissues  was  very  extensive.  Decubitus 
has  always  been  an  accompanying  feature,  leading  to  the  belief 
that  an  obstruction  of  the  arterioles  in  the  affected  parts  was 
caused  by  a  thrombosis  of  these  vessels  or  that  the  process  was 
due  to  some  obscure  trophic  disturbance  in  the  central  nervous 
system. 

Difficulties  of  a  Second  Cesarean  Section  in  the  Same  Woman. — 
A.  Brindeau  {L'Obst'triqae,  Jan.,  1909)  says  that  there  are  a 
□umber  of  operators  who  have  done  two,  three,  and  even  four 
Cesarean  sections  in  the  same  woman.  The  operation  is  some- 
what more  difficult  after  the  first  time,  since  there  remains  a 
cicatricial  line  of  tissue  which  must  generally  be  excised  so  as  to 
obtain  a  strong  cicatrix  when  a  subsequent  operation  is  done. 
Hernias  and  eventrations  are  comparatively  rare.  Adhesions 
to  the  abdominal  wall  are  more  frequent,  and  sometimes  simulate 
a  ventrofixation.  Generally  they  are  very  friable,  but  in  some 
cases  it  is  possible  to  enter  the  uterus  without  opening  the  peri- 
toneal cavity,  on  account  of  the  strength  and  extent  of  the 
adhesions.  There  may  be  considerable  difficulty  in  incising  the 
Uterus,  or  it  may  be  turned  and  its  position  changed.  The  uter- 
ine wall  is  sometimes  so  thinned  over  the  old  cicatrix  that  there 
is  danger  of  tearing  it,  so  that  removal  becomes  necessary. 
Rarely  the  placenta  is  adherent  to  the  cicatrix.  These  compli 
cations  make  the  operation  longer  than  a  primary  section.  In- 
testinal adhesions  are  a  serious  complication  at  times. 

Primary  Ovarian  Pregnancy. —  Basing  his  opinion  upon  the 
findings  at  operation,  J.  A.   MacLeod   (Annr.  Jour.  Surg.,  Feb., 
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1909)  reports  a  case  which  he  considers  one  of  primary  ovarian 
pregnancy.  Absence  of  the  early  signs  and  symptoms  of  preg- 
nancy, the  occurrence  of  rigors  from  time  to  time  with  concur- 
rent alterations  in  the  temperature  and  the  pulse,  the  fetid  odor 
to  the  uterine  discharge  and  the  presence  of  a  large  fluctuating, 
extremely  sensitive  mass  to  the  left  of  the  uterus  made  a  diagno- 
sis of  pelvic  abscess  justifiable.  Uterine  scrapings,  however,  were 
found  to  consist  mainly  of  large  round  cells,  while  smears  and 
cultures  from  the  uterine  cavity  were  sterile.  At  the  operation 
the  intestines,  the  uterus,  and  left  ovary  were  found  to  be  all 
matted  together  in  a  mass.  The  adhesions  were  broken  down 
and  the  parts  defined  as  follows:  The  greater  part  of  the  mass 
was  found  to  be  a  large  cyst  adherent  to  the  upper  and  posterior 
surfaces  of  the  fundus  of  the  uterus,  to  an  extensive  area  of  a 
coil  of  the  ileum,  which  was  enlarged  and  very  much  fhickened; 
the  left  ovary  could  not  be  made  out,  but  the  left  ovarian  vessels, 
very  much  enlarged,  ran  directly  into  the  cyst  wall.  The  left 
Fallopian  tube  was  seen  coursing  over  the  surface  of  the  tumor; 
it  was  apparently  normal  in  everv  way.  During  manipulation 
the  cyst  wall  ruptured  and  a  thick,  deeply  blood  stained  fluid 
gushed  out,  and  with  it  a  small  solid  body,  which  proved  on  ex- 
amination to  be  a  fetus  about  one  and  one-half  inches  in  length. 
The  mass  was  found  to  consist  of  a  sac  wall,  in  which  was  situated 
a  typical  placenta.  The  placenta  was .  two  and  a  half  inches 
in  length,  two  inches  wide,  and  three-quarters  of  an  inch  thick; 
intimately  incorporated  in  it  was  the  left  ovary.  The  placenta 
derived  its  blood-supply  from  the  fundus  of  the  uterus,  from 
the  coil  of  the  ileum  and  from  the  left  ovary;  its  main  supply  was, 
however,  from  the  left  ovarian  artery  through  the  left  ovary,  as 
the  active  bleeding  encountered  early  in  the  operation  was 
controlled  by  the  ligation  of  the  left  ovarian  vessels.  The 
Fallopian  tubes  were  apparently  normal. 

Marriage  of  Women  Having  Cardiac  Diseases. — Louis  Renon 
(Gaz.  da  Hop..  .March  18,  1909)  says  that  the  question  of 
whether  a  woman  having  cardiac  disease  should  marry  is  to  be 
determined  by  the  form  and  extent  of  that  disease.  Many 
womsn  having  well-marked  cardiac  disease  pass  successfully 
through  a  number  of  pregnancies.  The  question  whether  there 
arc  changes  in  the  arterial  tension  and  kidney  condition  is  im- 
portant. If  there  be  constant  alterations  in  the  tension  of  the 
pulse,  marriage  should  be  avoided.  The  kinds  of  trouble  to 
which  woman  arc  subject  are  two.  Insufficiency  of  the  heart 
is  generally  found  in  the  earlier  pari  of  the  pregnancy,  about 
the  end  of  (lie  fourth  month,  when  there  an-  dyspnea  and  pal- 
pitation, sometimes  ending  fatally.  Toward  the  end  of  preg- 
nancy acute  pulmonary  edema  may  supervene,  and  the  case 
may  end  fatally  in  a  short  time  without  delivery  having  been 
effected.  In  cases  of  cardiacs  who  have  married,  the  pregnancy 
should  hi'  carefully  watched,  the  urine  examined  frequently, 
and  the  general  nutrition  watched.      After  the  fourth  month  all 
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fatigue  should  be  avoided  and  the  patient  should  live  a  very 
quiet  life.  Labor,  if  slow,  should  be  terminated  by  version  or 
forceps.  Hereditary  arthritism  and  aortic  lesions  should  con- 
traindicate  marriage  for  the  sake  of  the  offspring,  who  will 
probably  inherit  a  tendency  to  these  conditions.  Cardiacs 
should  not  marry  other  cardiacs  or  relatives. 

Treatment  of  Incoercible  Vomiting  of  Pregnancy. — V.  Wallich 
(Ann.  dc  Gyn.  ei  d'Obst.,  April,  1909)  gives  the  three  classical 
diets  in  vomiting  of  pregnancy  as,  milk  diet,  water  diet,  and 
lactovegetable  diet.  Pinard  advises  the  milk  diet  whenever 
we  have  the  symptoms  of  autointoxication,  only  a  small  dose 
of  milk  being  given  at  a  time.  If  we  find  that  these  small  doses 
are  well  borne,  then  the  amount  of  milk  taken  is  to  be  increased. 
If  the  urine  increases,  and  vomiting  ceases  a  cure  is  obtained; 
but  in  some  cases  even  small  doses  of  milk  cannot  be  retained. 
We  must  then  give  only  water,  in  small  doses.  This  diet  cannot 
be  persisted  in  for  more  than  four  to  eight  days,  since  it  is  the 
diet  of  inanition.  At  the  end  of  some  days  a  small  amount  of 
milk  is  added  to  the  water  and  the  proportion  of  milk  gradually 
increased.  When  the  water  diet  is  not  well  borne,  all  feeding 
by  stomach  must  cease  for  twenty-four  to  forty-eight  hours. 
Subcutaneous  injections  of  serum  are  made  at  the  same  time 
to  replace  the  water  withdrawn  from  the  system  in  the  urine 
and  feces.  Another  diet  that  has  been  proposed  consists  of 
farino-vegetable  soups  and  purees,  which  produce  no  poisons, 
but  these  substances  are  not  better  borne  than  milk.  Calming 
drugs  must  be  given  at  the  same  time.  Inhalations  of  oxygen 
lessen  the  number  and  severity  of  the  vomiting  attacks.  If  the 
urine  increases  in  amount  and  vomiting  ceases,  all  will  be  well. 
We  must  not  wait  too  long  while  using  these  measures,  but  if  they 
fail,  should  have  recourse  to  the  induction  of  abortion.  When 
there  is  an  acceleration  of  the  pulse  and  fever,  it  is  time  to  use 
obstetrical  interference.  In  some  cases  the  cause  of  the  vomit- 
ing is  uterine  or  ovular,  and  in  these  cases  only  abortion  will  do 
any  good. 

Role  of  the  Placenta  in  Puerperal  Eclampsia. — J.  Meurice 
(A  nn.  de  la  Soc.  </<  \I<  </.  de  Gand,  vol.  lxxxix,  part  1),  after  examin- 
ing all  the  theories  of  the  production  of  puerperal  eclampsia, 
especially  that  based  on  autointoxication,  expresses  the  opinion 
that  none  of  them  satisfy  the  conditions  except  the  one  which 
holds  that  the  placenta  is  the  elaborator  of  the  poisons  which 
cause  the  convulsive  symptoms.  Eclampsia  is  divided  into  three 
periods:  originally  it  is  the  placenta  which  elaborates  poison; 
under  the  influence  of  this  poison  anatomopathological  alter- 
ations occur  in  the  liver,  kidneys,  spleen,  and  other  organs; 
last  of  all  comes  a  period  in  which  excitomotor  symptoms  are 
manifested,  which  depend  at  fust  on  the  influence  of  the  toxic 
product  on  the  brain,  and  then  on  the  labor  which  plays  the 
part  of  a  determining  cause.  In  some  theories  sight  seems  to  be 
lost  of   the  fact   that   eclampsia  is  a  trouble  coexistent  always 
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with  pregnancy  or  its  sequelae.  The  effect  is  taken  for  the  cause. 
All  is  clear  if  we  accept  the  placental  origin  of  the  poisons. 
From  this  organ  the  poison  reaches  all  the  other  organs  by  way 
of  the  circulatory  apparatus.  The  whole  organism  of  the 
mother  is  introduced  into  a  vicious  circle;  first,  the  placental 
intoxication;  second,  the  functional  troubles  that  arise  from  it. 
This  theory  accounts  better  than  any  other  for  the  facts  observed. 
Resting  on  exact  scientific  data  and  reliable  experimental 
results,  it  furnishes  a  simple,  logical  explanation  of  the  series 
of  lesions  and  symptoms  found,  which  contradicts  all  other 
hypotheses. 

Treatment  of  Eclampsia. — YV.  L.  Wallace  (Ar.  Y.  State  Jour. 
Med.,  April,  1909)  argues  against  violent  methods  in  the  treat- 
ment of  eclampsia.  He  says  that  emptying  the  uterus  is  not  an 
immediate  cure-all ;  that  the  toxemia  is  not  new  or  sudden,  though 
the  physician  may  have  just  discovered  it,  and  that  drugs  like 
chloroform  disorganize  the  liver  and  depress  the  patient  who 
needs  oxygen  by  artificial  respiration  rather  than  attempts  to 
combat  the  one  symptom,  the  convulsion.  The  production 
of  more  poison  should  be  checked  by  emptying  the  uterus  as 
rapidly  as  is  possible  without  doing  more  harm  than  good.  When 
treatment  of  convulsions  seems  necessary,  the  hypodermic  use 
of  morphine  gr.  1/4  with  hyoscine  gr.  1/100  is  best.  If  much 
edema  is  present,  hot  packs  are  particularly  dangerous,  as  the 
sweating  concentrates  the  poison  in  the  body  fluid.  It  should 
be  diluted  by  adding  saline  solution  to  the  blood,  giving  from  one 
to  three  pints  if  used  intravenously.  The  toxic  substance  should 
be  eliminated  by  washing  out  the  stomach  and  rectum,  and  by 
giving  Epsom  salts.  Phebotomy  may  be  done  if  necessary,  and 
followed  by  intravenous  injection  of  normal  saline  solution  or  by 
transfusion. 

Renal  Decapsulation  in  Puerperal  Eclampsia. — J.  Holliday 
Croom  {I'.ilin.  Med.  Jour.,  May,  1909)  reports  a  serious  case  of 
eclampsia  in  which  recovery  followed  renal  decapsulation  alter 
all  other  treatment  had  failed  to  cause  improvement.  The 
skin  had  acted  freely,  there  was  continuous  action  of  the  bowels, 
the  kidneys  themselves  were  acting  fairly  well,  and  yet  I  lit 
coma  was  becoming  increasingly  profound,  the  temperature 
was  rising.  The  writer  says  that  this  operation  should  not  be 
performed  until  labor  is  completed,  as  the  symptoms  so  often 
subside  at  that  time.  The  skin,  kidneys,  and  bowels  ought  all 
to  have  been  Freely  stimulated,  and  any  of  the  other  methods 
employed,  such  as  saline  injections,  blood-letting,  morphia,  and 
thyroid  as  the  necessity  of  the  individual  case  may  have  sug- 
gested. The  ideal  case  in  which  lo  perform  decapsulation  is  one 
in  which  the  other  symptoms  are  accompanied  by  complete 
anuria,  yel  it  is  indicated  in  any  case  in  which  the  kidney  is 
obviously  the  organ  most  seriously  implicated  and  in  which  the 
toxemic  changes  have  not  advanced  too  far.  The  passing  of  a 
normal   quantity   of   urine  of  ordinary   density    is  not   enough; 
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far  more  is  required  under  such  circumstances,  and  decapsulation 
achieves  this  by  relieving  renal  congestion. 

R.  C.  Buist  {same)  records  three  renal  decapsulations  for 
eclampsia  with  two  recoveries. 

H.  i  I.  Nicholson  {same)  says  that,  in  cases  of  eclamptic  anuria 
occurring  in  women  who  have  not  previously  suffered  from 
nephritis  and  who  in  all  probability  have  healthy  kidneys, 
complete  decapsulation  of  the  organ  is  not  necessary.  The  direct 
abstraction  of  blood  by  cutting  freely  into  the  organ  at  its  lower 
border,  should  be  sufficient  to  restore  the  renal  circulation  to  its 
normal  condition,  and   thus  reestablish   the  secretion  of  urine. 

Bacillus  Aerogenes  Capsulatus  Infection  Following  Abortion. — 
E.  B.  Young  and  L.  J.  Rhea  {Bo<l.  .}[,,/.  Surg.  Jour.,  Apr.  i, 
1909)  report  two  cases  of  puerperal  infections  with  the  bacillus 
aerogenes  capsulatus  because  of  the  comparative  rarity  of  this 
form  of  infection  after  labor  or  abortion.  The  bacillus  aerogenes 
capsulatus  is  not  normally  found  in  the  vagina,  and  in  the  great 
majority  of  infections  with  this  organism  it  is  introduced  from 
without.  The  first  case  is  noteworthy  for  the  fact  that  a  pure 
culture  of  the  gas  bacillus  was  obtained  from  the  circulating 
blood  during  life.  Clinically,  the  second  case  is  interesting  on 
account  of  the  extraordinary  extent  of  the  cutaneous  emphysema 
during  life,  and  the  high  leukocyte  count,  126,400;  also  in  view 
of  the  possibility  of  an  autoinfection,  as  she  persistently  denied 
any  vaginal  examination  or  attempt  at  criminal  abortion. 

Physical  Culture  of  the  Puerperium. — Of  291  mothers  with 
gynecologic  ailments,  George  Gellhorn  {Interstate  Med.  Jour., 
Nov.  1,  1909)  found  that  156  were  sick  ever  since  they  had  given 
birth  to  a  child.  In  the  overwhelming  majority  of  these  cases, 
the  origin  of  their  ailments  could  be  traced  back  to  a  faulty 
management  of  the  puerperium.  A  puerpera  should  stay  in 
bed  not  less  than  eighteen  days  and  should  wear  an  appropriate 
bandage.  Mild  methodical  exercises  started  in  the  second  week 
after  confinement,  and  continued  for  several  weeks  after  the 
patient  has  left  the  bed,  are  indispensable  to  a  complete  restora- 
tion. Every  puerpera  should  be  examined  carefully  six  weeks 
postpartum  before  she  should  be  discharged  from  medical  ob- 
servation 

Appendicitis  and  Pregnancy. — C.  O.  Cooke  (N.  Y.,  Med.  Jour., 
May  1,  1909)  says  that  appendicitis  should  be  suspected  in  all 
cases  of  righl  sided  pain  occurring  during  pregnancy.  Inasmuch 
as  constipation  is  an  important  factor  in  the  etiology  of  the  dis- 
ease, the  physician  should  see  that  the  bowels  are  kept  free 
throughout  the  pregnant  state.  The  symptoms  are  often  mis- 
leading. The  prognosis  is  good  in  the  acute  catarrhal  and 
chronic  recurrent  types,  but  extremely  grave  in  the  gangrenous, 
perforative,  and  abscess  types.  The  treatment  is  operation  in 
every  case  as  soon  as  the  diagnosis  is  established.  In  cases  of 
doubt  operation  is  safer  than  waiting.  The  mortality  of  ap- 
pendicitis  complicating   pregnancy   is    the    mortality   of    delay. 


152  BRIEF    OF    CURRENT   LITERATURE. 

The  true  prophylaxis  in  a  child-bearing  woman  who  has  had  a 
well-marked  attack  of  appendicitis  is  an  interval  operation.  The 
possibility  of  appendicitis  after  labor  in  predisposed  patients 
should  be  borne  in  mind  in  order  not  to  mistake  such  for  puer- 
peral sepsis.  In  the  perforative  cases  with  general  diffuse 
suppurative  peritonitis,  occurring  at  the  end  of  pregnancy 
accouchement  force  is  indicated,  followed  by  incision  and  drainage 
of  the  peritoneal  cavity. 

Treatment  of  Labor  in  Contracted  Pelvis. — F.  Schauta  (Jour. 
Obst.,  Gyn.  Brit.  Emp.,  May,  1909)  holds  that  our  aim  should  be 
to  leave  labor  in  contracted  pelvis  as  long  as  possible  to  the 
natural  forces,  and  these  failing,  to  perform  only  those  operations 
which  will  most  likely  save  both  mother  and  child.  The  manage- 
ment of  labor  in  contracted  pelvis  will  shape  itself  in  the  following 
manner,  provided  it  is  carried  out  from  the  commencement  in 
a  skillful  manner  and  in  an  institution  under  strict  asepsis. 
In  cases  with  a  conjugate  above  S  cm.  there  is  a  possibility  of 
spontaneous  birth,  and  therefore  expectant  treatment  is  to  be 
adopted.  In  cases  under  8  cm.  Cesarean  section  is  to  be  kept 
in  view.  In  cases  bordering  on  the  above,  that  is  with  a  conju- 
gate of  8  1/2  to  7  1/2  cm.  hebosteotomy  is  to  be  considered. 
This  operation,  in  a  conjugate  of  8  to  8  1/2  cm.,  would  be  an 
alternative  operation  to  spontaneous  birth;  in  a  conjugate  of 
7  1/2  to  S  1/2  cm.,  an  alternative  to  Cesarean  section.  The 
choice  would  be  determined  by  the  size  and  hardness  of  head, 
the  strength  of  labor  pains,  the  voluntary  efforts  and  general 
condition  of  the  patient.  This  method  of  treatment  should  be 
looked  upon  in  the  future  as  typical.  All  other  methods  hitherto 
used  in  the  treatment  of  labor  in  contracted  pelvis  should  be 
looked  upon  as  atypical.  Craniotomy  on  the  dead  child  may 
be  indicated  in  a  conjugate  under  9  1  2  cm.  Craniotomy  on 
the  living  child  may  become  necessary  if  the  mother  is  in  a  state 
of  infection  or  refuses  to  undergo  any  of  the  typical  operations. 
Artificial  induction  of  premature  labor  may  also  have  to  be 
performed  in  cases  in  which  the  mother  is  suffering  from  illness 
and  Cesarean  section  or  hebosteotomy  at  the  normal  term  would 
be  too  dangerous,  or  where  it  is  positively  known  that  the  children 
are  abnormally  large  or  the  mother  absolutely  refuses  an  opera- 
tion. The  application  of  forceps  above  the  brim  and  prophylactic 
turning  should,  if  possible,  be  entirely  removed  from  the  list  of 
methods  of  treatment  in  contracted  pelvis,  The  application  of 
forceps  above  the  brim  might  exceptionally  be  tried  before  crani- 
otomy on  the  living  child  is  resorted  to,  and  it  will  probably  be 
possible  occasionally  to  save  a  child.  Before  craniotomy  on  the 
living  child  is  undertaken,  prophylactic  turning  may  be  justified 
in  certain  degrees  of  contraction  in  a  simply  flat  pelvis,  when 
Cesarean  section  or  hebosteotomy,  on  account  of  illness  of  the 
mother,  is  out  of  the  question,  and  a  trial  with  the  forceps  affords 
little  hope  1  >i  success  on  account  of  the  high  position  and  mobility 
of  the  head.      Forceps  above  the  brim  and  prophylactic  turning 
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will  find  their  indication  in  such  atypical  cases  as  a  last  attempt 
to  save  the  life  of  the  child  before  craniotomy  is  resorted  to — 
forceps  when  the  head  is  fixed,  turning  when  it  is  movable. 
In  a  conjugate  under  6  1/2  cm.,  Cesarean  section  is  absolutely 
indicated:  if  the  case  be  aseptic,  with  suture  of  the  uterus;  if  septic, 
with  total  extirpation  or  supravaginal  hysterectomy. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Lecithin  to  Regulate  or  Retard  the  Menses. — Henri  de  Wilcz- 
insk  (Semaine  Medicate,  No.  14,  1909)  advises  the  use  of  lecithin 
to  retard  the  menstrual  flow  when  it  occurs  too  often  or  is  too 
profuse.  He  uses  0.10  to  0.20  grams  three  times  a  day  between 
the  menstrual  periods.  It  is  especially  useful  in  anemia  when 
the  periods  are  too  close  together.  The  author  reduced  the 
menses  to  once  in  three  weeks  when  they  had  been  appearing  once 
in  fifteen  days.  When  menstruation  is  too  abundant  it  may  be 
retarded  a  week.  The  prolonged  use  of  lecithin  causes  no  incon- 
veniences. 

Hyperemic  Treatment  in  Gynecology  and  Obstetrics. — After 
brietlv  reviewing  some  of  the  recent  work  in  hyperemic  treatment, 
A.  Stein  (Jour.  Amer.  Med.  Assn.,  Jan.  23,  1909)  says  that  in 
connection  with  artificial  hyperemia,  it  is  all  important  to  treat 
the  patient's  general  condition.  It  is  the  aim  of  the  hyperemic 
treatment  to  increase  the  flow  of  blood  through  the  diseased  tis- 
sue in  order  that  the  latter  may  better  resist  the  deleterious  in- 
vasion of  bacteria.  This  will  be  the  more  easily  accomplished  if 
the  blood  is  in  good  condition,  and,  therefore,  hygienic,  dietetic, 
and  tonic  treatment  should  not  be  lost  sight  of.  The  hot-air 
treatment,  alone  or  combined  with  Belastwngslagerung,  prolonged 
pressure  upon  the  pelvic  exudate  by  weights  upon  the  abdomen 
and  within  the  vagina,  is  of  great  value  in  the  treatment  of  chronic 
inflammatory  conditions  in  the  female  pelvis  and  the  cupping 
of  breasts  is  a  valuable  aid  in  treating  puerperal  mastitis  and 
breasts  which  secrete  poorly  or  not  at  all.  The  writer  believes 
that  the  general  practitioner  should  familiarize  himself  with  these 
fui ins  uf  treatment,  and  that  hospitals  should  do  justice  to  the 
progress  of  medical  science  by  establishing  so-called  "  conserva- 
tive  wards"  in  which  the  treatment  can  be  given  a  thorough  trial. 
If  this  be  impossible,  special  rooms  should  be  established  in  gyne- 
cologic dispensaries  for  this  purpose.  Thus  many  women  would 
be  cured  who  now  are  but  slightly  improved  or  mutilated  by 
operative  treatment. 

Influence  of  Ovarian  Secretion  on  the  Mammary  Glands. — L. 
Bouchacourt  (Jour.  <h  Mid.  de  Paris,  Mar.  13,  1909)  has 
studied  the  correlation  between  the  mammary  glands  and  the 
ovaries,  which  presents  an  important  example  of  the  interrela- 
tions of  various  organs  in  the  body.  He  concludes  that  the 
appearance  of  mammary  changes  at  puberty  occurs  under  the 
stimulus  uf  the  ovarian  secretion.  Later  in  life  the  ovaries  seem 
to    secrete    some    principle    that    is    unfavorable    to    mammary 
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secretion.  Facts  that  support  this  view  are  the  following: 
insufficiency  of  the  ovaries  accompanies  hypertrophy  of  the  mam- 
mary glands  of  pathological  nature ;  there  is  a  relative  repose  of 
the  ovaries  during  pregnancy  while  the  breasts  are  increasing  in 
size;  ovarian  removal  during  absence  of  lactation  produces  increase 
in  size  of  the  mammary  glands;  a  natural  menopause  may  pro- 
duce the  same  symptom;  pregnancy  during  lactation  has  an  un- 
favorable influence  on  lactation;  ovarian  castration  during 
lactation  increases  and  prolongs  lactation;  menstruation  during 
lactation  diminishes  the  secretion.  Practical  deductions  from 
these  facts  are  these:  the  nursing  woman  should  be  kept  in  a 
condition  of  sexual  repose;  the  appearance  of  menstruation  will 
indicate  a  near  approach  of  the  end  of  lactation.  At  the 
menstrual  period  the  woman  should  receive  supportive  nutri- 
tion, and  the  infants  should  receive  the  bottle  in  places  of  some 
nursings.  When  pregnancy'  intervenes  in  the  course  of  lactation, 
it  is  an  indication  for  the  beginning  of  feeding  and  the  gradual 
stopping  of  nursing. 

Aseptic  Sloughing  of  Uterine  Fibromyomata. — B.  Auche  and 
R.  Brandes  {Jour,  de  Med.  de  Bordeaux,  March  7,  1909)  think 
that  we  should  distinguish  between  septic  sloughing  of  uterine 
fibromyomata,  caused  by  bacterial  invasion,  and  aseptic  slough- 
ing, which  arises  as  a  result  of  circulatory  changes  in  the  tumor. 
They  have  made  careful  microscopic  examinations  of  four 
tumors  which  had  been  removed,  both  examining  sections  and 
making  cultures  to  find  out  if  microorganisms  were  present. 
They  found  that  degenerative  changes  began  in  the  fibrous 
nodules  in  the  interstitial  tissue  about  the  blood-vessels,  result- 
ing in  circulatory  changes.  These  lesions  differ  widely  from 
those  produced  by  microbic  invasion. 

Red  Degeneration  of  Uterine  Fibromyomata. — From  a  study 
of  five  cases  of  this  condition,  J.  L.  Smith  and  H.  F.  Shaw 
(Jour.  Obsi.,  Gyn.  Brit.  Emp.,  April,  1909)  conclude  that  the 
chief  change  found  in  "red  degeneration"  of  fibroids  consists 
in  thrombosis  of  the  blood-vessels.  This  thrombosis  and  red 
coloration  mayr  commence  at  the  periphery  of  the  tumor.  The 
tumors  are  also  in  a  state  of  degeneration  as  evidenced  by  a  homo- 
geneous material  separating  the  muscle  bundles  in  many  places. 
They  contain  fat  and  fat  crystals,  probably  derived  from  the 
breaking  up  of  the  muscle  bundles.  They  are  liable  to  become 
infected  by  septic  organisms  and  so  give  rise  to  acute  toxic  symp- 
toms. Pregnancy  is  probably  a  predisposing  factor  in  the 
causation  of  this  condition. 

F.  E.  Taylor  (Clin.  Jour.,  April  28,  1909)  believes  thai  red 
degeneration  of  fibromyomata  occurs  as  the  result  of  thrombosis 
of  their  blood-vessels  in  only  a  minority  of  cases,  for  it  was  present 
in  only  a  lew  of  the  thirty  specimens  of  red  degeneration  which 
he  has  examined,  in  one  or  two  cases  being  also  accompanied 
by  extravasation  of  the  red  blood-corpuscles  among  the  tissues 
of  the  tumor.     In  the  majority  of  the  specimens  neither  throm- 


BRIEF    OF    CURRENT   LITERATURE.  155 

bosis  nor  hemorrhagic  extravasation  could  be  observed.  It  is 
concluded  that  red  degeneration  of  uterine  fibromyomata  is  an 
aseptic  necrobiosis  of  the  tumor  cells  associated  with  a  diffuse 
staining  of  the  tissues  with  hemoglobin,  due  to  some  local  disturb- 
ance of  nutrition  in  which  pregnancy  often,  but  by  no  means 
invariably,  plays  a  part. 

Death  of  Unexposed  Interstitial  Fibromata. — P.  Begouin 
i  four,  de  Med.  de  Bordeauz,  April  25,  1909)  describes  a  condition 
of  death  of  interstitial  fibroids  which  are  not  in  contact  with  the 
air  and  in  which  there  is  no  opportunity  for  infection.  The 
name  gangrene  should  not  properly  be  applied  to  such  a  con- 
dition. The  author  believes  that  it  is  entirely  aseptic,  the 
bacteriological  examination  of  such  growths  having  shown  the 
presence  of  no  bacteria.  The  condition  is  caused  by  thrombosis 
of  the  vessel  supplying  the  fibroid.  Examination  of  the  cir- 
culation of  such  fibroid  nodules  has  shown  that  there  is  only  a 
single  artery  supplying  each  nodule,  and  this  artery  is  derived 
from  the  uterine  artery.  The  blocking  of  this  single  artery  will 
cause  death  of  the  fibroid,  and  this  will  undergo  an  aseptic 
degeneration.     The  author  gives  illustrative  cases. 

Fibromyoma  of  the  Uterus  Complicated  by  Cancer  or  Sarcoma. 
— In  a  series  studied  by  Ellice  McDonald  (Jour.  Amer.  Med. 
Assn.,  Mar.  20,  1909),  the  total  number  and  percentage  of 
malignant  complications  of  700  fibroid  tumors' were  thirty-five 
cases  (5  per  cent.),  including  twenty  of  adenocarcinoma,  six  of 
squamous  carcinoma,  seven  of  sarcoma,  and  two  of  chorioepi- 
thelioma  malignum.  Of  these  thirty-five  cases,  twenty-seven 
cases  (those  of  adenocarcinoma  and  sarcoma)  were  due  to  or 
influenced  by  the  presence  of  the  fibroid  tumor,  while  eight  cases 
those  of  squamous  carcinoma  and  chorioepithelioma  malignum) 
were  of  accidental  association,  that  is,  their  occurrence  was  not 
influenced  by  the  presence  of  fibroid  tumor.  There  was  but  one 
case  of  malignant  complication,  a  squamous  carcinoma,  in  a 
patient  below  forty  years  of  age;  with  each  decade  after  forty  the 
percentage  of  malignancy  increased  markedly,  being  5  per  cent, 
in  the  fifth,  12.7  per  cent,  in  the  sixth,  and  23.8  per  cent,  in  the 
seventh.  In  view  of  this  large  percentage  of  occurrence  of  fatal 
disease  among  patients  having  fibroid  tumors,  and  the  great 
increase  of  malignant  complications  after  forty  years  of  age,  a 
physician  should  advise  all  patients  who  have  fibroid  tumors 
and  are  over  forty  years  of  age  to  have  these  growths  removed; 
for,  if  the  fibroid  is  not  removed,  the  probabilities  are  that 
malignant  change  will  result  in  one  case  in  every  twenty  between 
the  ages  of  forty  and  fifty,  one  case  in  every  eight  between  the 
ages  of  fifty  and  sixty,  and  one  case  in  every  four  between  the 
ages  of  sixtv  and  seventy. 

Calcified  Fibromata. — Pinard  (Bull.  Mid.,  April  21,  1909) 
describes  a  case  of  uterine  fibroid  which  had  caused  eighteen 
years  of  sterility,  and  after  tin-  menopause,  at  the  age  of  sixty- 
eight  years,  caused  hemorrhage.     A  part  of   that  hemorrhage 
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effusion  being  retained  within  the  uterus,  which  was  displaced 
by  the  calcified  fibroid,  it  became  infected  and  caused  symptoms 
of  septicemia.  Examination  showed  a  hard  tumor  filling  the 
pelvis,  which  consisted  of  a  calcified  fibroid,  having  only  a  thin 
shell  of  fibromuscular  tissue  around  it.  According  to  this 
author,  the  fibroid  is  a  parasite  which  is  never  observed  before 
puberty  or  after  the  menopause,  except  when  it  has  existed 
during  genital  life.  He  believes  that  these  growths  result  from 
the  nonfertilization  of  ova  and  sterility.  They  occur  only  in 
women  who  do  not  conceive.  The  prophylactic  treatment 
recommended  is  that  every  woman  should  be  impregnated  before 
the  age  of  twenty-five.  Each  fibroma  arises  around  a  single 
capillary.  Microbic  action  has  nothing  to  do  with  it.  The 
endothelial  cells  of  the  capillary  remain  intact,  while  the  ad- 
ventitia  develops  embryonal  cells.  Under  the  influence  of  an 
unknown  force  these  cells  change  and  differentiate,  becoming 
muscular.  These  muscle  cells  may  develop  into  connective 
tissue  and  fibroid  elements.  Fibromata  never  give  symptoms 
except  from  pressure  on  the  other  organs  contained  in  the  pelvic. 
They  never  undergo  cancerous  degeneration,  but  may  become 
fatty  or  calcareous.  In  some  cases  phenomena  of  necrobiosis 
develop.  In  gestation  they  may  soften  or  remain  stationary. 
If  the  growth  is  already  fibrous,  it  remains  stationary  during 
pregnancy.  If  it  is  still  soft,  lactation  may  cause  retrogression 
and  involution.  Pinard  believes  that  the  ordinary  means  of 
treatment  of  fibroids  are  useless.  Electricity  has  not  given  him 
good  results.  He  uses  simply  hot  douches  of  six  to  ten  liters 
of  water  at  50°  C.  twice  a  day. 

Action  of  the  X-rays  on  the  Genital  Organs. — Paul-Charles 
Petit  (Gav.  deGyn.,  March,  1909)  states  that  there  seems  to  be  no 
doubt  that  the  male  organs  can  be  sterilized  by  the  use  of  the 
X-ray,  but  only  temporarily.  Therefore  there  is  no  danger  to 
them  in  its  use,  but  we  should  take  care  to  protect  the  genital 
organs  of  all  operators  in  X-ray  work,  as  well  as  patients  treated 
for  other  than  genital  troubles.  As  to  the  female  organs  we  must 
remember  that  a  woman  is  born  with  a  fixed  number  of  ovules. 
The  rays  can  diminish  the  number  of  these  structures  in  the 
ovaries,  and  they  cannot  be  again  increased.  We  do  not  know 
what  effect  on  the  coming  generation  may  be  caused  by  the  use 
of  X-rays  applied  unskillfully  to  the  male  genitals.  Monsters 
may  be  produced  in  the  next  generation.  The  use  of  the  rays 
should  be  restricted  to  experts,  and  those  who  would  like  to  use 
them  for  criminal  purposes  should  be  prevented  from  having 
that  opportunity.  The  deep  location  of  the  ovaries  prevent 
their  being  easily  affected  when  the  rays  an-  used  in  ordinary 
medical  applications.  The  X-ray  should  not  be  considered  a 
sort  of  panacea,  a  last  resort  for  the  incurable,  but  should  be 
used  early  in  cases  in  which  it  may  be  of  value. 

Intraabdominal  Use  of  Oxygen. — Adding  fourteen  cases  to 
those  previously  reported  by  himself,  W.  S.   Bainbridge  (Ann. 
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Surg.,  March,  1909)  concludes  that  final  deductions  concerning 
the  clinical  value  of  oxygen  administered  intraabdominally 
cannot  be  made  as  yet.  It  ma}'  be  said,  however,  that  oxygen, 
intraabdominally  administered,  has  a  distinct  field  of  usefulness 
in  lessening  shock,  hemorrhage,  nausea,  and  vomiting;  in  over- 
coming negative  intraabdominal  pressure  after  removal  of  large 
tumors;  in  preventing  the  formation  of  adhesions,  or,  when 
broken  up,  lessening  the  liability  of  their  return;  and  in  influenc- 
ing favorably  certain  types  of  tuberculous  peritonitis.  In  these 
cases  in  which  the  gas  was  introduced  into  the  peritoneal  cavity 
in  septic  peritonitis,  sufficient  beneficial  effect  was  noted  to 
warrant  the  hope  that  further  clinical  experience  may  establish 
the  efficacy  of  the  gas  as  an  adjuvant  in  the  treatment  of  this 
condition. 

Genital  Tuberculosis  in  Woman. — C.  Lenormant  (Prog.  Med., 
March  27,  1909)  describes  tuberculosis  of  the  genital  organs  as  a 
rare,  and  generally  a  secondary  complication  of  tuberculosis  in 
some  other  part  of  the  body,  often  the  lungs.  In  3  per  cent, 
of  cases  of  laparotomy  done  for  gynecological  troubles,  a  tuber- 
culous condition  is  found.  As  a  primary  condition,  tuberculosis 
of  the  genitals  may  result  from  infection  during  intercourse 
from  the  tuberculous  genitals  of  the  male.  Generally  it  is  a  de- 
scending, circulaton'  affection.  Tubercle  bacilli  may  be  con- 
tained in  the  semen.  They  will  infect  the  vagina  only  when  there 
are  lesions  of  the  mucous  membrane.  Any  part  of  the  genital 
organs  may  be  attacked  by  tuberculosis.  It  is  rare  where  pave- 
ment epithelium  protects  the  mucosa,  as  in  the  vagina,  vulva,  and 
cervix,  more  frequent  in  the  fundus,  tube,  and  ovary.  In  vulva 
and  vagina  it  may  consist  of  an  ulceration,  an  infiltration  with 
many  follicles  and  giant  cells,  or  form  a  tumor  simulating  sarcoma. 
On  the  cervix  it  forms  cauliflower  growths  of  a  bright  red  color 
in  contrast  with  the  pale  mucous  membrane.  In  the  body  of 
the  uterus  it  is  relatively  frequent,  localized  in  the  mucosa,  and 
accompanied  by  a  chronic  glandular  endometritis.  In  old 
women  with  occlusion  of  the  uterine  os  there  may  be  distention 
of  the  cavity  by  the  vegetations  and  pyometra.  Diagnosis  is 
almost  impossible  in  this  location.  In  the  ovary  it  generally 
accompanies  the  tubal  form.  The  organ  is  enlarged,  knobbed, 
hemorrhagic,  and  there  may  be  a  true  cold  abscess  of  the  ovary. 
When  the  tube  is  involved  the  peritoneum  is  generally  also  in- 
volved. In  the  chronic  fibrous  form  it  is  curable  spontaneously. 
When  caseous  the  closed  tube  may  contain  pus  and  detritus. 
Here  operative  interference  becomes  necessary.  There  is  little 
except  the  family  or  personal  history  of  tuberculosis  to  assist  in 
the  diagnosis  of  tubal  tuberculosis  from  the  ordinary  chronic  form. 
There  is  a  slow  evolution,  without  much  pain  or  fever.  Tuber- 
culous pelviperitonitis  may  be  cured  spontaneously  or  by  the 
simple  exploratory  laparotomy.  Surgical  interference  is  gener- 
ally accessary  in  all  forms  of  tuberculosis  of  the  genitals,  in  addi- 
tion to  the  general  antituberculous  treatment. 
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SOME  FACTS  REGARDING  BROOKLYN'S  SUMMER 
INFANT  MORTALITY.1 

BY 

LOUIS  C.  AGER,  M.  D. 

Brooklyn,  New  York  City. 

(With  one  chart.) 

A*  t  his  paper  is  almost  a  matter  of  statistics,  and  as  the  preparation  of  statistics 
means  a  large  amount  of  time,  I  wish  to  express  my  thanks  to  Miss  Bruere,  of  the 
Charity  Organization  Society,  and  Dr  Guilfoy,  of  the  Health  Department,  and 
Miss  Howe,  of  the  Delineator,  for  their  assistance. 

There  are  two  classes  of  facts — those  that  relate  to  summer 
infant  mortality  in  all  large  cities  and  those  that  relate  specific- 
ally to  Brooklyn  in  comparison  with  other  cities. 

TABLE   I. 
Deaths,   1907. 

Total 74>34i 

Total  under  five  years 

Diarrhea  under  6ve  years 6,060 

Measles 718 

Scarlet   fever 7  1- 

Diphtheria 1.014 

New  York  compares  favorably  with  other  large  cities  here  and 
abroad  in  same  climate.  Therefore  Table  I  gives  a  fair  idea  of 
the  general  facts.  Of  the  total  number  of  deaths  those  under  live 
if  as  1  to  3.  From  diarrhea  under  five  years,  the  ratio  of 
deaths  is  as  1  to  4,  and  equals  nearly  twice  the  combined  deaths 
at  all  ages  from  measles,  scarlet  fever,  and  diphtheria.  Nearly 
all  the  deaths  from  diarrhea  are  under  two  years. 

Table  II  shows  in  a  general  way  what  we  all  know,  that  a  large 
majority  of  these  deaths  from  diarrhea  occur  during  .1  few  weeks 
of  hot  weather. 

Table  III  indicates  that  various  agencies  are  at  work  combating 

the  conditions  shown  in  the  other  charts, 

■Symposium  on  Summei   Diarrhea,  read  before  tin-   Kin^>  County    Medical 
I  une  15,  1909. 
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Death  rate  from  diarrheal  diseases  in  those  under  five  years  of  age  in  the 
Boroughs  of  Manhattan  and  Brooklyn  in  1908.  Rate  is  shown  by  weeks  per 
100,000  of  population.     Black  line  represents  Manhattan;  broken  line  Brooklyn. 


Philanthropic  agencies 

Old  New  York 

Brooklyn 

Fresh  air  organizations 

Number   of   children   one   or   two    weeks   in 

country 

Number  of  children  day  parties  in  country  .  . 

144 

31,000 
110,000 

55 

twelve  months 
2,800 

950,000 

28 

160 

60 

10 

6,500 
10,000 

J3 
1 
three  months 

2,296 

50,000 

Milk  distributing  agencies  open 

Number  of  babies  fed  daily 

Number  of  babies  fed  during  season   .... 
Number  of  days'  feedings  distributed  .... 

17 

Tabic  IV  shows  that  there  has  been  a  steady  improvement  in  the 
conditions;  and  by  going  further  back  the  facts  would  be  more 
striking.  For  example,  in  1882,  the  rates  were,  respectively, 
3.32  and  3.44.  This  change  is  especially  striking  when  we 
consider  that  in  the  last  ten  years  the  foreign  population  has  been 
a  much  greater  incubus  upon  city  progress  and  much  more 
difficult  to  assimilate  than  ever  before. 
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TABLE   IV. 
Deaths  from  Diarrhea. 


1894 
1896 
189S 
1900 
1902 
1904 
1906 


2. 28 
2. 16 
2. 10 
1  So 

152 
1.66 
1.57     (Combined) 


Brooklyn 


2.69 
2.41 

2  57 
2-3i 

«    77 
1.83 


As  members  of  the  medical  profession  we  are  interested  in  the 
various  facts  already  presented.  Still  more,  however,  as 
representing  the  medical  profession  of  Brooklyn,  ought  we  to  be 
interested  in  the  facts  that  pertain  exclusively  to  Brooklyn.  I 
know  that  I  have  acquired  the  reputation  of  being  a  crank  upon 
this  subject,  but  I  do  not  think  that  I  attach  too  much  impor- 
tance to  it. 

This  is,  however,  an  age  of  puericulture  in  all  its  branches, 
and  I  want  my  native  city  to  be  a  leader,  not  a  follower  in  all 
such  good  work. 


GENERAL  FACTS  OF  COMPARISON-. 

(a)  The  ratio  of  population  between  the  boroughs  of  Brooklyn 
and  Manhattan  is  as  2  to  3. 

(b)  Although  Brooklyn  has  had  for  some  years  a  great  foreign 
population,  there  is  no  question  but  that  the  foreign  population 
of  Manhattan  is  more  densely  crowded  and  probably  of  a  little 
lower  social  status. 

(c.)  In  Brooklyn  the  area  is  greater,  and  the  population,  there- 
iDic,  less  crowded,  and  we  have  large  surrounding  areas  to  which 
people  can  go  quickly  to  get  out  of  the  crowded  part  of  the  city. 

These  facts  ought  to  make  Brooklyn  a  more  healthful  place 
than  Manhattan.  On  the  other  hand,  we  have  in  Brooklyn 
11101c  eld  private  residences  which  have  been  converted  into 
tenements,  and,  although  they  contain  fewer  families,  they  arc 
undoubtedly  more  unsanitary  than  the  large  double-deckers 
<>r  modern  construction  in  Manhattan. 

Referring  i"  rable  V,  we  see  that  extending  over  a  period 
from   1903  to  1907,  there 'is  a  percentage  difference  in  favoi  "i 
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Manhattan  of  a  little  less  to  a  little  more  than  i  per  cent.     In 
1907,  for  example,  there  is  a  difference  of  1.1  per  cent. 


Total 

deaths 

Diarrheal  deaths 
under  one  year 

Per  cent. 

Annual 
death  rate 

Old  X.  V 

Bkln. 

X.  V. 

Bkln. 

X.  V. 

Bkln. 

X.  Y. 

Bkln. 

1903  • 

41.77° 

22,192 

2,258 

1.238 

•  °54 

o-55 

iS-57 

17.27 

1904 . 

24.831 

2,762 

1,642 

•057 

0.66 

21 .02 

18.83 

1905  • 

45.199 

23,939 

2,872 

1,656 

.063 

0.69 

18.91 

17-57 

1906  . 

46. 1  oS 

25.024 

-'■77 1 

1,856 

.060 

0  74 

18.71 

17.82 

1907 . 

47,698 

26,043 

2,990 

1.023 

.062 

°-73 

18.51 

17.98 

Returning  to  Table  II,  in  comparison  of  Manhattan  and  Brook- 
lyn, it  is  to  be  noted  that  the  weekly  deaths  from  diarrheal  diseases 
under  five  years  of  age  in  Brooklyn  ranged  from  about  fifteen 
during  the  cold  months  to  the  highest  point  of  173  during  the 
first  week  in  July.  In  other  words,  the  highest  point  is  over 
twelve  times  as  great  as  the  average  for  the  cooler  months. 
Whereas,  in  Manhattan,  the  average  increase  is  only  about  ten 
times  as  great. 

.On  the  other  side  of  the  question,  the  facts  in  regard  to  the 
question  of  philanthropic  work  done  among  children  are 
very  suggestive  when  considering  infant  mortality.  Not  only 
are  there  144  fresh  air  organizations  in  Manhattan  (see  Table  III  ) 
as  compared  with  ten  in  Brooklyn,  but  many  of  the  Manhattan 
organizations  are  far  larger  than  any  of  those  in  Brooklyn. 
Moreover,  this  great  number  of  foci  for  the  education  of  the 
tenement  house  population  is  greatly  to  the  advantage  of 
Manhattan;  although  some  of  these  agencies  do  not  deal  directly 
with  children,  even  those  which  take  convalescents  or  working 
girls  or  working  men  to  the  country  for  a  short  period  indirectly 
improve  home  conditions  through  education  and  by  the  financial 
relief  presented. 

One  of  the  most  useful  means  for  the  education  of  mothers 
is  to  be  found  in  the  day  nursery.  In  Manhattan  there  are 
fifty-five  day  nurseries,  whereas  in  Brooklyn  there  are  but 
thirteen.  Aside  from  the  figures,  it  is  undoubtedlv  true  thai 
many  of  the  nurseries  in  Manhattan  take  charge  of  a  very  much 
larger  number  of  children  than  any  of  those  in   Brooklyn,  and 
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they  are  probably  doing  in  many  instances  much  more  systematic 
educational  work. 

In  all  this  comparison,  it  must  be  borne  in  mind  that  the 
benefit  secured  is  not  merely  the  welfare  of  the  comparatively 
small  number  of  the  population  directly  cared  for,  but  that 
the  educational  influence  is  of  many  times  greater  value. 

These  figures  do  not  deal  with  the  summer  corps  of  the  Health 
Department,  and  we  have  every  reason  to  expect  that  that 
work  will  be  far  more  efficient  in  both  boroughs  during  the 
present  summer  than  it  ever  has  been  before. 

Finally,  we  have  in  diarrheal  summer  infant  mortality  the 
ideal  point  of  attack  for  reducing  the  general  death-rate,  aside 
from  any  special  interest  in  the  children  themselves.*'  In  other 
words,  citizens  with  any  active  civic  pride  in  this  borough  could 
find  no  more  telling  way  of  getting  results  than  by  eoneentr.'tmL; 
upon  this  one  very  black  spot — summer  infant  mortality.  I 
would  again  emphasize  the  facts  that: 

i .  This  mortality  is  largely  preventable. 

2.  It  constitutes  a  very  considerable  part  of  the  total  mortality. 

3.  It  is  largely  concentrated  in  a  short  period  of  three  months. 
160  State  Street. 
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PREDISPOSING  CAUSES  AND  PREVENTION  OF 
SUMMER  DIARRHEA. 

BY 

JOHN  W.  PARRISH,  M.  D., 

Physician  to  St.  Christopher's  Hospital,  Brooklyn. 

Every  influence  that  lessens  an  infant's  health  and  strength, 
whether  acting  after  birth  or  during  intrauterine  life,  is  a  pre- 
disposing cause  of  summer  complaint.  Birth  from  diseased 
or  feeble  parents  may  be  an  important  element;  either  because 
of  direct  inheritance  of  disease,  as  syphilis,  or  because  of  defective 
nervous  system  from  alcoholism  in  parents,  or  because  of  a 
lack  of  general  vigor. 

General  diseases,  tuberculosis,  syphilis,  rachitis,  and  many 
diseases  of  special  organs,  tend  to  produce  malnutrition  with 
its  impaired  power  of  resisting  depressing  agencies. 

It  must  be  kept  in  mind  that  in  a  very  great  majority  of 
instances  death  does  not  occur  from  an  acute  attack  of  summer 
diarrhea  in  a  previously  healthy  child.  A  healthy  child  may 
indeed  succumb  to  that  type  of  disease  to  which  the  term 
"cholera  infantum"  is  now-  applied,  which  is  probably  a  special 
infectious  disease  or  is  due  to  the  taking  of  food  in  which  toxins 
are  already  present  in  large  amount.  So  also  an  acute  ileo- 
colitis may  be  severe  enough  to  carry  off  a  strong  child.  As 
a  rule,  however,  the  infant  who  dies  of  gastroenteric  disease 
in  summer  has  suffered  from  malnutrition  for  a  longer  or  shorter 
period  before  its  fatal  illness  began. 

This  malnutrition  may  be  due,  as  has  been  said,  to  any  one 
of  many  diseases;  it  may  be  and  very  often  is,  in  part  at  least, 
due  to  insufficient  out-of-door  air;  it  may  occur  in  breast-fed 
babies  from  too  frequent  or  overfeeding,  or  from  abnormal  breast 
milk  ;  but  it  is  most  commonly  due  to  the  chronic  digestive  troubles 
of  bottle-fed  infants  and  these  in  turn  are  caused  by  food,  im- 
proper in  amount  or  time  of  administration.  Improper  because 
contaminated  by  foreign  matter  of  various  kinds,  or  improper 
because  too  weak  to  nourish  the  child  or  too  strong  for  the  child's 
digestion.  Very  frequently  with  the  mistakes  of  feeding  goes 
the  mistake  of  too  little  fresh  air.  At  St,  Christopher's  Hospital 
for  Babies  we  have  had  in  the  past  twelve  years  many  cases  of 
gastroenteric  disease  and  many  deaths.     I  certainly  am  within 
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the  bounds  of  truth  when  I  say  that  not  5  per  cent,  of  the  deaths 
due  to  diseases  of  the  digestive  organs  resulted  from  an  acute 
attack  in  previously  healthy  babies. 

Those  of  you  who  have  done  pediatric  work  in  dispensaries 
will  recall  the  great  frequency  of  chronic  digestive  troubles  ante- 
cedent to  the  acute  outbreaks  occurring  in  hot  weather.  Very 
often  the  mother  or  a  neighbor  will  have  treated  the  earlier 
symptoms  with  castor  oil  and  obtained  temporary  relief;  or, 
much  worse  still,  the  mother  will  have  allowed  the  baby  to  suffer 
for  many  weeks  from  vomiting  and  diarrhea,  under  the  delusion 
that  teething  was  the  cause  and  nothing  could  be  done. 

A  common  history  is  about  as  follows:  While  the  baby  was 
breast-fed  it  did  well,  but  soon  after  the  commencement  of  bottle- 
feeding  it  developed  vomiting,  pain,  and  diarrhea  or  constipation, 
and  these  symptoms  have  continued  more  or  less.  Another 
frequent  history  is  that  the  baby  did  fairly  well  on  the  bottle 
until  it  had  a  rather  severe  attack  of  vomiting  and  diarrhea 
from  which  it  apparently  recovered,  but  it  never  had  good  diges- 
tion since  that  time. 

The  problem,  then,  of  cutting  down  Brooklyn's  high  mortality 
in  summer  is  not  only  that  of  curing  summer  complaint,  so 
called,  but  of  giving  the  babies  sufficient  digestive  power  and 
general  vigor  to  prevent  them  being  excessively  liable  to  acute 
attacks  during  the  hot  weather.  In  theory  this  is  very  simple 
and  may  be  summed  up  as  follows:  proper  clothing,  an  abundance 
of  fresh  air,  and  suitable  food. 

As  to  the  Clothing. — The  common  fault  is  too  much  clothing. 
We  often  see  these  babies  swathed  in  a  half-dozen  layers  of  woolen 
and  other  garments  because  the  mother  fears  a  chilling  el'  ihe 
skin.  The  abdomen  and  feet  should  always  be  kept  warm,  but 
the  child's  body  must  not  be  wet  with  perspiration. 

Fresh  Air. —  The  cold-air  treatment  of  tuberculosis  and 
pneumonia  is  helping  to  educate  the  laity,  but  there  is  great 
need  of  further  instruction  along  this  line.  Among  the  poorer 
classes  the  mother  often  keeps  the  baby  in  the  kitchen  while  she 
does  her  work.  There  is  a  hot  lire  in  the  stove  and  the  tempera- 
ture of  the  room  is  750  to  8o°  F.  Among  the  well-to-do  it  is 
no  uncommon  thing  to  find  the  temperature  of  the  nursery  at 
750  F.  or  higher.  I  In-  temperature  of  the  nursery  should  be 
68°  F.  in  the  daytime  and  about  ten  degrees  cooler  at  night. 

In  summer,  when  not  out  of  doors,  the  child  should  be  in 
the  largest  and  coolest  room  in  the  house,  and  on  very  hot  days 
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may  have  a  couple  of  cool  baths.  In  some  of  the  difficult  feed- 
ing cases  it  is  impossible  without  the  tonic  of  fresh  air  to  secure 
a  digestion  vigorous  enough  to  permit  the  child  to  thrive. 

What  Dr.  \Y.  P.  Xorthrup  calls  the  "  twenty-three-hour  treat- 
ment" accentuates  the  importance  of  out-of-door  air.  By  this 
he  means  keeping  the  baby  in  fresh  air  twenty-three  hours  out 
of  the  twenty-four,  the  other  hour  giving  time  for  the  necessary 
changing  in  a  warm  room. 

Of  course,  the  child  must  not  be  in  a  draught,  and  it  must  have 
sufficient  clothing  to  keep  it  comfortable.  While  teaching  the 
mothers  the  necessity  of  fresh  air,  we,  as  physicians,  should  use 
our  united  influence  to  compel  tenement-house  builders  to  so 
construct  their  buildings  that  out-of-door  air  is  a  possibility  to  a 
child  while  in  the  house. 

The  crowded  tenement,  impossible  of  ventilation,  should  be 
abolished. 

Suitable  Food. — Xow  the  most  important  of  all  things  in  the 
prevention  of  gastroenteric  disease  in  summer  is  good  digestion, 
and  to  secure  it  we  must  give  proper  food.  As  the  result  of  the 
work  of  our  milk  commission  it  is  now  possible  in  Brooklyn  to 
obtain  the  very  best  quality  of  milk,  certified  milk,  at  no  great 
expense.  Another  result  of  the  milk  commission's  work  is  that 
more  care  is  taken  in  the  production  of  noncertified  milk.  It 
should  be  a  source  of  gratification  to  the  entire  profession  that 
such  marked  progress  has  been  made  in  the  problem  of  supplying 
a  good  clean  milk. 

There  remain  two  very  important  problems  in  connection 
with  infant  feeding,  and  when  they  are  solved  the  excessive  infant 
mortality  of  summer  will  disappear.  The  first  is  the  devising 
of  some  simple  rules  for  adjusting  the  food  to  the  digestive 
requirements  of  infants — not  infants  in  general,  but  to  the  par- 
ticular needs  of  the  individual  infant. 

The  second  problem  is  that  of  teaching  the  mothers,  especially 
among  the  poor,  how  to  carry  out  simple  directions  for  the 
preparation  and  preservation  of  their  babies'  food. 

Xow,  as  there  is  no  food  as  good  for  the  child  as  mother's 
milk,  we  should  insist  that  every  mother  must  nurse  her  child  if 
able  to  do  so,  anything  else  is  gross  negligence  of  duty  on  our 
part. 

When  we  attempt  to  use  cow's  milk  we  find  a  medium  about 
as  different  from  human  milk  as  it  could  be  and  still  be  milk. 
The  proteids  of  cow's  milk  are  about  double  those  of  human  milk, 
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and  the  ratio  of  casein  to  albumen  is  about  five  to  one  instead  of 
one  to  two.  Rotch  and  Morse  state  in  a  recent  paper  that  there 
is  no  proof  of  a  qualitative  difference  in  the  proteids  of  the  two 
milks.  The  fats  are  present  in  about  the  same  amount  in  the 
two  milks,  but  they  differ  qualitatively.  Milk-sugar  makes 
about  4  1/2  per  cent,  of  cow's  milk,  and  about  7  percent,  of 
human  milk.  The  mineral  matter  of  cow's  milk  is  about  four 
times  that  of  mother's  milk,  but  it  contains  less  chlorine — hence 
the  necessity  of  adding  a  little  table  salt  to  our  food  mixtures, 
as  taught  by  Jacobi  many  years  ago. 

The  aim  of  the  American  pediatrist  has  usually  been  to  so 
modify  cow's  milk  as  to  make  it  closely  resemble  mother's  milk. 
This,  in  my  opinion,  has  unnecessarily  complicated  the  problem 
of  infant-feeding.  For  though  we  can  duplicate  mother's  milk 
as  far  as  percentages  go,  it  still  remains  an  imitation  mother's 
milk,  and  it  doesn't  fulfill  the  function  of  mother's  milk. 

When  it  was  found  that  this  modified  milk  often  failed  to 
digest  and  that  there  were  many  curds  in  the  stools,  it  was 
thought  that  the  casein  was  at  fault,  and  to  remedy  this  the 
proteids  were  reduced  to  a  very  low  point — 1  per  cent.,  1  2  per 
cent.,  or  even  lower — the  deficiency  being  made  up  by  compara- 
tively large  amounts  of  fat  and  sugar. 

As  this  plan  wasn't  altogether  successful,  attention  was 
directed  to  the  fats  of  cow's  milk,  with  the  result  that  it  has  been 
claimed  by  some  writers  that  the  curds  were  of  fatty  origin. 
Southworth  and  Schloss  have  published  some  very  careful 
studies  of  the  composition  of  curds,  and  they  show  that  the  large 
firm  curds  are  much  the  same  as  curdled  milk  anywhere  else, 
that  is,  they  contain  both  casein  and  fat.  The  smaller  softer 
curds  contain  more  fat,  but  also  contain  protein.  The  very 
smallest  grayish-looking  curds  they  found  to  be  calcium  soaps. 

However,  it  is  becoming  more  and  more  an  accepted  belief 
that  the  fats  are  a  prominent  factor  in  causing  indigestion  among 
the  bottle  led.  Fischl,  in  Pfaundler  and  Schlossman,  quotes 
Czerny  and  Keller  as  attributing  most  of  the  bad  results  of  milk 
feeding  to  excessive  amounts  of  tat.  The  fact  that  obstinate 
indigestion  occurs  where  too  much  fat  is  given  is  a  matter  of 
common  observation,  and  the  fact  that  in  the  most  severe  cases 
of  malnutrition  or  infantile  wasting,  \\e  usually  have  to  give  a 
food  that  is  practically  fat-free,  points  to  the  accuracy  of  this 
belief.  The  trend  seems  distanctly  away  from  the  use  of  high- 
percentage   creams   as    the   basis   of  our   food   mixtures.     It   is 


iarrish:  causes  and  prevention'  of  summer  diarrhea.     167 

half  a  dozen  years  since  I  have  used  anything  stronger  than  the 
top  pint  milk,  which,  as  you  know,  contais  about  7  per  cent, 
fat,  and  I  now  believe  we  should  in  the  beginning  use  whole 
milk  as  the  basis  of  the  food  and  only  gradually  work  up  to  the 
top  pint  milk.  After  reaching  a  point  where  the  child  takes  top 
pint  milk  in  one-half  strength,  we  should  gradually  return  to 
whole  milk,  using  first  two-thirds  whole  milk  and  then  three- 
fourths  whole  milk,  diluted  usually  with  barley  or  oat  water;  that 
is,  we  should  use  the  cereal  if  the  child  is  much  over  six  months 
old.  Most  babies  do  not  readily  digest  undiluted  whole  milk 
during  their  first  year,  andnot  very  rarely  it  causes  indigestion 
during  the  second  year. 

The  return  to  the  use  of  whole  milk  is  a  distinct  advance,  in 
my  opinion,  first,  because  it  tends  toward  simplicity,  a  very 
important  thing;  and,  secondly,  it  gives  the  child  a  chance  to 
gradually  acquire  the  power  of  digesting  cow's-milk  fats.  A  rule 
that  I  think  is  of  the  utmost  importance  is  to  begin  with  a  food 
weak  enough  for  the  child's  digestion  and  increase  the  strength 
as  needed,  rather  than  to  begin  with  a  food  that  a  child  of  any 
particular  age  ought  to  digest,  but  may  very  likely  be  unable  to 
do.  I  know  of  no  more  unsatisfactory  proceeding  than  that  of 
gradually  scaling  down  the  percentages  of  a  food  that  is  causing 
indigestion,  for  it  seems  as  if  the  more  one  weakens  the  food  the 
less  power  of  digestion  the  child  exhibits,  and  finally  one  is  down 
to  a  verv  weak  food  and  yet  hasn't  helped  the  indigestion. 

When  all  is  said  and  done,  it  is  cow's-milk  fat  and  proteids 
that  the  baby  is  going  to  live  on,  and  we  must  teach  it  to  acquire 
the  necessary  digestive  power,  proceeding  as  in  teaching  the 
child  anything  else;  that  is,  give  a  very  easy  task  at  first  and 
increase  the  work  as  the  capacity  for  work  grows. 

There  are  babies,  especially  those \\i  th  long-standing  indigestion, 
who  cannot  be  fed  satisfactorily  on  whole  milk  or  top-milk 
dilutions.  Before  giving  up  these  plans  there  are  two  measures 
that  should  have  a  thorough  trial — daily  lavage  and  keeping 
the  child  in  out-of-door  air  practically  all  the  time. 

Having  failed  with  cow's-milk  feeding,  probably  the  best  plan 
is  whey-and-cream  feeding,  with  which  the  name  of  Dr.  Elias 
H.  Bartley  is  naturally  connected.  By  the  whey-and-cream 
method  we  alter  the  relative  proportions  of  casein  and  albumin 
and  get  a  mixture  more  closely  resembling  mother's  milk.  This 
method  lacks  the  simplicity  of  the  first  method  and  lias  the 
disadvantage   that   to  many  babies  it  is  laxative  in  its  effect. 
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This  latter  becomes  a  distinct  advantage  in  certain  cases.  The 
simplest  way  of  using  whey  and  cream  is  to  make  the  whey  from 
skimmed  milk,  thus  getting  a  mixture  containing  nearly  i  per 
cent,  protein,  about  4  1/2  per  cent,  milk-sugar,  and  about  1/3  per 
cent.  fat.  To  this  we  add  fat  as  needed,  heating  the  whey  to 
1500  F.  before  adding  the  cream  to  prevent  the  rennet  ferment 
curdling  the  casein  of  the  cream. 

Sometimes  it  will  be  necessary  to  try  still  other  methods  of 
feeding.  Buttermilk  or  artificially  soured  milk  is  at  times  very 
useful;  condensed  milk  diluted  1  to  20  is  often  serviceable  in 
stopping  persistent  vomiting  and  diarrhea  due  to  indigestion. 

Another  plan  is  to  make  use  of  a  cereal  diluent,  even  at  a  very 
early  age.  I  have  frequently  seen  it  successful  at  three  months 
and  have  known  babies  to  be  successfully  fed  in  this  way  right 
from  birth.  In  whatever  way  the  baby  is  fed,  it  is  of  the 
utmost  importance  that  the  mother  report  at  stated  intervals 
so  that  the  child  may  be  kept  under  continuous  supervision. 

Teaching  the  Mothers. — Until  the  past  few  years  very  little 
had  been  done  in  the  way  of  instructing  the  mothers  at  their 
homes.  Much  pasteurized  milk  has  been  given  away  and  many 
lives  probably  have  been  saved,  but  this  plan  doesn't  get  at  the 
root  of  the  matter.  The  mother  who  is  given  milk  for  her  baby 
this  summer,  needs  it  again  next  summer,  and  so  on  indefinitely. 
Recently  the  attempt  has  been  made  to  teach  the  mothers 
something  about  the  care  of  their  babies'  food  by  visiting  nurses 
who  go  to  the  homes. 

In  Manhattan  the  Department  of  Health  and  many  hospitals 
and  dispensaries  employ  nurses  to  do  this  very  important  work. 
In  Brooklyn,  except  for  the  work  of  the  Department  of  Health, 
so  far  as  I  know  very  little  has  been  done.  Dr.  Ager  by  his  own 
efforts  has  secured  the  services'of  a  nurse  to  visit  from  a  dispensary, 
and  we  now  have  a  nurse  for  this  work  at  St.  Christopher's 
Hospital.  What  is  really  necessary  is  that  each  hospital  and 
dispensary  for  babies  have  one  or  more  nurses  who  can  go  to  the 
homes  and  actually  show  the  mothers  what  they  should  do.  In 
detail,  the  nurse  should  teach  the  mother  the  necessity  of  clean 
milk;  that  grocery  milk,  so-called,  is  a  dangerous  thing;  that 
perfect  cleanliness  of  all  utensils,  including  bottles  and  nipples,  is 
absolutely  essential;  that  the  refrigerator  must  be  clean  and  kept 
at  a  temperature  of  50°  F.;  that  the  milk  should  never  leave  the 
refrigerator,  except  for  the  short  time  necessary  for  its  prepara- 
tion, until  it  is  taken  out  for  the  child's  immediate  use;  that 
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pasteurization  is  necessary  in  summer;  that  the  child  itself  must 
be  kept  clean;  that  fresh  air  is  a  necessity  for  its  healthy  growth; 
that  she  must  report  at  stated  intervals  to  the  dispensary,  where 
the  child  should  be  weighed  and  a  record  kept. 

In  conclusion,  the  predisposing  causes,  aside  from  general 
diseases  and  inherited  weakness,  are  unsuitable  food  and  want 
of  out-of-door  air. 

High  infant  mortality  in  summer  can  only  be  prevented  by 
attention  to  the  child's  nutrition  throughout  the  entire  year. 
No  fight  against  disease  in  summer  alone  can  be  more  than 
partially  successful. 

When  the  gospel  of  fresh  air  has  thoroughly  permeated  the 
medical  profession  and  the  laity,  we  will  get  a  rigid  enforcement 
of  good  sanitary  building  laws,  and  fresh  air  will  be  a  possibility 
for  all. 

When  we  have  so  simplified  our  rules  for  feeding  babies  that 
one  of  only  moderate  intelligence  can  carry  them  out,  and  when 
the  mothers  have  been  taught  the  simple  rules  for  the  care  of 
their  infants'  food,  the  millenium  for  Brooklyn  babies  will  not  be 
so  far  distant. 

1 1 1  Montague  Street. 
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We  would  not  conform  to  the  purposes  of  this  symposium  if 
our  intense  interest  in  this  subject  was  the  means  of  leading  us 
to  consider  even  briefly  the  evolution  of  our  knowledge  of  the 
various  phases  of  this  whole  question.  The  question  of  age 
incidence,  however,  is  in  part  within  the  realms  of  this  paper. 
We  know  that  the  probability  of  attack  is  very  small  under  the 
age  of  three  months,  but  from  this  period  there  is  a  rapid  in- 
crease until  the  age  of  two  years  is  reached,  and  the  greatest 
mortality  is  during  the  last  nine  months  of  the  first  year 
of  life.  This  covers  the  period  during  which  the  hygienic 
and  dietetic  care  of  the  infant  is  most  difficult.  I  am  not 
unmindful  of  those  infants  who  come  into  the  world  unpre- 
pared for  the  usual  exigencies  of  infantile  life;  those  infants 
who  are  prematurely  born  or  with  an  inferior  physical  equipment. 
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But  as  I  understand  it,  we  are  to  deal  with  that  large  class 
of  infants  of  normal  development  who  are  early  but  preventable 
victims  of  diarrheal  disease. 

In  the  hygienic  and  dietetic  management  of  these  cases, 
the  relative  importance  of  the  four  chief  etiological  factors  must 
be  remembered.  These  are  the  soil,  the  season,  the  food,  and 
bacterial  infection.  Insanitation  in  its  broadest  sense  favors  the 
disease;  therefore  density  of  population  or  dwellings  upon  an 
unclean  soil;  insufficient  sunshine,  defective  ventilation,  maternal 
neglect,  contaminated  food;  all  must  be  considered. 

The  influence  of  the  character  of  the  soil,  I  believe,  is  a  very 
decided  one.  A  soil  which  is  loose  is  one  upon  which  infantile 
diarrheal  mortality  is  likely  to  be  high,  and  this  influence  is 
enhanced  if  the  soil  is  polluted.  Where  the  dwelling  houses 
of  any  particular  town  have  been  built  upon  a  foundation  which 
is  largely  of  rock  and  where  there  is  little  loose  material  upon 
the  surface,  the  mortality  from  diarrhea  is  proportionately 
low,  in  spite  of  the  existence  of  other  factors  which  are  not 
favorable  to  the  infant. 

This,  I  believe,  is  one  of  the  important  if  not  one  of  the  chief 
reasons  why  the  infantiie  diarrheal  mortality  is  less  in  the 
borough  of  Manhattan  than  in  the  other  four  boroughs.  Man- 
hattan Island  is  nearly  all  rock;  its  formation  makes  the  matter 
of  the  prompt  and  efficient  disposal  of  sewage  into  the  Hudson  and 
East  Rivers  a  matter  of  comparative  ease.  Here,  then,  are  two 
elements  in  which  Manhattan  has  an  advantage;  suitable  soil 
and  efficient  sewerage. 

A  third  and  very  important  element  is  the  fact  that  its  agencies 
for  the  care  of  small  children  are  so  numerous  and  efficient 
that  sick  infants  are  quickly  sent  away  from  the  borough  and 
are  placed  in  the  best  possible  surroundings  for  recovery.  But, 
on  the  other  hand,  if  these  infants  die,  the  mortality  is  not  counted 
against  Manhattan,  but  against  the  place  to  which  they  are  sent. 
Richmond  borough  is  a  favorite  point  to  which  such  infants  are 
sent,  and  its  mortality,  therefore,  is  correspondingly' high. 

Because  of  the  proximity  of  all  the  boroughs,  we  may  dis- 
regard the  matter  of  season  further  than  to  state  that  whatever 
its  mode  of  action  may  be,  a  deficient  rainfall  in  the  summer 
season  tends  strongly  toward  the  occurrence  of  the  disease. 

That  there  is  a  certain  relation  between  the  temperature 
and  diarrhea  is  usually  accepted,  but  how  does  this  operate? 
There  is  a  diversity  of  opinion  because  of  the  scarcity  of  facts. 
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Some  hold  that  by  prolonged  high  temperature  the  sensitive 
svstem  of  the  infant  is  depressed  and,  therefore,  it  is  more 
susceptible  to  disease. 

Such  a  proposition  is  untenable  when  we  consider  the  health 
of  the  infants  in  tropical  climates  and  in  the  warmer  portions 
of  our  land  and  recall  the  fact  that  the  most  easily  depressed 
infants,  those  under  three  months,  are  practically  immune 
from  any  except  the  most  virulent  infection. 

Others  claim  the  existence  of  a  "miasm"  dependent  for  its 
development  upon  prolonged  high  temperature.  But  this 
form  of  diarrhea  is  one  largely  of  city  life.  Therefore,  we  have 
a  condition  of  soil  sealed  by  concreted  streets,  a  superior  system 
of  drainage,  both  of  which  militate  against  such  a  proposition. 
And,  further,  if  a  "  miasm"  exists,  why  does  it  favor  females  and 
show  its  greatest  virulence  against  those  infants  between  the 
ages  of  three  months  and  two  years? 

Now,  what  real  facts  have  we  to  help  us? 

i.  We  have  a  disease  which  mainly  affects  the  alimentary 
system.  The  clinical  phenomena  of  convulsions,  prostration, 
hyperpyrexia,  etc.,  are  simply  secondary  or  reflex. 

2.  It  is  not  due  to  trauma,  although  trauma  may  be  present 
as  a  late  result. 

3.  It  is  in  no  sense  a  constitutional  disease. 

4.  It  is  a  straight  out  and  out  infection  of  the  alimentary 
canal. 

5.  It  is  most  prevalent  during  the  first  two  years  of  life. 
Every  one  of  these  facts  is  consistent  with   the  proposition 

that  the  disease  is  due  to  a  contaminated  food  and  particularly  a 
fluid  food. 

Then  how  does  temperature  operate  on  the  food?  A  pro- 
longed high  temperature  favors  the  growth  of  infective  bacteria 
and  processes  of  decomposition.  Milk,  which  is  the  chief 
article  of  diet  of  many  infants,  offers  a  suitable  nidus  as  far  as 
moisture  and  pabulum  are  concerned,  and  if  the  temperature 
be  raised  the  third  favoring  condition  is  established. 

But  irrespective  of  direct  effect  upon  the  milk,  a  prolonged 
high  temperature  favors  the  collection  of  dust  and,  therefore,  its 
introduction  into  and  upon  food,  and  each  particle  may  be  the 
aeroplane  for  some  organism.  When  we  experience  a  prolonged 
high  temperature  with  little  moisture,  we  are  also  treated  to  a 
marked  increase  in  the  birth  rate  of  flies.  I  have  noted  time 
and  again   that   when  complaint  is  made  of  the  abundance  of 
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these  pests,  and  the  complaint  has  been  corroborated  by  the 
number  caught  by  traps  or  paper,  within  a  short  time  there  is 
an  increase  in  infantile  diarrheal  disease. 

The  direct  hygienic  treatment  involves  the  removal  of  the  infant 
from  the  city  as  soon  as  practical.  If  a  choice  is  made  it  should 
favor  the  seashore.  It  is  not  sufficient  to  send  an  infant  away, 
but  it  should  be  kept  away  for  a  considerable  time,  as  the  dangers 
of  relapse  are  great. 

The  infant  must  be  restrained,  and  if  old  enough  to  walk  or 
creep  must  be  placed  where  these  are  impossible  of  accomplish- 
ment, for  even  if  strong  enough  to  do  so,  enforced  rest  conserves 
the  strength  of  the  infant.  While  thus  controlled*  the  infant 
should  be  kept  in  the  open  air  as  many  hours  of  the  day  and 
night  as  possible. 

The  clothing  should  be  loose  and  light,  but  sufficient  to  protect 
the  child  from  sudden  changes. 

Water  externally  is  important  to  allay  the  restlessness,  reduce 
the  fever,  and  place  the  skin  in  a  healthful  condition.  For  the 
reduction  of  temperature,  the  tub  bath  may  be  given  at  ioo°  F., 
and  a  gradual  reduction  made  by  the  addition  of  iced  water  until 
the  temperature  of  the  bath  is  850  F. 

As  soon  as  a  napkin  is  soiled  it  must  be  removed,  and  the 
removal  must  be  two-fold — from  the  infant  and  from  the  room. 
Disinfection  of  the  napkins  and  of  the  person  of  the  one  handling 
them  is  necessary. 

Excoriations  are  to  be  prevented  by  the  free  use  of  boric  acid 
in  powder  or  a  zinc  ointment. 

The  direct  dietetic  treatment  involves  the  withholding  of  all 
food  during  the  first  twenty-four  hours  of  the  attack.  No 
matter  how  the  infant  may  be  nourished,  the  giving  of  food  at 
this  time  is  harmful  because  digestion  is  practically  arrested. 
The  cravings  of  hunger  and  thirst  may  be  allayed  by  the  frequent 
administration  of  small  amounts  of  sterilized  water,  thin  barley 
water,  or  cold  whey  made  without  heating  the  curd.  If  whey 
is  made  without  beating  the  curd  the  percentage  of  fat  which  it 
contains  is  much  below  1  per  cent.,  but  according  to  the 
muscular  effort  of  the  maker  and  the  quality  of  the  milk,  vigorous 
breaking  of  the  curd  will  liberate  as  high  as  ;,  per  cent,  of 
the  fat.  Albumen  water  should  not  be  given,  as  its  ready 
decomposition  may  cause  trouble  and  adds  odor  to  the  stools. 

If  the  foregoing  are  vomited,  absolute  withholding  of  every 
thing  is  essential. 
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If  conditions  are  improved,  the  infant  may  be  allowed  the 
breast  after  the  first  forty-eight  hours,  but  with  the  restriction 
that  nursing  must  be  alternate  and  not  over  three  minutes. 
An  increase  is  only  made  as  the  conditions  continue  to  improve. 

If  artificially  fed,  the  withholding  of  milk  must  be  for  a  much 
longer  period,  and  in  addition  to  what  has  been  mentioned  as 
useful  during  the  acute  stage,  there  may  be  used  the  farinaceous 
or  malted  foods  without  milk,  bouillons,  and  the  dextrinized 
cereals.  Panopepton,  peptonoids,  or  bovinine  may  be  used  if  a 
stimulant  is  desired  also. 

No  matter  how  rapidly  the  acute  symptoms  subside,  the 
return  to  the  usual  food  must  be  very  gradual  and  slow.  These 
eases  are  frequently  subjects  of  relapse,  and  a  relapse  is  often 
terminated  by  death  within  twenty-four  hours.  I  have  no 
hesitancy  in  stating  that  more  deaths  are  attributable  to  a  too 
hasty  return  to  what  was  the  usual  diet  than  to  any  other  one 
element  in  the  treatment. 

It  has  probably  occurred  to  you,  as  this  paper  was  read, 
that  I  am  a  firm  believer  in  the  fact  that  infantile  diarrheal 
mortality  is  a  social  as  well  as  a  medical  problem,  and  much  of  it 
is  concerned  with  municipal  and  maternal  care. 

Carelessness  and  ignorance  may  mean  little,  as  far  as  adult 
life  is  concerned,  but  in  infantile  life  they  are  potent  factors  in 
the  morbidity  and  mortality.  It  cannot  be  too  forcibly  stated 
that  in  breast  milk  the  infant  finds  a  nutriment  which  is  suited 
to  its  needs  and  to  the  normal  functioning  of  its  digestive  organs. 
And  this  fluid  food  cannot  be  perfectly  substituted  by  any  other. 

Infant  diarrhea  is  much  less  frequent  among  the  breast-fed 
than  the  artificially  fed. 

But  breast-feeding  is  only  a  partial  security;  to  serve  its 
fullest  purpose,  it  must  be  given  correctly.  The  mother  who  is 
nursing  her  own  babe  must  be  instructed  as  to  how  the  food 
should  be  given,  for  with  unintelligent  management,  the  breast- 
fed infant  may  suffer  as  well  as  its  less  fortunate  brother. 

There  are  three  chief  ways  in  which  instruction  may  be  given: 

i.  The  direct  instruction  of  mothers  in  the  care  and  manage- 
ment of  infants. 

2.  The  "follow-up"  system  of  female  visitors  to  aid  in  such 
instruction. 

3.  The  education  of  girls  in  domestic  hygiene. 

Present  commercial  and  economic  conditions  compel  the 
employment    of   married   women,   and   while   this  is  unfortunate, 
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it  is  a  fact.  There  should  be  more  perfect  control  of  these 
occupations.  This  control  should  be  such  that  a  limit  is  placed 
upon  the  time  before  and  after  confinement  when  a  woman  is 
allowed  to  work.  And  when  the  time  limit  is  removed,  the 
infant's  care  during  the  absence  of  the  mother  should  be  safe- 
guarded. This  means  that  more  attention  should  be  paid  by 
the  proper  authorities  to  the  regulation  of  day  nurseries. 

As  practically  every  case  follows  some  indiscretion  in  the  diet, 
there  must  be  the  most  scrupulous  care  taken  that  the  infant 
is  not  overfed,  that  the  feedings  are  not  too  frequent,  that 
the  formula  is  one  suited  to  the  infant's  needs,  and  that  the 
food  is  uncontaminated. 

Further  than  this,  when  the  temperature  is  high,  the  food 
of  the  breast-fed  as  well  as  the  artificially  fed  baby  must  be 
reduced.  In  the  breast-fed  this  is  done  by  giving  an  ounce  or  two 
of  sterile  water  immediately  before  the  nursing;  and  in  the  bottle- 
fed  by  adding  water  to  the  food. 

Every  diarrhea  occurring  in  an  infant  during  the  months 
of  June,  July,  and  August  must  be  treated,  as  far  as  hygiene  and 
the  diet  are  concerned,  as  the  possible  beginning  of  a  fatal  disease. 
Anything  short  of  this  is  neglect  and  may  prove  disastrous  to  the 
infant. 

It  has  been  accepted  in  a  general  way  that  the  infantile 
diarrheal  morbidity  is  greater  among  the  poorer  than  the  better 
classes  and  among  the  congested  portions  of  a  city  rather  than 
the  less   populous. 

'  This  indicates  rather  forcibly  that  the  middle  and  better 
classes  are  consciously  or  unconsciously  using  the  means  to 
prevent  such  morbidity.  It  also  indicates  another  thing: 
that  more  attention  must  be  paid  to  the  education  of  the  less 
favored  classes.  In  this  borough  (Brooklyn)  there  should  be 
two  things:  there  should  be  an  addition  to  the  already  existing 
agencies  which  are  undertaking  the  instruction  of  mothers 
and  the  supplying  of  a  suitable  milk,  or  the  great  augmenting 
of  that  work  by  the  adequate  financing  of  the  present  agencies. 
I ust  so  long  as  the  men  of  charity  and  means  continue  to  con- 
tribute  to  agencies  in  Manhattan  to  the  exclusion  of  the  other 
boroughs,  just  so  long  will  infantile  diarrheal  mortality  continue 
to  preserve  its  present  ratio. 

i     hi 
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The  medicinal  and  mechanical  treatment  of  "summer  diarrhea" 
has  been  dwelt  upon  so  often  that  it  may  seem  superfluous  to 
many  and  of  little  interest  and  less  importance  to  others, 
because  they  know  so  well  just  how  to  manage  such  cases  satis- 
factorily. There  are  some,  however,  who  are  not  so  sure  that 
their  treatment  in  these  cases  brings  the  results  they  desire  and 
who  are  looking  for  something  better  which  will  help  to  lower 
the  enormous  death  rate  among  this  class  of  little  patients. 

I  regret  that  I  cannot  offer  you  any  new  or  original  method  of 
treatment,  but  this  is  no  reason  for  neglecting  a  subject  of  such 
importance.  The  Kings  County  Medical  Society  should  co- 
operate with  the  Department  of  Health  in  this  borough  in  its 
endeavor  to  lower  the  mortality  from  "summer  diarrhea,"  and 
to  this  end  might  well  devote  one  meeting  a  year  to  its  free 
discussion. 

Probably  in  no  other  affection  have  the  little  ones  suffered 
more  from  drug-giving  than  in  "summer  diarrhea."  The 
indiscriminate  use  of  powerful  drugs  is  not  only  uncalled  for,  but 
positively  harmful.  We  have  all  seen  cases  of  catarrhal  diarrhea 
following  acute  attacks  produced  by  the  drugs  which  have  been 
used.  The  principle  of  never  giving  a  dose  of  medicine  without  a 
clear  and  definite  indication  is  as  important  here  as  in  the  other 
affections  of  infancy  and  childhood. 

It  is  easy  to  overdo  the  treatment;  hours  of  rest  will  do  more 
than  hours  of  treatment. 

THE  GENERAL  PRINCIPLES  OF  TREATMENT. 

The  general  principles  are  the  same  for  all  cases,  and  so 
distinct  that  there  is  no  mistaking  them.  In  applying  them  we 
are  to  remember  that  we  are  dealing  with  an  intoxication  arising 
from  the  intestinal  contents,  and  that  an  inflammation  of  the 
Stomach  or  intestines  may  or  may  not  be  present.     They  are — 
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I.   Re  st  in  Bed  and  Rest  to  the  Stomach  and  Intestines. 
II.   The  Thorough  Emptying  of  the  Stomach  and  Intestines. 

III.  Fluid  Must  be  Supplied  to  Compensate  for  the  Great  Drain. 

IV.  Elimination  of  the  Toxins. 

V.   Measures  to  Allay  the  Inflammation. 
To  these  general  principles  must  be  added — 
VI.  The  Treatrru  nt  of  Special  Symptoms. 

I.  Rest  in  Bed  and  Rest  to  the  Stomach  and  Intestines. — It  is 
universally  recognized  that  rest  to  the  stomach  and  intestines 
is  a  sine  qua  non  of  the  treatment.  I  wish  also  to  emphasize 
the  importance  of  keeping  these  patients  quiet  in  bed.  Even 
if  the  child  is  able  to  walk,  it  should  not  be  allowed  to»do  so. 

Rest  to  the  stomach  and  intestines  is  accomplished  by  with- 
drawing all  food  for  from  eight  to  twenty-four  hours,  and  some- 
times longer.  The  withdrawal  of  food  should  be  complete. 
No  compromise  will  avail  In  all  severe  cases  digestion  is  prac- 
tically at  a  standstill,  and  food  given  at  this  time  will  only 
increase  the  difficulty  of  the  position.  Boiled  water  is  to  be 
given  cool  at  frequent  intervals  and  in  small  amounts  at  first. 
The  previous  paper  has  admirably  described  the  details  of  the 
withdrawal  of  food,  and  I  merely  mention  it  to  emphasize  it. 
After  the  return  to  food  the  nourishment  must  be  maintained 
without  adding  to  the  irritation. 

II.  Tli,  Thorough  Emptying  of  th  Stomach  and  Intestines. — 
The  initial  vomiting  sometimes  empties  the  stomach  com- 
pletely. If  any  doubt  exists  the  stomach  should  be  washed  out. 
In  the  severe  cases  vomiting  is  apt  to  recur  persistently.  A 
single  washing  with  the  fluid  at  110°  usually  controls  it.  In 
the  severe  cases  of  the  eholera-infantum  type  the  stomach  is 
always  to  be  washed  out.  When  the  fever  is  high,  one  or  two 
ounces  of  water  may  be  left  in  the  stomach.  To  this  lime-water 
is  added  with  benefit  if  the  stomach  contents  are  very  sour. 

Stumach-uashing  is  easy  and  the  apparatus  simple.  It  con- 
sists nf  a  soft-rubber  catheter,  size  12,  American  scale.  An  extra 
opening  should  hi-  cut  in  the  side  near  the  end.  To  the  catheter 
is  joined  two  inches  of  glass  tubing.  To  the  glass  tubing  is 
joined  two  <>r  three  feet  of  rubber  tubing  and  a  funnel.  The 
catheter  should  lie  moistened  with  the  fluid  used,  the  tongue 
depressed  by  the  forefinger  of  the  left  hand,  and  the  catheter 
rapidly  passed  into  the  pharynx  and  down  into  the  esophagus. 
As  a  rule,  about  nine  or  ten  inches  of  the  catheter  should  be 
passed   beyond   the  lips.      When  it   has  u-ached   the  stomach   the 
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funnel  should  be  raised  as  high  as  possible  to  allow  the  escape  of 
gases  almost  always  present.  It  is  then  lowered  to  siphon  out 
the  fluid  contents.  If  nothing  escapes  the  funnel  is  again  raised 
and  water  poured  into  it  from  a  pitcher.  The  funnel  is  then 
lowered,  and  the  water  siphoned  out.  This  procedure  is  repeated 
until  the  washings  are  clear.  About  a  quart  of  water  can  be 
used  to  advantage.  The  temperature  of  the  water  is  ordinarily 
ioo°.     When  the  stomach  is  very  irritable  it  should  be  no°. 

In  children  over  two  years  of  age  stomach-washing  cannot  be 
employed  without  undue  struggling,  the  very  thing  we  wish  to 
avoid.  As  a  substitute  for  stomach-washing  boiled,  warm  water 
may  be  given  freely.  It  is  usually  vomited  promptly  and  may 
cleanse  the  stomach,  but  is  not  to  be  depended  on  as  stomach- 
washing  is. 

For  emptying  the  small  intestine  cathartics  alone  are  available. 

Calomel  will  usually  suffice  in  the  mild  cases.  It  is  a  mild 
intestinal  antiseptic  and  increases  the  flow  of  bile.  It  should  be 
given  in  1/8  to  1/4  grain  doses  every  hour  until  the  character- 
istic green  stools  are  seen. 

Castor  oil  should  follow  the  calomel  in  all  severe  cases  in 
four  to  six  hours.  Two  drams  should  be  given  to  a  child  a 
year  old.  It  will  frequently  be  vomited,  but  is  so  adhesive 
that  it  cannot  all  be  vomited,  and  if  repeated  often  enough 
its  effects  will  soon  be  manifest.  It  sweeps  the  whole  intestinal 
canal,  is  very  certain,  and  its  after-effects  are  soothing. 

Saline  cathartics  are  used  if  the  movements  are  small  in  amount, 
and  we  wish  to  aid  in  elimination.  They  should  not  be  used, 
however,  when  the  patient  is  greatly  depressed,  with  sunken 
fontanel,  low  temperature,  and  evidences  of  great  need  of  water. 
Milk  of  magnesia  is  prompt  and  antacid,  but  it  is  mild  and  not 
to  be  relied  on  in  serious  conditions.  The  sodium  sulphate  is 
better  borne  by  the  stomach  than  any  of  the  other  salines  except 
the  milk  of  magnesia.  It  is  best  given  in  repeated  small  doses, 
10  grains  in  1  dram  of  water  to  a  child  a  year  old. 

Colon  irrigation  should  be  used  in  all  severe  cases  to  supple- 
ment the  action  of  cathartics.  It  should  be  done  by  the  physi- 
cian himself  or  by  a  competent  nurse  two  or  three  times  during 
the  first  day.  Afterward  once  daily  is  usually  enough.  The 
best  solution  is  normal  saline,  one  tablespoonful  of  salt  to  two 
quarts  of  water,  at  a  temperature  of  1000  ordinarily.  A  long 
rectal  tube  or  catheter  should  always  be  used. 

To   properly   irrigate    the   colon    requires   a    fountain    syringe. 
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five  or  six  feet  of  rubber  tubing,  and  a  flexible  rubber  tube 
or  soft-rubber  catheter,  No.  i6,  American  scale.  The  child  is 
placed  upon  the  back  with  the  thighs  flexed.  He  should  lie 
upon  a  Kelley  pad  or  rubber  sheet  which  drains  into  a  large 
basin  or  pail.  The  bag  containing  the  normal  saline  is  hung 
about  2  feet  above  the  child  at  the  beginning,  so  that  the  initial 
current  will  be  gentle  and  not  excite  too  active  peristalsis. 
Later,  the  bag  may  be  raised  to  four  or  five  feet.  The  water  is 
turned  on  to  expel  any  air  there  may  be  in  the  tube  or  catheter. 
If  a  catheter  is  used  it  is  inserted  just  w-ithin  the  sphincter  and 
the  water  again  turned  on.  As  it  flows  the  catheter  is  gradually 
pushed  upward  to  a  distance  of  twelve  or  fourteen  inches. 
The  water  distending  the  intestine  in  advance  of  the  catheter 
makes  its  introduction  quite  easy.  If,  however,  the  attempt 
is  made  to  introduce  the  catheter  before  turning  on  the  water, 
it  almost  invariably  turns  upon  itself.  Unless  it  is  passed 
quite  to  the  descending  colon,  only  the  sigmoid  flexure  is  likely 
to  be  reached.  Usually  a  pint  and  often  a  quart  will  be  intro- 
duced before  much  returns.  At  least  half  a  gallon  of  saline  sin  mid 
be  used  for  a  single  irrigation.  The  washing  should  be  continued 
until  the  solution  returns  quite  clear.  Gentle  kneading  of  the 
abdomen  should  be  continued,  during  the  early  part  of  the 
irrigation  especially,  to  facilitate  the  passage  of  the  water  into 
the  upper  part  of  the  colon.  At  the  end  of  the  irrigation  the 
rubber  tube  is  detached  and  the  water  allowed  to  escape  through 
the  catheter.  The  colon  of  an  infant  six  months  old  will  hold 
a  pint  without  distention.  At  two  years  the  colon  will  hold 
from  two  to  three  pints. 

When  the  temperature  is  low  with  symptoms  of  collapse 
the  normal  saline  should  be  at  a  temperature  of  iioD.  If  the 
temperature  is  high,  it  can  be  reduced  by  using  the  solution  at 
a  temperature  of  8o°. 

III.  Fluids  must  be  Supplied  to  Compensati  for  ///■  Great 
Drain. — In  the  mild  cases  this  can  be  accomplished  by  giving 
cool  boiled  water  frequently.  In  the  more  severe  rases  the  colon 
will  absorb  a  considerable  quantity  "i  fluid  if,  after  the  initial 
thorough  cleansing,  the  irrigation  with  normal  saline  is  continued, 
allowing  the  water  to  flow  in  and  return  slowly,  and  using  as  much 
as  one  or  two  gallons.  In  the  must  severe  cases  of  the  cholera 
infantum  type,  the  only  emcienl  method  n\  supplying  the  great 
amounl  of  fluid  lost  is  by  hypodermoclysis.  At  least  half  a 
pint  should  be  given  in  the  course  of  twelve  hours,  and  some 
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times  more  is  better.  The  injection  into  the  cellular  tissue  of 
the  abdomen  or  buttocks  is  to  be  made  slowly  and  the  exact 
amount  given  each  time  is  measured. 

IV.  Elimination  of  the  Toxins. — Elimination  is  assisted  by 
the  fluids  supplied.  The  colon  irrigations  assist  in  the  elimina- 
tion from  the  bowels,  the  kidneys,  and  the  skin.  Occasionally 
the  saline  cathartics  are  useful  to  assist  elimination  from  the 
bowels.      Bathing  is  useful  to  assist  elimination  from  the  skin. 

V.  Measures  to  Allay  the  Inflammation. — Rest  to  the  stomach 
and  intestines  is  important,  and  has  been  more  fully  discussed 
previously.  After  the  digestive  tract  has  been  thoroughly 
cleaned  out,  and  the  toxemia  lessened,  the  inflamed  intestinal 
mucous  membrane  should  be  covered  with  bismuth.  To  accom- 
plish this  bismuth  subnitrate  must  be  given  in  large  doses,  at 
least  i  to  2  drams  daily  to  a  child  a  year  old.  It  is  insoluble 
in  water,  and  is  best  given  suspended  in  mucilage.  It  usually 
blackens  the  stools. 

Intestinal  antiseptics  are  useful  even  if  they  do  not  render  the 
whole  intestinal  tract  antiseptic.  Certainly  it  is  reasonable 
to  believe  that  they  inhibit  bacterial  growth,  and  experience 
seems  to  leave  no  doubt  that  they  are  beneficial.  Salol  is  the 
best  as  it  leaves  the  stomach  unchanged,  and  is  decomposed  in 
the  intestines  into  carbolic  and  salicylic  acids.  It  has  the 
disadvantage  of  causing  vomiting  sometimes.  It  should  be 
given  in  doses  of  i  or  2  grains  every  2  hours  to  a  child  of  two 
years.  Bismuth  is  also  antiseptic,  though  this  action  is  secondary 
to  its  protective  influence  on  the  mucous  membrane. 

Astringents  are  indicated  only  in  the  catarrhal  diarrhea 
which  follows  the  acute  symptoms.  Tannalbin  is  the  most 
useful.  It  is  insoluble  in  the  stomach,  but  is  slowly  decomposed 
in  tin-  intestines.  It  therefore  causes  no  gastric  disturbance, 
but  is  gently,  yet  firmly  astringent  on  the  entire  intestinal 
mucous  membrane.  Patients  under  one  year  are  given  15  to  30 
grains  in  the  twenty-four  hours.  Sometimes  it  can  be  used  with 
opium.  It  is  insoluble  in  water,  and  should  therefore  be  given 
in  gruel  or  suspended  in  mucilage. 

Opium  i\  used  much  too  frequently,  and  often  at  the  wrong  time. 
Its  indications  are  a  continuance  of  the  frequent  movements 
and  severe  pain.  It  is  contraindicated  until  the  stomach  and 
intestines  have  been  thoroughly  cleaned  out,  when  the  number 
of  discharges  is  small,  and  especially  if  they  are  offensive,  and 
when  cerebral  symptoms  and  high  temperature  are  present  with 


180  smith:  treatment  of  summer  diarrhea. 

scanty  discharges.  It  finds  its  best  use  during  convalescence 
when  the  taking  of  food  is  followed  by  a  movement  of  the  bowels. 
To  a  child  of  one  year  5  minims  of  paregoric  may  be  given 
in  a  separate  prescription,  to  be  repeated  until  the  desired  effect 
is  obtained.  In  cases  of  the  cholera-infantum  type  with  large 
fluid  movements  and  symptoms  of  collapse,  morphine  should  be 
given  hypodermically,  1/100  grain  to  a  child  one  year  of  age, 
remembering  always  the  contraindications. 

VI.  The  Treatment  of  Special  Symptoms. — Acid  fermentation 
in  the  stomach,  manifest  by  the  vomiting  of  sour  material  and 
the  eructation  of  gas,  is  best  met  by  the  alkalines,  lime-water, 
bicarbonate  of  soda,  or  chalk  mixture.  Either  of  the  first  two 
may  be  added  to  the  water  used  for  washing  out  the  stomach 
when  indicated. 

Prostration  is  present  in  the  majority  of  cases.  It  is  best 
relieved  by  whisky,  diluted  with  at  least  eight  parts  of  water. 
It  can  frequently  be  added  to  the  water  given  to  allay  the  thirst. 
Half  an  ounce  of  whisky  in  the  twenty-four  hours  to  a  child 
one  year  old  is  the  maximum  amount  as  a  rule.  If  needed, 
tincture  of  strophanthus,  1  or  2  minims  every  four  hours, 
may  be  added  to  the  whisky.  If  stimulants  given  by  the 
mouth  are  vomited  and  if  the  case  is  a  severe  one  they  are  to  be 
given  hypodermically.  Whisky,  ether,  and  camphor,  5  to  10 
minims  of  a  1  in  10  solution  in  sweet  almond  oil  may  be  used. 
Strychnine  is  not  to  be  used  when  the  nervous  symptoms  are 
those  of  irritability  with  a  tendency  to  convulsions.  The  dose 
is  1,300  grain  to  a  child  one  year  old.  In  cases  of  the  cholera- 
infantum  type  morphine  1/100  grain  with  atropine  1/1200 
grain  hypodermically  is  sometimes  life-saving.  In  connection 
with  these  cases  hypodermoclysis  finds  its  most  certain  indi- 
cation. 

Fever  must  be  controlled  in  some  cases.  Only  tub  baths  arc 
to  be  relied  on  for  this  purpose.  They  are  continued  on  the 
average  for  about  ten  minutes,  as  often  as  every  hour  if  the  case 
demands  it.  The  child  is  placed  in  water  at  ioo°,  and  this  is 
gradually  cooled  with  ice  to  about  So°.  Gentle  friction  over  the 
entire  body  is  kept  up  during  the  bath.  Cold  water  rectal 
injections  are  a  valuable  aid  in  lowering  temperature.  Iced 
cloths  or  an  ice-cap  may  be  applied  to  the  head.  The  Feel 
should  lie  kept  warm.  The  cold  pack  can  often  be  substituted 
with  advantage  for  the  tul)  bath.  The  child  is  stripped  and 
lulled  in  a  sheet   wrung  out  of  water  at  ioo°.      Ice  may  now   be 
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rubbed  over  the  outside  of  the  sheet,  in  front  and  behind.  The 
rubbing  with  ice  may  be  repeated  in  a  few  minutes  if  necessary. 
The  child  is  then  rolled  in  a  blanket  without  the  removal  of  the 
pack.  Heat  may  be  needed  to  the  feet.  Sponge  baths  are  of 
some  value. 

Abdominal  distention  can  be  relieved  by  colon  irrigations 
containing  turpentine.  Turpentine  stupes  and  mustard  com- 
presses to  the  abdomen  are  of  aid. 

Tenesmus  can  be  controlled  by  enemas  of  starch  with  or 
without  opium.  The  anus  and  prolapsed  rectum  may  be 
covered  with  5  per  cent,  cocaine  ointment. 

For  cold  extremities  and  subnormal  temperature  hot  mustard 
baths  and  the  mustard  pack  are  useful  to  establish  reaction. 

Management  of  Convalescence. — Relapses  are  common.  They 
are  easily  excited  by  wrong  diet  and  by  very  hot  weather.  The 
return  to  milk  must  be  very  gradual,  and  it  should  be  diluted 
on  hot  days.  Many  cases  require  it  peptonized.  Lactic  acid 
milk  or  buttermilk  has  no  place  in  the  feeding  during  the  acute 
attack,  but  finds  its  best  use  during  convalescence.  General 
tonics  are  of  value,  such  as  iron,  arsenic,  and  nux  vomica. 

The  Antitoxin  Treatment. — While  it  is  true  that  bacteria  of 
many  different  kinds  are  directly  or  indirectly  responsible  for 
the  symptoms  in  a  large  proportion  of  cases,  in  only  one  form 
is  there  any  hope  of  success  from  the  antitoxin  treatment.  This 
is  infection  with  the  true  Shiga  bacillus,  the  bacillus  dysenteric. 
The  true  Shiga  bacillus  and  its  allied  forms  are  now  recognized 
as  playing  a  part  in  the  bacteriology  of  the  diarrheal  diseases 
of  children  in  this  country.  The  true  Shiga  bacillus  or  alkaline 
type  was  shown  by  Shiga  to  be  the  cause  of  epidemic  dysentery 
in  Japan  in  1898,  and  the  closely  related  Flexner  or  acid  type 
was  shown  by  Flexner  to  be  associated  with  tropical  dysentery 
in  the  Philippines.  The  investigations  of  the  Rockefeller 
Institute  during  the  summer  of  1903  showed  the  bacillus  dysen- 
teric present  in  270  cases  out  of  412  in  children.  The  Flexner 
or  acid  type  was  found  most  frequently,  although  the  true 
Shiga  bacillus  was  occasionally  present,  and  sometimes  they  were 
associated.  As  a  result  of  the  great  amount  of  work  done  with 
these  organisms  there  is  no  longer  any  doubt  that  the  true 
Shiga  bacillus  does  produce  in  culture  media  a  definite  soluble 
toxin,  and  that  an  antitoxin  is  produced  in  the  blood  of  immu- 
nized animals  which  is  a  valuable  specific  curative  agent.  It  also 
seems  to  be  true  that   the  other  closelv  related  varieties  of  the 
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bacillus  dysenteriae,  such  as  the  Flexner  type,  do  not  produce  a 
soluble  toxin,  and  against  these  no  satisfactory  antitoxin  has 
been  produced.  To  be  of  value,  therefore,  the  antitoxin  treat- 
ment must  be  used  in  those  cases  of  infection  with  the  true 
Shiga  bacillus.  Unfortunately,  at  the  present  time  it  is  im- 
possible to  distinguish  the  cases  of  infection  with  the  true  Shiga 
bacillus  clinically.  It  is  associated  with  almost  every  sort  of 
intestinal  disturbance  accompanied  by  diarrhea,  except  cholera 
infantum,  of  which  no  cases  have  been  studied.  Bacteriological 
examination  must  be  resorted  to  in  order  to  isolate  the  bacilli 
from  the  stools.  They  are  agglutinated  usually  by  the  blood 
of  the  patient.  Many  of  the  contradictory  results  from  the 
use  of  the  antitoxin  in  children  can  be  explained  on  this  basis, 
namely,  that  the  antitoxin  was  used  in  cases  infected  with  the 
allied  organisms  rather  than  the  true  Shiga  bacillus.  At  the 
present  time,  therefore,  while  we  are  restricted  to  the  statement 
that  the  antitoxin  is  used  with  much  benefit  in  the  cases  of 
infection  with  the  true  Shiga  bacillus,  the  future  may  reveal  an 
antitoxin  useful  against  the  toxins  of  the  bacilli  closely  allied  to 
the  true  Shiga  bacillus. 

97    HALSEY    STREET. 


TRANSACTIONS  OF  THE  NEW  YORK 
ACADEMY  OF  MEDICINE. 


Meeting  of  March   iS,  1909. 
The  President,  John  A.  Wykth,  M.  I).,  in  the  Chair. 

This  meeting  was  held  under  the  auspices  of  the  Section  on 

Orthopedic  Surgery  and  was  devoted  to 

WHAT    SHALL    WE    DO    WITH  OUR    CRIPPLES5 

Widener  Memorial  Industrial  School  for  Crippled  Children, 
Philadelphia.  Dr.  DeForest  W'ii  i.ard,  surgeon-in-chief  of 
this  institution,  stated  that  Roscnl'eld  had  estimated  that  one- 
sixth  of  the  inhabitants  of  Germany  were  more  or  less  crippled 
and  that  if  this  great  company  could  be  made  self-sustaining 
the  annual  gain  to  the  German  Empire  would  be  S;h,i«»i,ikih. 
It  would  l>c  a  g  eat  advantage  if  the  Academy  of  Medicine 
could  induce  the  Commissioner  of  Census  in  1910  to  secure  sta 
tistics  as  to  the  number  of  cripples  in  this  country.  Such  sta- 
tistics would  doubtless  contain  nol  mure  than  one  half  the  actual 
number,  as  many  are  unwilling  to  class  themselves  as  cripples. 
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One  hundred  years  ago  practically  nothing  was  done  for  this 
class  of  unfortunates.  Weakened  as  these  children  are  in  body 
and  handicapped  in  securing  any  occupation  that  promised  a  live- 
lihood, they  were  prone  to  become  discouraged  and  often,  though 
well  equipped  mentally,  degenerate.  The  aspect  of  a  child  was 
frequently  changed  from  that  of  dispair  to  hopefulness  when, 
after  a  simple  operation,  the  surgeon  has  placed  the  child  upon  his 
feet  and  shown  him  that  he  could  assume  his  place  among  other 
child  en.  To  simply  place  these  children  in  an  institution,  to 
give  them  board  and  lodging,  offered  no  inducement  for  the 
future  in  the  stimulation  of  their  pride.  Many  of  these  children 
were  possessed  of  active  brain  and  could  be  trained  in  spite 
of  their  physical  defects  to  earn  a  fair  living.  Many  cases 
formerly  regarded  as  hopeless  were  now  capable  of  being  greatly 
improved  by  surgical  methods,  mechanical  appliances,  or  by 
common-sense  hygienic  treatment.  It  was  only  eighty  years 
since  surgery  was  invoked  by  the  tenotomiesof  Stromeyer  to  assist 
in  the  rectification  of  these  deformities.  There  had  been  a  steady 
advance  from  that  time  until  the  present,  when  with  tenotomies, 
myotomies,  forcible  corrections,  osteotomies,  transplantations 
of  tendons  and  nerves,  excisions,  arthrodeses,  etc.,  results  could 
be  achieved  in  a  few  weeks'  time  which  formerly  would  have 
been  regarded  as  miracles.  Forty  years  ago  he  had  determined 
to  secure  if  possible:  i.  A  hospital  where  these  cripples  could 
be  either  cured  or  greatly  benefited  by  surgical,  mechanical, 
and  hygienic  measures.  2.  To  secure  a  fund  for  supplying  these 
patients  with  the  braces  and  apparatus  which  were  essential 
to  their  locomotion.  3.  To  educate  and  train  each  cripple 
along  lines  best  suited  to  his  physical  deformities,  mental  con- 
dition, and  powers  for  self-support.  4.  To  endeavor  to  educate 
medical  students  in  the  diagnosis  and  treatment  of  these  cases 
and  to  open  the  eves  of  surgeons  to  the  fact  that  while  they  were 
helpless  they  were  not  hopeless;  that  is  was  a  sin  to  pass  carelessly 
over  these  handicapped  individuals  simply  because  time,  care,  and 
patience  were  required  for  their  relief.  The  hospital  and  funds 
had  been  secured  and  he  had  endeavored  to  do  his  part  in  teach- 
ing what  could  be  done  in  curing  and  assisting  these  cases.  Some 
ten  years  ago  he  had  presented  the  needs  of  this  class  to  Mr.  P.  A.  B. 
Widener,  a  millionaire  philanthropist  of  Philadelphia,  and  as 
a  result  they  had  to-day  this  school  for  the  mental  and  manual 
training  of  cripples.  This  school  was  but  three  years  old,  and 
only  cases  under  ten  years  of  age  were  admitted,  so  that  as  yet 
all  the  inmates  were  too  young  to  have  put  into  effect  the  methods 
which  they  hoped  to  develop  within  the  next  ten  years.  As  the 
work  was  largely  along  new  lines,  they  advanced  slowly  and 
hoped  that  each  year  would  add  new  ideas  and  new  experience. 
Mr.  Widener  had  purchased  thirty  acres  of  laud  in  the  outskirts 
of  the  city  which  presented  a  most  attractive  and  elegant  ap- 
pearance as  regards  grounds  and  buildings.  He  hadexpended 
$1,000,000  and  endowed   the  institution   with  $3,000,000.     The 
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object  of  the  institution  was  to  supplement  the  work  of  the  hos- 
pitals, to  strengthen  and  renew  the  weak  ones  and  to  educate 
them  n  habits  of  industry,  order,  cleanliness,  self-respect,  and 
self-reliance,  and  to  apply  such  mental,  moral,  and  religious 
training  as  would  render  them  true,  honorable,  and  useful  citizens. 
The  children  were  admitted  between  the  ages  of  four  and  ten  and 
remained  until  twenty-one,  parents  being  required  to  sign  an 
indenture  binding  the  child  over  to  the  trustees  until  it  should 
reach  its  majority.  Feeble-minded  children  were  not  eligible. 
The  child  in  order  to  be  admitted  had  to  be  a  cripple,  but  improv- 
able. There  was  a  central  hospital  building,  with  wards,  sola- 
rium, operating,  surgical,  and  dressing  rooms,  photograph,  at-ray, 
gymnasium,  etc.  There  were  cottages  for  boys  and  girls  to 
hold  twenty  each.  Each  cottage  was  presided  over„by  a  house 
mother  who  was  expected  to  provide  all  the  surroundings  of  a 
well-regulated  home.  There  was  also  an  educational  building, 
an  industrial  building,  an  administration  building,  and  an  iso- 
lation building.  On  admission  children  were  detained  for  two 
or  three  weeks  in  the  isolation  ward  in  order  to  prevent  their 
carrying  infection  into  the  school.  Thence  they  were  transferred 
to  the  hospital  department,  where  they  were  given  such  treat- 
ment as  their  condition  required,  regardless  of  the  time  that 
this  might  take.  In  this  department  all  the  means  known  to 
science  were  employed.  The  best  hygienic  conditions  prevailed. 
Much  time  was  spent  in  the  open  air;  an  outdoor  gymnasium  and 
broad  p  aygrounds  tempted  to  outdoor  exercise.  Glass-covered 
pavilions  furnished  winter  playground,  which  were  always  dry 
and  free  from  snow.  Children  incapable  of  locomotion  were 
transported  in  wheel-chairs  and  go-carts;  none  were  confined  to  the 
house  except  in  cases  of  acute  illness.  The  children  were  con- 
stantly under  the  supervision  of  the  resident  physician  and  a 
trained  nurse.  As  soon  as  the  condition  of  the  children  permitted 
they  were  advanced  to  the  cottages  and  were  under  the  direct 
care  of  the  house  mother,  where  as  far  as  possible  the  conditions 
of  a  normal  home  life  were  maintained.  When  the  child  reached 
the  proper  age  it  was  sent  to  the  school  room  where  the  grades 
corresponded  to  those  in  the  public  schools,  and  every  pupil 
could  secure  a  good  common  school  education.  A  few  who 
showed  unusual  aptitude  would  be  given  a  higher  educa- 
tion. Pupils  who  showed  unusual  ability  in  voice  or  instru- 
mental music  would  receive  such  training  as  would  enable  them 
to  earn  a  livelihood  thereby.  Manual  training  was  begun  when 
the  pupil  reached  a  certain  advancement  in  the  school  grades  and 
the  time  allowed  to  it  was  increased  each  year  until  an  occupa- 
tion or  trade  would  be  selected  and  mastered.  The  choice  of  a 
trade  would  be  determined  by  the  desire  and  inclination  of  the 
pupil  and  by  the  physical  and  mental  ability  which  he  manifested, 
It  was  the  object  to  select  ioi  each  pupil  rial  trade  which  would 
develop  and  employ  his  greatest  earning  capacity.  Since  the 
oldest    pupils   were  at    present   but    fourteen   \ears  of  age,  the  ad 
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vanced  grades  had  not  been  organized.  Trades  might  be  selected 
from  the  following:  farming,  floriculture,  care  of  poultry  and 
stock,  dairying,  carpentry  and  woodwork,  use  and  care  of 
machines  and  engines,  operation  of  elevators,  leather  work  mak- 
ing ot  shoes,  braces,  crutches,  tailoring,  dressmaking,  millinery 
printing,  cooking,  housekeeping,  laundering.  Wages  would  be 
paid  to  advanced  students,  who  would  then  be  charged  for  board 
and  a  saving  fund  had  been  established  to  cultivate  habits  of 
thnlt.  Discipline  was  obtained  by  methods  commonlv  employed 
in  well-regulated  homes,  and  it  was  found  that  there  was  no  more 
occasion  tor  punishment  than  in  the  ordinary  family.  The 
pupils  were  not  permitted  to  go  home,  but  visitors  were 'allowed 
every  Sunday  and  the  first  Saturday  of  each  month  from  2  to  4 
p.  m.  The  first  patients  were  admitted  to  the  school  in  March 
1906,  and  at  present  there  were  ninety-one  children  ran^m^ 
from  four  to  fourteen  years  of  age.  there  were  at  present 
accommodations  for  not  more  than  120.  Already  such  progress 
had  been  observed  in  the  physical,  mental,  and  moral  development 
<>l  the  children  that  the  founder  and  those  in  charge  are  en- 
couraged to  continue  and  advance  the  work,  believing  that  the 
ultimate  results  will  fully  justify  the  great  effort  and  cost  of 
the  work. 

The  Opportunities  for  the  Employment  of  Cripples  —  F  W 
Persons,  of  the  Charity  Organization  Society  of  the  City  of 
New  \ork,  said  that  it  had  long  been  accepted  that  the  "best 
wav  to  help  others  was  to  help  them  to  help  themselves  and 
modern  education  and  efficient  modern  charity  had  made  con- 
sistent efforts  to  put  this  precept  into  practice.  It  was,  accord- 
ingly, noteworthy  that  the  persons  who  were  most  obviously 
handicapped  and  who  for  ages  had  been  regarded  as  the  accepted 
tvpes  most  worthy  of  the  assistance  of  benevolent  individuals 
should  be  the  latest  to  receive  help  of  this  character.  There  was 
no  provision  for  the  industrial  training  of  crippled  adults  and 
specia  training  for  crippled  children  had  not  been  provided'until 
recently  and  was  now  woefully  inadequate  both  in  kind  and 
amount.  There  had  been  little  wisely  directed  effort  to  provide 
suitable  employment  and  thus  save  to  self-support  and  to  self- 
respect  those  who  were  obviously  unfitted  to  engage,  on  equal 
terms,  m  the  struggle  for  existence.  The  result  had  been  great 
waste  ol  character  and  of  charitable  funds.  The  bes^ar  with 
misshapen  body  or  useless  or  amputated  limbs  made  a  powerful 
appeal  lor  sympathy.  For  too  long  a  time  this  charitable  interest 
in  he  cripple  had  been  expressed  in  impulsive,  indiscriminate 
and  harmful  almsgiving.  Public  begging  had  for  ages  been 
condoned  as  a  recognized  means  of  livelihood  for  cripples 
The  person  who  had  suddenly  been  disabled  by  industrial 
accdent  was  less  likely  to  become  dependent  than  was  the 
cnpple  who  had  been  so  afflicted  from  childhood  and  never  self- 
supporting.  It  was  not  easy  to  find  employment  for  a  cripple 
who  was  without  a  training    related   to  his  disability      Special 
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and  continuous  study  was  required  to  discover  a  sufficient  variety 
of  opportunities  for  the  employment  of  persons  suffering  every 
variety  of  partial  disability  and  representing  every  degre  of 
diminished  capacity.  During  one  period  of  fifteen  months 
there  were  1863  arrests  of  confirmed  mendicants.  Of  these 
701  were  physica  ly  defective,  and  447,  or  24  per  cent,  of  the 
entire  number,  were  crippled.  These  figures  were  noteworthy 
as  illustrating  the  result  of  the  lack  of  industrial  opportunity 
which  must  be  encountered  by  each  crippled  person  who  was 
equipped  with  nothing  but  limited  physical  strength  and  dimin- 
ished bodily  capacity.  The  mendicant  cripples  constituted  a 
small  proportion  of  the  cripples  who  were  self-supporting,  and  a 
yet  smaller  proportion  of  the  entire  number  of  crippies  in  the 
community.  Charity  was  the  individual  and  personal  con- 
sideration which  each  person  so  disabled  must  receive  in  order 
to  determine  precisely  his  capacity  for  work.  A  special  effort 
and  plan  was  necessary  in  each  case.  The  nicest  judgment  must 
be  exercised  in  adapting  the  employee  to  the  work  of  the  em- 
ployer. The  first  effort  to  give  this  necessary  attention  to  the 
opportunities  for  employment  for  cripples  was  the  establishment 
of  the  Special  Employment  Bureau  for  the  Handicapped  by 
the  Charity  Organization  Society.  This  bureau  registered 
cripples  and  persons  handicapped  in  other  ways,  and  attempted 
to  find  for  them  employment  suited  to  their  physical  and  mental 
condition,  in  which  they  might  be  wholly  or  partially  sell  sup- 
porting An  able-bodied  person  could  not  register  in  this  bureau. 
There  was  no  training  school  connected  with  it  and  no  relief 
was  administered  through  the  bureau. 

During  the  twelve  months  to  which  these  statistics  related,  the 
Bureau  registered  the  applications  of  1,217  handicapped  persons, 
and  placed  477  in  steady  work  at  wages  averaging  $6.98  a  week. 
Temporary  work  was  found  for  234  others,  making  a  total  of  71 1 
handicapped  person  who  were  helped  during  the  year  of  great 
industrial  depression.  J'.ut  services  of  this  kind  could  never 
afford  a  solution  of  the  problem  of  employment  for  cripples. 
It  tended  to  lighten  the  load  of  relief  work  which  the  com- 
munity must  carry.  Its  work  was  preventive  in  that  it  was 
the  means  of  placing  persons  who  were  in  impaired  health  in 
employment  favorable  to  tin-  arrest  or  cure  of  their  disease. 
It  thus  tended  to  arrest  the  progress  of  those  on  the  way 
to  chronic  invalidism  and  permanent  disability  The  work 
was  educational  in  that  it  was  the  means  of  bringing  to  the 
attention  of  the  employer  persons  able  to  do  faithful  and 
valuable  work,  and  in  that  it  awakened  a  feeling  of  re- 
sponsibility on  the  part  of  such  employers  toward  their  weaker 
brothers  The  experience  gained  in  the  bureau  thus  fai  had 
made  very  evident  tin-  necessity  for  three  lines  of  special 
effort  and  study  in  connection  with  the  subject  of  employment 
for  cripples.  First,  a  study  of  the  dangerous  trades  and  the 
consequence  of  such  employment  on  the  health  and  capacity  of 
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those  so  employed.  This  should  result  in  measures  effectual  to 
prevent  the  manufacture  of  cripples  at  the  present  appalling 
rate.  Second,  a  study  of  all  kinds  of  employment,  and  especially 
of  factory  work,  to  discover  the  particular  places  available  for 
the  employment  of  persons  suffering  disability  of  every  kind 
and  degree.  Third,  there  was  imperative  need  for  adequate  and 
suitable  specialized  education  and  industrial  training  for  crippled 
children  starting  life  under  the  heavy  handicap  of  ill  health  and 
physical  disability.  The  Special  Employment  Bureau  had 
undertaken  the  second  line  of  investigation  in  New  York.  For  a 
year  an  expert  investigator  studied  factory  work.  A  number 
of  factories  were  selected  representing  140  different  trades,  and 
were  visited  for  the  purpose  of  ascertaining  what  opportunities 
they  afforded  for  employment,  and  of  informing  the  prospective 
employer  of  the  exact  nature  of  the  work  the  bureau  and  of  the 
kind  of  employees  that  could  be  provided.  Each  of  these 
factories  was  carefully  inspected  with  regard  to  the  following 
conditions:  whether  training  was  necessary  before  the  work  could 
be  undertaken;  whether  there  were  trade  union  restrictions 
which  must  be  met  before  employment  could  be  obtained,  and, 
if  so,  whether  the  trade  unions  concerned  would  accept  as  mem- 
bers handicapped  men  or  women;  the  whole  question  of  wages; 
the  amount  of  work  and  the  length  of  hours,  in  rush  as  well  as 
in  slack  season;  the  nature  of  the  work  and  the  amount  of  skill 
and  physical  strength  required;  the  conditions  of  employment 
affecting  health,  as  determined  both  by  the  nature  of  the  work 
and  by  the  conditions  in  the  factory;  the  possibilities  for  ad- 
vancement; and  the  classes  of  handicapped  persons  most  adapt- 
able to  the  particular  kinds  of  piece-work  under  consideration. 
The  radical  treatment  of  the  problem  of  self-support  for  cripples 
lay  in  universal  opportunities  for  suitable  education.  The 
present  opportunity  in  this  city  was  admittedly  insufficient. 
The  best  available  census  showed  that  there  was  2,700  cripples  of 
school  age,  and  this  was  known  to  be  incomplete.  In  all  the 
schools  and  classes  for  such  children  were  registered  only  932 
pupils,  and  this  indicated  that  there  were  at  least  in  New  York 
1,500  children  who  were  unable  because  of  physical  disabilities 
to  attend  regular  classes  in  the  public  schools,  and  were  without 
proper  educational  advantages.  The  training  and  education 
of  the  crippled  child  was  primarily  a  professional  rather  than  a 
philanthropic  problem.  Its  solution  would  require  the  devoted 
attention  and  cooperation  of  teachers,  physicians,  and  surgeons. 
There  would  be  no  lack  of  public  support  for  the  training  of 
cripples  that  showed  satisfactory  results.  The  greatest 
present  danger  in  this  work  was  the  inability  to  make  efficient 
use  of  the  means  so  rapidly  becoming  available.  In  closing  he 
said  this  was  the  professional  problem.  There  would  always 
be  a  place  for  philanthropy  in  aiding  cripples  to  find  the  means 
of  self-support,  but  the  greatest  need  to-day  was  tin-  education 
which  would  help  them  to  help  themselves. 
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DISCUSSION. 


Mr.  Sherman,  formerly  State  Commissioner  of  Labor,  said 
that  practically  all  who  had  studied  the  subject  under  discussion 
were  entirely  in  accord  with  the  conclusions  drawn  and  opinions 
expressed.  He  did  not  know  whether  he  could  confirm  the 
figures  as  to  the  number  of  people  injured  in  accidents;  it  would 
be  a  sympathetic  guess.  But  the  number  of  accidents  reported 
in  factories  for  the  year  1907  was  19,000.  Of  the  persons  injured, 
between  4,000  and  5,000  were  either  permanently  injured  or 
reported  to  be  so  seriously  injured  as  to  be  practically  perma- 
nently crippled.  About  90  per  cent,  of  all  the  accidents  occurring 
in  factories  were  in  men.  This  meant  that  in  the  State  of  New 
York,  in  the  factories  alone,  there  were  approximately  3,600 
to  4,000  people,  who  were  efficient  and  industrious,  suddenly 
thrown  out  of  work  and  who  were  to  be  found  in  the  ranks  of  the 
cripples.  The  law  made  no  provision  for  their  care  or  support, 
and  they  were  turned  over  to  public  charity. 

Mr.  Sherman  said  he  wished  to  say  a  few  words  to  explain 
the  situation  under  the  law  in  this  State  as  contrasted  with 
other  laws.  The  law  in  this  State  was  the  old  common  law  of 
England.  It  provided  that  the  employer  should  provide  a 
proper  place  for  the  employee  to  work  in.  The  employee  as- 
sumed all  ordinary  risks  of  the  business,  and  the  employer  was 
only  liable  when  accidents  occurred  through  negligence  on  his 
part.  But  the  unreasonableness  of  this  was  shown  that  when  an 
accident  occurred  in  a  factory,  did  it  really  occur  through  the 
negligence  of  either  party?  Factory  accidents  may  result 
from  machinery,  dynamos,  smoke,  gas,  etc.,  and  it  would  be  very 
hard  to  piove  negligence  on  the  part  of  either  employer  or  em- 
ployee. Again  it  was  seldom  that  where  a  gang  was  employed 
and  an  accident  occurred  the  person  negligent  was  the  person 
injured  it  was  another  person  n  the  g  oup  who  was  injured. 
That  meant  that  the  person  injured  cou  d  not  ue  his  employer 
because  he  employer  was  not  negligent.  The  question  arose, 
What  was  meant  by  negligence?  It  was  the  uries  who  deter- 
mined this  and  assessed  damages,  influenced  largely  by  their 
sympathies  and  not  by  the  real  facts. 

Mr.  .Sherman  said  it  came  to  this,  that  when  an  employee 
was  injured  he  started  in  to  sue  his  employer,  and  litigation 
would  go  on  for  years,  and  it  was  simply  a  gamble  whether  the 
injured  got  anything.  Our  courts  were  filled  with  such  cases, 
and  about  60  per  cent,  of  the  time  of  these  courts  was  occupied 
with  these  cases,  and  the  tax  payers  had  to  pay  out  millions  of 
dollars  to  pay  the  legal  machinery.  Then  if  the  case  was  won, 
the  expense  <>f  litigation  paid,  the  attorneys  paid,  the  employee 
will  probably  get  20  per  cent,  of  the  amount  of  damages.  That 
was  an  unjust  system.  Abroad  they  had  gone  ovei  this  as  they 
had  in  this  country,  and  now  practically  all  the  industries  of 
Europe  have  abandoned  all  laws.     The  fundamental  principle 
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in  all  Europe  is  that  the  industry  must  pay  the  costs  of  the 
injured,  and  not  have  the  cost  thrown  onto  the  workman  and 
general  public  in  charity  It  was  time  to  take  up  this  subject 
and  inquire  into  it  intelligently.  He  thought  that  they  might 
have  an  adaptation  of  the  law  as  it  existed  in  Europe;  then  all 
classes  of  cripples  would  be  well  provided  for  and  by  money  that 
was  not  wasted  in  litigation. 

Dr.  Virgil  P.  Gibney  said  that  there  had  grown  up  in  this 
city  hospitals  and  institutions  for  crippled  children  and  they  were 
well  provided  for;  they  had  extended  to  them  the  hand  of  en- 
couragement and  fellowsh  p  and  good  feeling,  and  they  were 
helping  them  to  be  useful  without  being  dependent  upon  the 
c  tv.  Many  years  ago  at  the  Hospital  for  the  Ruptured  and 
Crippled  he  was  in  the  habit  of  seeing  adults  and  adolescents  on 
street  corners  begging  after  having  been  inmates  of  the  hospital. 
They  seemed  to  tire  of  the  hospital  life  and  made  better  living 
begging  on  the  street  corners. 

So  far  as  their  care  in  the  hospitals  was  concerned,  he  believed 
the  best  way  to  prepare  the  crippled  for  usefulness  in  life  was 
or  them  to  exert  their  energies  toward  securing  for  them  proper 
and  useful  limbs;  that  was  what  the  Hospital  for  Ruptured  and 
Crippled  stood  or.  There  was  no  iron-clad  rule  about  sending 
patients  out;  they  were  kept  long  enough  to  give  them  the  best 
possible  use  of  their  limbs.  They  always  had  had  schools  in 
the  hospital,  and  they  endeavored  to  combine  education  of  their 
minds  with  other  treatment.  In  fact,  he  said  it  might  surprise 
them  to  know  that  they  had  to  get  up  very  early  in  the  mornings 
to  get  through  with  the  hospital  work  so  that  the  educational 
work  could  start  at  9  o'clock.  They  had  a  good  public  school 
system,  as  well  as  singing  classes.  They  made  the  children  as 
cheei  ml  as  possible.  They  a'so  maintained  an  industrial  branch. 
They  endeavored  to  bring  out  every  possible  phase  of  the 
child's  character  to  give  him  usefulness  in  his  after-life.  Many 
of  the  patients  who  had  been  in  the  institution  in  the  seventies 
or  eighties  were  now  useful  members  of  society,  and  in  business, 
doing  good  work  in  the  city. 

Dr.  Theodore  C.  Janeway  said  that  in  this,  as  in  all  phil- 
anthropic wo  k  of  to-day,  the  thing  to  be  accomplished  was 
prevention,  and  the  curative  measures  should  be  a  secondary 
consideration.  The  preventive  work  and  certain  important 
subdivisions;  cripples  arose  in  two  different  ways:  as  the  result 
of  accident  and  as  the  result  of  disease;  and  the  preventive 
measures  applicable  to  the  one  were  not  applicable  to  the  other. 
In  the  case  of  one,  prompt  and  efficient  surgical  treatment 
would  do  away  with  a  large  amount  of  the  disability.  This 
could  not  always  be  applied  in  the  case  of  the  other.  Much, 
however,  could  be  done  in  the  treatment  of  tuberculous  bone 
and  joint  disease  by  prompt  action.  There  would  remain  many 
permanently  crippled  from  accident  and  disease,  no  matter 
what  preventive  measures  were  adopted.    There  were  the  border- 


190       TRANSACTIONS  OF  THE  NEW  YORK  ACADEMY  OF  MEDICINE. 

line  cases,  those  who  were  only  partially  crippled,  and  who  had  a 
certain  degree  of  ability  to  work,  and  they  were  the  ones  that 
needed  looking  after  in  order  that  they  should  not  become  public 
or  private  charges.  Industrial  training,  to  be  useful,  required  a 
primary  basis  of  scientific  research  into  the  industrial  possi- 
bilities of  cripples  of  particular  types;  the  extension  of  such 
research  was  the  real  field  of  charity  in  connection  with  this  work. 
It  should  be  pointed  out  to  those  persons  who  were  responsible 
for  the  education  of  such  children  that,  if  the  training  was  to  be 
of  value  to  the  individual  or  to  he  community,  they  must  take 
up  certain  lines  n  which  opportunities  were  numerous  in  order 
to  assure  them  of  self-support  when  they  left  the  institution. 

Miss  Perry,  of  Boston,  told  of  the  school  for  cripples  which 
was  started  fifteen  years  ago,  and  which  had  progressed  slowly; 
however,  during  the  past  five  years  they  had  made  more  progress 
than  in  the  ten  years  preceding.  At  present  there  were  seventy- 
five  children  in  the  wards,  and  the  mental  work  corresponded 
to  the  work  in  the  public  schools.  There  were  thirty  pupils  in 
the  industrial  workshops.  At  the  same  time  they  were  giving 
instruction  in  the  wards,  the  children  were  receiving  manual 
training.  Some  worked  two  hours  a  day  in  the  printing  office, 
some  worked  at  basket  braiding,  in  sewing,  in  caning  chairs, 
making  boxes,  etc. 

Dr.  Thorndike,  of  Boston,  said  that  the  problem  of  how  the 
cripple  could  support  himself  was  still  unsolved.  In  the  insti- 
tution he  was  interested  in  they  were  taught  cobbling,  boating, 
and  various  other  trades,  and  it  remained  to  be  seen  whether  they 
were  to  be  successful  in  their  efforts.  Just  outside  of  Boston 
there  was  another  school,  State  Hospital  for  Cripples,  which 
had  been  in  existence  for  one  year;  it  was  under  State  government. 
The  number  of  children  was  now  ioo.  Many  of  them  were 
tuberculous.  Before  going  to  bed,  their  clothing  was  warmed; 
then  the  shacks  were  thrown  wide  open.  They  had  wide-open 
school  rooms,  kept  open  all  during  the  day,  and  the  gain  in  health 
from  this  change  was  phenomenal.  They  endeavored  to  teach 
them  outdoor  employments,  such  as  farming,  gardening,  etc. 

Dr.  Wallace  said  that  few  realized  how  many  crippled 
children  there  were  in  New  York  City,  and  he  quoted  from  the 
annual  report  of  the  Hospital  for  Ruptured  and  Crippled  in 
which  it  was  stated  that  6,082  children,  new  patients,  were 
treated  in  the  outdoor  department  in  one  year.  He  thought 
there  might  be  in  New  York  City  at  least  7,000  crippled  children. 
Last  year  they  discharged  571  children,  and  what  became  <>f 
them  he  did  not  know.  There  were  564  crippled  children  in  ten 
various  schools  in  this  city.  Among  the  things  to  be  considered 
in  the  care  of  these  crippled  children  wen-  transportation,  food, 
manual  training,  and  their  mental  training. 
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DISEASES    OF    CHILDREN-. 

Amyluria. — I.  S.  Wile  (.V.  V.  Med.  Jour.,  Feb.  20,  1909)  says 
that  the  presence  of  starch  granules  in  urine  has  been  noted  by 
innumerable  observers.  The  general  conception  of  such  findings 
has  been  that  the  starch  granules  are  accidental  and  result  from 
contamination  by  starch  from  dusting  powder,  underwear,  etc. 
In  thirty-five  children  under  observation  by  the  writer  amyluria 
was  found  fifty  times.  The  precautions  taken  to  exclude  con- 
tamination and  insure  favorable  conditions  for  fair  observations 
were:  urine  from  males  only  was  used;  lycopodium  was  used 
as  a  dusting  powder;  penis  washed  with  a  flow  of  water  before 
securing  specimen;  penis  inserted  into  a  clean  bottle  and  held  in 
place  through  the  use  of  adhesive  straps;  bottles  covered  imme- 
diately after  the  urine  was  secured;  the  writer  was  kept  in  ignor- 
ance of  the  foods  used  until  after  his  observations  were  com- 
pleted; all  centrifuge  tubes,  test-tubes,  glass  slides,  etc.,  were 
tested  for  starch  before  utilizing  them  for  the  work.  A  resume 
of  these  observations  shows  that  starch  granules  are  absent 
from  the  urine  of  breast-fed  infants;  but  are  frequently  present 
in  that  of  infants  on  carbohydrate  food.  The  degree  of  amy- 
luria varies  with  the  nature  and  preparation  of  the  food,  the 
quantity  ingested,  and  the  condition  of  the  individual.  Starch 
in  urine  at  times  gives  a  reaction  simulating  that  of  albumin. 
Starch  passing  through  the  kidney  may  cause  albuminuria  with 
casts.  Amy  ma  docs  exist,  and  starch  in  the  urine  is  not  necs- 
sarily  of  extraneous  origin. 

Tubercle  Bacilli  in  Milk. — A.  F.  Hess  (Jour.  Amer.  Mul. 
Assn.,  Mar.  27,  1909)  lias  found  virulent  tubercle  bacilli  in  seven- 
teen among  107  specimens;  that  is,  in  16  per  cent,  of  the  milk  re- 
tailed from  cans  in  New  York  City.  These  were  proved  to  be 
present  by  animal  inoculation.  Cream  as  well  as  sediment  was 
found  to  harbor  these  organisms,  so  that  in  all  experiments  of  this 
Dal  uir  1  hese  t  wo  parts  of  t  In-  milk  should  be  used  in  making  inoc- 
ulations. Tubercle  bacilli  were  likewise  found  in  a  specimen  of 
commercially  pasteurized"  milk,  showing  that  tins  method, 
as  now  carried  out,  does  not  insure  protection  in  this  particular. 
The  tubercle  bacilli  isolated  were  in  all  but  one  instance  bovine 
in  type.  In  this  instance  a  human  variety  was  differentiated, 
which  shows  that  milk  may  become  infected  from  tuberculous 
individuals,  and  that  this  source  of  contamination  should  be 
guarded  against.     A  number  of  infants  and  young  children  who 


192  BRIEF    OF    CURRENT   LITERATURE. 

drank  milk  containing  tubercle  bacilli,  when  examined  one  year 
later,  seemed  to  be  in  average  health.  A  fourth  of  the  number, 
however,  reacted  to  tuberculin.  One  of  these  subjects  was  in 
poor  physical  condition  and  had  suffered  from  a  recent  glandu- 
lar infection.  Although  probably  over  90  per  cent,  of  tuber- 
culosis is  due  to  infection  from  human  beings,  it  is  believed  that 
we  are  not,  therefore,  justified  in  neglecting  the  danger  from  bo- 
vine infection.  As  an  immediate  safeguard,  milk  not  coming  from 
tuberculin-tested  cows  should  be  pasteurized  or  brought  to  a  boil. 

Artificial  Feeding  of  Infants. — Julius  Levy  (Arch.  Pcd.,  Mar.. 
1909)  reminds  us  that  there  is  a  minimum  proteid  requirement 
below  which  we  should  not  feed  infants  as  well  as  a  maximum 
caloric  requirement  which  we  should  not  exceed.  Only  enough 
fat  is  given  to  make  up  the  necessary  calories  after  the  amount 
of  proteids  and  carbohydrates  are  determined.  The  percentage 
will  rarely  be  above  3  per  cent.  Most  disturbances  of  nutrition 
in  the  second  half-year  are  due  to  overfeeding  and  will  be  avo  ded 
by  the  caloric  estimation.  In  determining  how  to  modify  cow's 
milk,  we  must  be  guided,  in  the  first  place,  by  the  proteid  and 
caloric  requirements  of  the  infants'  metabolism.  These  vary 
with  the  weight  and  development  of  the  injant.  The  percentages 
of  proteids  and  fat  will  vary  with  the  quantity  of  food  fed  and 
merely  are  representations  of  the  number  of  grams  of  each 
ingredient  in  the  total  mixture.  To ,  find  out  the  minimum 
percentage  of  proteids  we  may  feed  an  infant  we  need  to  know 
the  weight  of  the  infant  and  the  total  quantity  of  food  to  be 
fed  in  twenty-four  hours.  The  percentage  of  proteids  will  be 
found  by  dividing  the  total  number  of  grams  of  proteids  by  the 
total  quantity  of  food.  To  find  the  percentage  of  fat  we  first 
determine  the  total  caloric  requirements  of  the  particular  infant 
and  subtract  from  this  the  number  of  calories  supplied  by  the 
proteid  and  carbohydrate.  This  gives  the  number  of  calories 
to  be  supplied  by  the  fat.  The  calories  so  to  be  supplied  divided 
by  9.3  gives  the  number  of  grams  of  Fat  that  will  be  in  the  mix- 
ture, and  this  divided  by  the  total  quantity  in  grams  will  give  the 
percentage.  In  this  method  it  is  found  that  top  milks  are 
indicated. 

Typhoid  Fever  in  Children.  -Marfan  [Jour,  dc  Med.  ct  dc  Chir., 
Feb.  27,  1909)  describes  typhoid  fevei  as  it  occurs  in  children. 
It  is  more  infrequent  in  children  than  in  adults,  and  is  rarely  seen 
before  tin-  fifth  year.  The  youngest  patient  attacked  by  typhoid 
seen  be  the  author  was  nine  months  old.  The  general  methods 
of  infection  in  infants  arc  by  milk  diluted  with  impure  water,  the 
use  of  unsterilized  milk,  and  the  washing  of  milk  containers  in 
bad  water.  A  wet  nurse  ina\  give  the  Fevertohei  nursling.  At 
birth  a  child  may  bring  with  it  into  the  world  the  genu  winch 
has  attacked  the  mother  during  pregnancy  The  onset  of  the 
disc.isr  i>  more  sudden  than  in  the  adult  and  it  reaches  its  acme 
sooner.  From  the  second  day  the  temperature  is  very  high. 
Diarrhea  is  absent,  and  constipation  the  rule.     There  is  an  exag- 
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gerated  hypothermia  and  very  few  digestive  troubles,  anorexia 
and  the  typical  tongue  being  absent.  The  stools  are  infrequent 
and  of  an  ochre  color.  Meteorism  and  abdominal  pain  are  gener- 
ally absent.  Hemorrhages  and  perforation  of  ulcers  are  very 
exceptional.  The  Pever's  patches  are  not  much  swollen  or  deeply 
ulcerated.  There  is  rather  a  septicemia  than  a  true  typhoid 
condition.  Rose-spots  are  not  always  present,  one-third  of  the 
cases  never  showing  them.  Sometimes  they  appear  earlier 
and  are  more  abundant  than  n  the  adult.  Relapses  are  more 
frequent  than  in  the  adult,  and  the  rose-spots  return  with  the 
lever.  There  is  generally  a  desquamation  which  is  distinguish- 
able from  that  of  scarlet  fever  only  by  the  absence  of  the  large 
plaques  of  skin  that  appear  in  the  latter  disease.  There  are  two 
d  stinct  forms  of  typhoid  fever:  a  very  slight  one,  of  short  dura- 
tion, and  a  severe  form,  more  curable  than  in  adults.  The  causes 
of  the  less  severity  are  perhaps  the  good  digestion  the  develop- 
ment of  the  lymphatic  system,  and  the  general  good  condition 
of  heart,  kidneys,  and  liver.  Frequent  complications  are  menin- 
gitis, paralysis,  and  otitis. 

Spontaneous  Infantile  Myxedema. — Auguste  Beudry  (Jour. 
,1,  Med.  et  <l,  Chir.,  Feb.  27,  1909)  gives  the  cause  of  the  myxe- 
dematous  symptoms  as  the  atrophy  or  absence  of  the  thyroid 
gland  in  infants  either  congenital  or  acquired.  When  beginning 
at  a  period  after  birth  its  cause  may  be  a  congenital  smallness 
and  consequent  insufficiency  of  the  gland.  When  there  are  too 
great  demands  for  the  typhoid  secretion,  which  will  occur  sooner 
or  later,  the  symptoms  of  myxedema  come  on.  Either  the 
thyroid  elaborates  a  substance  useful  to  the  organism,  the  ab- 
sence of  which  causes  the  symptoms,  or  the  office  of  the  gland 
is  to  remove  from  the  circulation  substances  that  are  deleterious, 
which  are  not  removed  when  atrophy  has  occurred.  At  what- 
11  1  period  of  the  child's  life  this  insufficiency  occurs,  the  devel- 
opment of  mind  and  the  growth  of  the  skeleton  immediately 
cease.  The  patient  becomes  an  idiotic  dwarf — an  entire  idiot 
when  the  suppression  of  function  is  early,  an  imbecile  wffien  it 
incurs  later.  As  the  thyroid  plays  so  important  a  role  in  the  genital 
system  of  the  female,  there  are  more  myxedematous  females  than 
males.  The  dwarf  is  afflicted  with  a  solid  edema  of  the  skin 
and  mucous  membranes,  which  gives  him  an  expressionless, 
swolk-n  face,  a  thick  tongue,  and  hoarse  voice.  The  patient 
shows  a  great  disinclination  for  all  kinds  of  movements,  is  cold 
on  account  of  the  lowered  temperature,  has  a  feeble  and  com- 
pressible pulse,  and  an  open  fontanelle.  Puberty  never  becomes 
established.  The  only  successful  remedy  is  the  use  of  thyroid 
extract 

Cardiac  Complications  of  Articular  Rheumatism  in  Children. — 
Man, in  {Jour,  il,  Med.  de  Paris,  .March  1,  1909)  says  that  cardiac 
complications  are  more  frequent  in  children  than  in  adults. 
The  rheumatic  symptoms  may  not  be  very  intense  and  the 
joints  show  little  or  no  swelling,  but  the  effect  on  the  heart  may  be 
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very  marked.  Fever  is  not  generally  high.  In  babies  there  is  a 
prominence  of  the  cardiac  region  due  to  the  softness  of  the 
thoracic  walls  and  marked  undulations  of  the  precordial  region 
are  noticeable.  In  the  infant  with  a  simple  endocarditis  there 
is  no  true  hypertrophy  of  the  heart.  Compensation  is  effected 
more  easily  than  in  the  adult,  and  mitral  insufficiency  is  well 
tolerated.  Pericardial  adhesions  are  frequent  and  cause  asystole. 
Asystole  in  infants  is  characterized  by  hepatic  stasis.  There  is 
a  notable  lessening  of  the  vesicular  murmur  at  the  right  base, 
and  the  area  of  liver  dullness  is  increased. 

Congenital  Syphilitic  Infection  in  Children. — P.  B.  Bennie 
{Infer.  Med.  Join.,  Mar.  20,  1909)  believes  that  syphilis  is  never 
cured.  Its  intensity  is  decreased  by  treatment,  but  never 
vanishes.  If  either  parent  has  ever  had  syphilis,  no  matter  how 
well  treated,  there  is  a  syphilitic  taint  in  the  child  subsequently 
born.  He  thinks  that  fully  10  per  cent,  of  the  children  in 
Melbourne  are  infected  with  syphilis.  This  small  percentage 
affords  material  for  more  than  half  the  pediatric  work  of  the 
general  practitioner  and  includes  nearly  half  of  his  fatal  cases. 
Speaking  generally,  the  chances  of  dying  before  puberty  are, 
for  the  syphilitic,  seven  times  greater  than  for  the  nonsyphilitic. 
Infected  children  should,  if  possible,  be  treated  in  all  their  illnesses 
for  the  syphilitic  factor — the  favorer  of  pathogenic  microbic 
associations.  If  this  were  done,  there  would  be  fewer  severe 
cases  and  fewer  deaths.  Before  operating  on  congenital  syphi- 
litics,  the  surgeon  should,  if  possible,  subject  each  one  of  them 
to  a  course  of  antisyphilitic  treatment,  for  otherwise,  on  account 
of  their  lowered  resistance,  they  take  anesthetics  badly,  do  not 
stand  operations  well,  and  are  liable  to  postoperative  develop- 
ment of  infectious  organisms.  That  operations  would  then  be 
fewer,  often  more  successful,  and  less  often  fatal. 

Hemiplegia  from  Cerebral  Arteritis  in  Heredosyphilitics. — Paul 
Savy  (Rev.  de  MSdicine,  March  10,  1909)  finds  among  the 
manifestations  of  syphilis  inherited  by  infants  hemiplegia  from 
cerebral  hemorrhage  due  to  syphilitic  arteritis.  This  is  generally 
associated  with  nervous  troubles  of  other  nature,  and  is  more 
or  less  masked  by  them.  It  occurs  especially  in  early  infancy, 
even  as  early  as  the  fifth  month,  occurring  suddenly,  and  dis- 
appearing under  specific  treatment  in  a  few  weeks  or  months. 
A  certain  amount  of  impotence  and  atrophy  may  persist  or  a 
spasmodic  infantile  hemiplegia  may  develop.  These  conditions 
are  absolutely  comparable  to  the  syphilitic  hemiplegias  of  adults, 
which  are  often  transitory  and  are  caused  by  cerebral  arteritis 
with  ischemia  and  softening  of  the  area  supplied  by  the  obliter- 
ated artery.  We  may  look  for  syphilis  as  a  cause  of  sudden 
hemiplegia  in  a  child  even  in  the  absence  of  other  syphilitic 
symptoms.  Spasmodic  infantile  hemiplegia  frequently  has 
syphilis  as  its  cause.  The  author  gives  twenty  seven  cases 
collected  by  him  from  medical  literature.  These  cases  occurred 
at  from  five  months  to  the  end  of  the  second  year.     The  early 
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manifestations  of  syphilis  occur  within  three  months  of  birth, 
and  the  dystrophies  at  from  five  to  twenty  years  of  age,  while 
the  arterial  hemiplegias  occur  between  the  two  periods. 

The  Role  of  Human  Contagion  in  Infantile  Tuberculosis. — J. 
Combv  (Arch,  de  Med.  des  En/.,  March,  1909)  considers  the  role 
of  milk  and  meat,  of  food  products  and  intestinal  tuberculosis, 
a  small  one  in  the  causation  of  tuberculosis  in  infants.  Children 
are  born  neither  with  tuberculosis  nor  with  a  predisposition 
to  the  disease.  If  the  children  of  tuberculous  parents  are 
removed  immediately  from  the  surroundings  in  which  the  parents 
cough  and  spit,  and  are  brought  up  in  good  hygienic  surroundings, 
they  grow  up  strong  and  well.  If  they  remain  in  their  homes 
they  die  of  tuberculosis,  derived  from  the  infected  house.  Pallor, 
emaciation,  narrow  chest,  and  micropolyadenopathy  are  symp- 
toms not  of  a  tuberculous  predisposition,  but  of  latent  tuber- 
culosis. Transmission  of  tuberculosis  by  heredity  does  not 
exist,  neither  does  predisposition.  Those  who  assert  that  they 
do  are  guilty  of  misinterpreting  simple  facts.  In  the  immense 
majority  of  cases  tuberculosis  is  derived  from  the  family  by 
inhalation.  The  measures  taken  against  animal  tuberculosis 
and  tuberculous  milk  have  been  useless,  and  have  not  diminished 
the  number  of  cases  among  infants.  Neither  has  sterilization 
of  milk.  To  have  a  bad  effect  milk  must  be  full  of  bacilli  from 
mastitis.  If  milk  was  the  cause,  all  the  people,  who  drink  the 
same  milk  should  be  affected  by  it.  On  the  contrary,  only  those 
exposed  to  the  contagion  have  the  disease.  Out  of  autopsies 
on  1447  infants  made  by  the  author  tuberculosis  was  found 
in  536  cases.  In  all  these  cases  the  bronchial  glands  were 
infiltrated.  The  older  the  children,  the  more  frequently  was 
tuberculosis  found.  If  it  came  from  milk  the  younger  children 
should  have  it  more  frequently.  Infants  who  are  kept  in  the 
home  are  less  affected  than  those  of  an  age  to  mingle  with  the 
public.  Many  of  the  chronic  coughs  and  asthmas  of  old  people 
are  tuberculous,  and  the  disease  is  transmitted  to  the  infants 
of  the  family.  Prophylaxis  must  deal  with  the  removal  of  all 
cases  from  the  family,  not  with  the  care  of  milk  and  meats. 

Tuberculosis  of  Cervical  Lymph  Nodes. — C.  N.  Dowd  (Surg., 
Gyn.,  Obst.,  March,  1909)  presents  his  latest  statistics  of  the 
result  of  operative  treatment  of  tuberculosis  of  the  cervical 
lymph-nodes.  The  report  is  based  upon  275  cases.  The  results 
were:  54  cases  followed  five  to  thirteen  and  one-half  years, 
apparent  cures  98  per  cent.;  42  cases  followed  three  to  five  years, 
apparent  cures  88  per  cent.;  eighty-seven  cases  followed  one  to 
three  years,  apparent  cures  83.8  per  cent.;  ninety-two  cases 
followed  less  than  a  year,  apparent  cures  85.8  per  cent.  Some 
patients  in  the  list  of  apparent  cures  will  develop  recurrences, 
and  most  of  those  who  now  have  recurrences  will  ultimately  be 
cured.  Of  the  275  cases,  81  per  cent,  showed  the  first  notice- 
able infection  in  the  subparotid  nodes,  indicating  infection  from 
the  pharynx,  tonsils,  or  posterior  part  of  the  mouth.     In  most 


196  BRIEF    OF    CURRENT    LITERATURE. 

of  the  remaining  cases  the  submental  of  submaxillary  nodes 
were  the  first  ones  involved,  indicating  infection  from  the  teeth, 
front  part  of  the  mouth,  or  face.  In  a  few  instances  lupus  spots 
on  the  side  of  the  face  or  scalp  gave  infections  which  traveled 
downward  through  the  parotid  group  of  lymphatics.  In  only 
one  instance  was  there  an  ascending  infection  from  the  arm. 
Of  twenty-nine  cases  examined  by  inoculation  and  culture 
methods  nine,  or  31  per  cent., showed  bacilli  of  the  bovine  type. 
The  distribution  of  the  inflammation,  however,  was  the  ordinary 
one;  in  every  instance  the  subparotid  nodes  were  the  seat  of  maxi- 
mum inflammation,  indicating  infection  from  the  pharynx  or  pos- 
terior part  of  the  mouth.  No  enlargement  of  the  mesenteric  nodes 
was  found  among  these  patients.  Clinically,  the  bovine  type  of 
inflammation  could  not  be  distinguished  from  the  human  type. 
The  virulence  of  the  infection  seemed  about  like  that  of  the 
other  cases.  The  indications  lead  one  to  believe  that  in  the 
great  majority  of  instances  the  infection  comes  from  the  lodg- 
ment of  tubercle  bacilli  in  the  pharynx  or  posterior  part  of  the 
mouth,  sometimes  by  inhalation,  sometimes  from  food.  Among 
the  275  cases,  46  or  16.7  per  cent,  had  operations  for  recurrence. 
In  eleven  instances  the  writer  has  excised  hard  nodes  the  size 
of  peas  or  beans  after  operation,  sometimes  after  watching  them 
two  or  three  years,  and  has  found  them  hyperplastic  and  not 
tubercular.  Apparently  they  enlarge  with  the  extra  function 
which  comes  to  them  after  the  removal  of  other  lymphatics. 
In  at  least  twelve  instances  they  diminished  in  size  or  disappeared 
during  a  period  of  long  observation. 

Staphylococcus  Infection  Treated  with  Vaccines. — A.  C.  Soper, 
Jr.  (Pediatrics,  March,  1909),  has  employed  vaccine  therapy  in 
twenty  cases  in  infancy  and  childhood.  The  majority  were  cases 
of  furunculosis  in  children  of  from  two  months  to  seven  years. 
In  all  cases  the  staphylococcus  was  isolated  before  beginning 
the  treatment.  Of  five  cases  treated  with  autogenous  vaccine, 
all  were  cured;  of  fifteen  to  whom  stock  vaccine  was  admin- 
istered, 75  per  cent,  recovered.  In  general,  a  small  dose,  such 
as  30  million,  was  given  at  first  and  later  doses  up  to  100  million; 
in  some  older  children,  however,  an  initial  dose  of  250  million 
was  given,  and  later  500  million. 

Treatment  of  Epidemic  Cerebrospinal  Meningitis.  M.  Cham 
belland  (Presse  Med.,  April  7,  1909),  has  had  excellent  success  in 
tlie  treatment  of  epidemic  cerebrospinal  meningitis  by  com- 
bining lumbar  puncture  with  injections  of  colloidal  silver  into 
the  spinal  canal  and  normal  salt  solution  The  symptom  that 
is  most  relieved  by  lumbar  puncture  is  the  headache,  which  is 
immediately  increased  and  then  much  lessened,  so  much  so  that 
the  patient  asks  for  a  repetition  of  the  puncture.  It  diminishes 
the  stiffness  of  the  neck  and  back  and  the  general  muscular 
hypertonia  for  some  hours.  Baths  at  390  to  40  C.  are  given 
every  four  hours,  lasting  twenty  five  minutes.  They  cause 
marked   quieting  of   the  nervous  system;   agitation   ceases  and 
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headache  is  lessened.  Colloidal  silver  is  used  to  combat  the  men- 
ingococcic  septicemia.  The  author  has  used  it  both  in  the 
spinal  canal  and  by  intravenous  injection.  The  injections 
should  be  continued  for  some  time  after  improvement  has 
occurred  in  order  to  keep  up  the  beneficial  effect.  The  author 
gives  three  illustrative  cases.  The  treatment  may  be  outlined 
thus:  early  lumbar  puncture  followed  by  injections  of  the  silver 
into  the  spinal  canal,  in  dose  of  5  to  10  cubic  centimeters,  repeated 
every  three  days;  warm  baths  every  four  hours;  silver  intra- 
venously after  every  lumbar  puncture,  and  daily  continued  for 
a  long  time. 

Excretion  of  Hexamethylenamin  in  Cerebrospinal  Fluid  and  its 
Therapeutic  Value  in  Meningitis. — S.  J.  Crowe  (Johns  Hopk. 
Hosp.  Bull.,  April,  1909)  finds  that  hexamethylenamin, :when 
given  by  mouth,  invariably  appears  in  the  cerebrospinal  fluid. 
This  fact  has  been  demonstrated  by  a  large  number  of  obser- 
vations on  man,  and  is  also  true  for  dogs  and  rabbits.  The 
largest  amount  of  hexamethylenamin  is  present  in  the  cerebro- 
spinal fluid  from  30  minutes  to  an  hour  after  the  ingestion  of  the 
drug.  After  doses  of  within  therapeutic  limits,  a  sufficient 
amount  of  it  appears  in  the  cerebrospinal  fluid  to  exercise  a 
decided  inhibitory  effect  on  the  growth  of  organisms  inoculated 
into  this  fluid  after  its  removal  from  the  body.  Following  a 
subdural  inoculation  of  dogs  and  rabbits  with  streptococcus, 
60  to  80  grains  of  hexamethylenamin  a  day,  given  under  con- 
ditions which  insure  absorption,  will  markedly  defer,  and  in 
some  cases  prevent  the  onset  of  a  fatal  meningitis.  In  view 
of  these  observations,  the  prompt  administration  of  this  drug 
is  advised  in  all  clinical  cases  in  which  meningitis  is  a  possible 
or  threatened  complication,  or  even  when  meningeal  infection 
has  actually  occurred. 

Bacteriological  Diagnosis  of  Diphtheria. — J.  E.  Blake  (L.  /. 
Med.  Jour.,  March,  1909)  has  attempted  to  ascertain  why  the 
Department  of  Health  reported  negatively  upon  a  number  of 
cases  which  clinical  observation  and  private  cultures  showed  to 
be  diphtheria.  He  finds  the  explanation  in  the  fact  that  the 
Department  incubates  for  about  fourteen  hours  at  body  tem- 
perature. His  own  control  tubes  were  incubated  at  a  tem- 
perature of  750  to  80°  F.  and  for  a  longer  period.  This  method 
has  the  advantage  that  the  contaminating  bacteria  grow  very 
slowly  at  this  low  temperature,  and  that  the  diphtheria  bacilli, 
though  few,  eventually  outstrip  the  others,  and  are  more  apt  to 
be  discovered,  if  present.  He  believes  that  in  order  to  reach 
the  utmost  accuracy  possible,  two  cultures  should  be  prepared 
at  the  same  time,  and  one  incubated  at  body  temperature  Tor 
about  fourteen  hours,  the  other  at  about  750  F.,  for  a  couple  of 
davs.  If  the  first  showed  a  positive  growth,  it  would  not  be 
necessary  to  examine  the  second;  but  if  the  first  was  negative, 
the  second  would  almost  certainly  reveal  the  presence  of  the 
bacilli  if  the  disease  was  true  diphtheria. 
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Resistance  of  the  Diphtheria  Bacillus  to  Desiccation. — 
Francesco  Valagussa  (Riv.  di  Clin.  Ped.,  March,  1909)  has 
experimented  on  the  effect  of  desiccation  on  the  diphtheria 
bacillus  by  drying  it  slowly  and  then  keeping  it  sealed  in  a 
tube  in  the  laboratory  for  two  years.  The  tube  was  opened  even- 
two  weeks  and  cultures  and  injections  were  made.  He  found 
that  the  bacillus  maintained  its  virulence  for  the  entire  two  years. 
This  shows  that  one  cannot  be  too  careful  in  the  disinfection 
and  sterilization  of  articles  that  have  come  in  contact  with 
diphtheria  patients,  and  that  the  germs  may  be  carried  for  a 
long  time  on  the  clothing  of  those  visiting  the  patient  or  caring 
for  him.  The  bearing  of  this  fact  on  treatment  of  these  cases 
and  prevention  of  contagion  is  very  important.  The  use  of 
antitoxin  and  rapid  disappearance  of  the  symptoms  of  the 
patient  should  not  lessen  the  care  of  disinfection  after  a  clean 
culture  has  been  obtained. 

Insufficiency  of  the  Suprarenal  Capsules  in  Scarlatina. — Y. 
Hutinel  {Bull.  Med.,  March  17,  1909)  says  that  there  are  cases 
of  various  diseases  with  symptoms  of  marked  asthenia  and 
circulatory  troubles  that  would  indicate  insufficiency  of  the 
suprarenals,  and  other  cases  in  which  alteration  of  the  capsules 
is  found  postmortem.  These  symptoms  are  seen  in  some  fatal 
cases  of  scarlatina.  We  may  judge  that  they  are  caused  by 
lesions  of  the  suprarenals  produced  by  the  poison  of  the  disease. 
The  symptoms  are  marked  prostration,  cardiac  insufficiency 
occurring  in  crises,  h}Tpotension  of  the  arteries,  tendency  to 
syncope,  and  pigmentation  of  the  skin.  The  author  describes 
an  interesting  case  in  which  these  symptoms  were  relieved  by  the 
injection  of  small  doses  of  adrenalin,  and  the  patient  recovered. 
He  believes  that  these  cases  of  sudden  death  without  any  appar- 
ent cause  are  due  to  lesions  of  the  suprarenal  capsules  which 
cause  the  abdominal  pains  of  which  the  patients  complain. 

Iodophilic  Reaction  in  Normal  or  Icteric  New-born  Infants. — 
Eurica  Mensi  (Rivista  di  Clin.  Ped.,  March,  1909)  says  that  the 
liver  is  the  regulator  of  sugar  in  the  blood,  and  this  regulation 
is  so  perfect  that  the  sugar  content  of  the  blood  is  uniform. 
The  tendency  among  physicians  is  to  regard  the  icterus  of 
new-born  babies  as  due  to  alteration  of  the  hepatic  cells.  The 
proof  of  this  alteration  is  given  by  the  study  of  the  glycogen 
content  of  the  blood.  Glycogen  is  generally  found  in  traces  in 
the  leukoc)  tes  of  the  blood.  These  are  the  elements  of  the  blood 
which  transform  glucose  into  glycogen,  and  the  quicker  and  more 
active  this  transformation  the  greater  is  the  amount  of  sugar  in 
the  blood.  To  measure  the  grade  of  transformation  the  iodo 
philc  reaction  may  be  used.  This  is  a  special  coloration  of  the 
leukocytes  when  treated  with  iodine,  and  a  characteristic  granula- 
tion irregularl)  disposed  in  the  globules,  giving  from  .1  rose 
to  a  brown  color.  There  is  a  direct  relation  of  1  li  1^  coloration  to 
the  amount  of  sugar  in  the  blood.  The  author  experimented 
on    the  blood  of  normal  and   icteric  infants  immediately   alter 
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birth.  Up  to  birth  there  exists  the  conditions  capable  of 
producing  the  reaction.  The  leukocytes  in  icterus  react  to 
iodine  so  as  to  show  that  the  icteric  infant  has  more  sugar  in 
the  blood  than  the  normal  ones;  that  is,  that  the  hepatic  cells 
are  incapable  of  transforming  all  the  glucose  introduced,  and 
thus  some  is  not  deposited  in  the  liver.  The  iodine  reaction 
in  icterus  is  a  proof  of  deficient  glycogenic  function  of  the  liver. 

Intussusception  in  Purpura. — J.  L.  Morse  and  J.  S.  Stone 
{Arch.  Ped.,  April,  1909)  report  a  case  of  Henoch's  purpura 
complicated  by  intussusception.  They  say  that  in  some 
instances  abdominal  pain,  vomiting,  and  discharge  of  mucus 
and  blood  precede  the  cutaneous  lesions  or  those  in  the  joints 
or  other  mucous  membranes.  In  such  cases  it  is  often  difficult 
to  determine  whether  the  condition  is  purpura  with  abdominal 
symptoms  or  an  intussusception.  The  character  and  onset  of 
the  pain  do  not  help  in  the  diagnosis,  as  they  may  be  the  same 
in  both.  Neither  does  a  rise  in  the  temperature,  which  is  com- 
mon to  both.  Intussusception  almost  always  occurs  before 
three  years;  purpura  with  abdominal  symptoms  is  very  rare 
before  three  years.  Severe  vomiting,  especially  if  bloody,  points 
toward  purpura.  General  tenderness  of  the  abdomen  also  points 
toward  purpura,  although  it  is  often  absent.  The  abdomen 
is  seldom  tender  in  intussusception  except  over  the  tumor. 
The  presence  of  a  palpable  tumor  is  almost  certain  proof  of 
intussusception,  and  practically  rules  out  purpura.  The  absence 
of  a  tumor,  however,  does  not  absolutely  rule  out  intussusception. 
In  rare  instances,  moreover,  hemorrhage  into  the  intestinal 
wall  may  produce  a  palpable  tumor.  In  other  instances  the 
cutaneous  and  other  lesions  precede  the  abdominal  symptoms. 
In  these  cases  the  chances  are  much  greater  that  the  abdominal 
symptoms  are  due  to  the  purpura  and  not  to  a  complicating 
intussusception.  The  reported  case  and  others  show,  however, 
that  an  intussusception  may  occur  as  a  complication  of  purpura 
with  abdominal  symptoms,  and,  therefore,  must  be  considered 
as  a  possibility.  The  diagnosis  in  these  cases  must  rest  entirely 
on  the  presence  or  absence  of  a  palpable  tumor,  as  all  the  other 
symptoms  may  be  caused  by  the  purpura.  On  this  account  it 
is  wiser  not  to  operate  in  purpura  with  abdominal  symptoms 
unless  a  definite  tumor  can  be  felt. 

Luys    Urine    Separator. — In    a    defense    of    this    instrument, 

B.  S.  Barringer  (Bost.  Med.  Surg.  Jour.,  April  22,  1900)  mentions 

LCl    that    in    children,    the   child's   model   of    the   separator, 

17   F.,    may   be   used   when   ureteral   catheterism    is   impossible 

because  of  the  large  size  of  the  catheterizing  instrument. 

Congenital  Muscular  Atony. — L£vi-Sirurgue  (Gaz.  des  Hop., 
February,  [909)  describes  a  condition  denominated  congenital 
muscular  atony  as  appearing  in  new-born  infants  and  continuing 
for  a  varitable  length  of  time,  but  being  gradually  recovered 
from  unless  the  patient  succumbs  to  some  intercurrent  disease 
to   which,   from   his  weakness,  he  is  especially  liable.     In  this 
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condition  there  is  hypotonia  amounting  to  partial  paralysis  of 
all  the  voluntary  muscles  except  those  of  respiration.  Xo 
troubles  of  sensibility  accompany  this  condition.  The  tendon 
reflexes  are  absent.  The  muscles  of  the  eyes,  tongue,  and 
pharynx  are  not  affected.  There  is  a  lessened  quantitative  ex- 
citability to  electricity.  The  children  are  incapable  of  walking 
or  standing  alone,  while  they  are  very  limber  and  may  be  placed 
in  almost  any  position,  there  being  abnormal  motility  of  the 
spinal  column.  The  muscles  are  soft  and  flabby.  The  condi- 
tion is  distinctly  regressive.  It  must  be  differentiated  from 
acute  anterior  poliomyelitis,  hematomyelia,  polyneuritis,  pseudo- 
paralysis, and  myasthenia.  The  cause  of  this  trouble  seems  to 
be  a  lack  of  development  of  the  voluntary  muscles,  or  an  arrest 
of  development  of  the  medullocerebellar  nervous  straads.  The 
treatment  consists  of  electricity  in  the  form  of  faradization  of 
the  muscles,  baths,  and  massage,  combined  with  arsenic  and 
strychnine. 

intracranial  Hemorrhage  in  the  New-born. — J.  R.  Torbert 
(Bost.  Med.  Surg.  Jour.,  April  22,  1909)  reports  two  fatal  cases  of 
intracranial  hemorrhage  in  the  new-born,  confirmed  by  autopsy. 
The  interesting  feature  was  the  absence  of  localizing  symptoms, 
and  apparently  this  is  characteristic  of  these  cases.  Unquestion- 
ably, many  cases  of  early  death  in  infants  which  have  been  put 
down  as  inanition  and  other  causes  have  been  due  to  intracranial 
hemorrhage.  In  infratentorial  or  cerebellar  hemorrhage  the 
infants  are  at  first  generally  quiet  and  take  their  nourishment,  but 
the  respiration  becomes  affected;  accordingly  we  see  cyanosis,  ir- 
regular and  convulsive  breathing,  and  finally,  owing  to  the  forma- 
tion of  collateral  edema  of  the  cerebral  hemispheres,  general 
convulsions  supervene  and  death  usually  occurs  on  the  second 
or  third  day.  In  supratentorial  or  cerebral  hemorrhage,  which  is 
generally  unilateral,  in  addition  to  the  symptoms  of  compression, 
restlessness,  crying,  refusal  of  food  from  the  first,  coma,  irregular 
respiration  and  action  of  the  heart,  bradycardia,  and,  during 
the  stage  of  excitement,  vasomotor  disturbances,  there  are 
definite  signs  of  a  unilateral  focus,  as  facial  paresis  or  spasm  of 
the  extremities,  with  increase  of  the  reflexes  on  the  opposite  side, 
from  which  the  seat  of  the  lesion  may  be  determined.  When  the 
hemorrhage  is  both  above  and  below  the  tentorium  there  are 
symptoms  of  bothe  categories.  Confirmatory  evidence  can  be 
obtained  by  lumbar  puncture  from  the  presence  of  blood  cells  in 
the  meningeal  fluid.  This  symptom  accompanied  by  a  bulging 
anterior  fontanel  is  practically  pathognomonic  of  the  condition. 
The  only  hope  of  successful  treatment  lies  in  early  raising  of 
a  large  osteoplastic  flap,  opening  the  dura  and  clearing  away 
the  extravasated  blood  with  salt  solution  irrigation.  The  dura 
is  then  closed,  the  bone  flap  replaced,  and  the  wound  closed 
without  drainage. 
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THE  MECHANISM  OF  OCCLUSION  OF  THE  TUBE.* 

BY 
EMIL  RIES,  M    D., 

Chicago. 
(With  ten  illustrations.) 

Occlusion  of  the  fimbriated  end  of  the  tube  is  generally 
considered  to  be  due  to  inflammatory  conditions  obtaining  in 
and  around  the  tube.  It  is  also  generally  believed  that  for  the 
occlusion  of  the  tube  it  is  necessary  that  the  fimbriae  turn  them- 
selves inward. 

It  seems  simple  enough  to  say,  as  some  authors  have  done,  that 
the  tubal  occlusion  is  the  consequence  of  the  fimbriae  becoming 
glued  together  after  having  been  turned  inward.  But  this 
statement  on  closer  inspection  proves  to  be  circumlocutionary 
rather  than  ihuminating.  If  we  consider  that  normally  the 
fimbria  diverge  from  the  abdominal  end  of  the  tube,  it  does  not 
seem  clear  how  these  fimbriae  should  turn  themselves  through 
an  angle  of  180  degrees  inward,  so  that  their  peritoneal  covering 
can  come  together  and  unite.  There  is  no  system  of  independent 
muscles  in  the  fimbriae  which  could  explain  such  action  on  the 
part  of  the  fimbriae.  The  muscle  fibers  which  run  out  into  the 
fimbriae  are  only  the  ends  of  the  longitudinal  muscle  fibers  of 
the  tube,  the  contraction  of  which  could  do  nothing  but  shorten 
and  thicken  the  tube.  Even  if  we  take  into  account  the  fact 
that  the  longitudinal  muscle  fibers  of  the  tube  are  arranged  in  a 
spiral  in  the  same  way  as  the  folds  of  the  tubal  mucosa,  that 
fact  is  not  conducive  to  a  clearer  understanding  of  the  behavior 
of  the  fimbriae  in  the  process  of  occlusion. 

♦Read  before  the  Chicago  Cynecological  Society,  April  23,  1909. 
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The  fimbriated  end  of  the  tube  is  an  organ  with  an  absolutely 
unique  anatomical  arrangement  by  the  fact  that  here  mucosa 
and  serosa  are  in  immediate  contact,  a  condition  which  obtains 
nowhere  else  in  the  whole  human  anatomy.  That  might  explain 
also  why  there  seems  to  be  no  parallel  to  the  process  of  tubal 
occlusion  in  the  entire  pathology  and  that  alone  should  suffice 
to  make  the  study  of  this  process  an  attractive  and  important 
one. 

The  causative  factors  and  the  resulting  processes  which  deter- 
mine the  intermediate  stages  between  a  normal  open  fimbriated 
end  and  an  occluded  end  of  the  tube  are  summed  up  under  the 
term  "mechanism  of  occlusion  of  the  tube"  in  a  similar  way  as 
we  speak  of  a  mechanism  of  labor. 

This  mechanism  of  occlusion  of  the  tube  has  attracted  the 
attention  of  a  number  of  pathologists.  Three  of  them  have 
deemed  the  subject  worthy  of  special  investigation.  They  are 
Doran  (London  Obstetr.  Trans.,  1889,  Dec.  4),  Kleinhans  (in 
Veit's  Handbuch  1  ed.  vol.  iii,  2.  2,  p.  690),  and  Opitz  (Zeitschr. 
fur  Geburishuelfe,  1904,  vol.  Hi,  p.  485). 

Doran  differentiates  between  perimetritic  and  salpingitic 
closure  of  the  tube.  The  first  he  describes  as  follows:  (P.  353) 
"Perimetritis  often  closes  the  ostium  by  direct  means.  A  band 
of  adhesions  grows  over  the  fimbriae  and  holds  them  down." 
(P.  357.)  "A  little  deposit"  (of  bands  of  lymph)  "covering 
the  delicate  fimbriae  as  they  lie  on  the  surface  of  the  outer  aspect 
of  the  ovary  is  sufficient  to  bind  them  down,  and  then  the  ostium 
necessarilv  becomes  closed  as  soon  as  the  deposit  is  organized." 
This  is  accompanied  by  an  illustration  which  shows  a  mass  of 
adhesions  which  cover  the  fimbriae.  The  latter  are  not  turned 
inward. 

As  to  salpingitic  closure  Doran  says:  (P.  357)  "The  ostium 
...  is  occluded  .  .  .  by  changes  within  the  walls  of  the 
tube  which  cause  much  swelling  so  that  the  walls  bulge  and  close 
in  over  the  fimbriae."  Page  359,  he  describes  one  of  the  stages  of 
the  process  as  follows:  "The  fimbriee  now  lie  within  the  tubal 
canal;  in  fact,  they  have  been  reduced  to  plicae.  They  have  not 
retracted — indeed,  they  could  not  retract  like  the  tentacles  of  a 
sea  anemone     the  infiltrated  walls  have  closed  over  them." 

I'.oth,  the  salpingitic  and  the  perimetritic  conditions  generally 
take  a  share  in  closing  the  tubal  ostium. 

Kleinhans  says:  (P.  69)  "The  observation  of  a  considerable 
□umber  of  specimens  obtained  by  operation  produced  in  us  the 
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impression  as  if  the  free  edge  of  the  tube  which  was  enlarging 
in  all  directions  was  advancing  gradually  and  was  sliding  over 
the  fimbriae  like  a  cuff  sliding  toward  the  finger-tips.  The 
farther  this  has  advanced,  the  shorter  the  fimbria;  appear.  The 
ring  formed  by  the  free  edge  of  the  tube  shrinks  more  and  more, 
so  that  in  the  further  course  of  events  only  the  fimbriated  ends 
protrude,  until  on  complete  growing  together  of  the  ring  they 
ultimately  disappear  entirely.  They  are  then  on  the  inside  of 
the  tube  without  really  being  turned  inward,  are  pressed  against 
each  other,  and  then  have  an  opportunity  to  grow  together, 
which,  however,  in  many  cases  certainly  requires  considerable 
time."     This  he  terms  the  salpingitic  occlusion  of  Doran. 

Of  the  perimetritic  occlusion  he  says:  "The  pseudomem- 
branes  formed  by  perimetritis  press  the  fimbria  irregularly 
against  the  ostium,  especially  in  cases  of  subsequent  shrinking. 
The  fimbria?  need  not  fuse  with  their  serous  surfaces;  in  fact,  we 
are  inclined  to  consider  this  rare  and  believe  that  the  fimbria 
do  not  usually  fuse  together  until  after  complete  occlusion 
produced  either  by  the  tubal  walls  or  by  pseudomembranes.  In 
perimetritic  occlusion  of  the  tube  it  is  therefore  more  correct  to 
speak  of  the  fimbria  being  turned  inward  and  (especially  when 
rapid  accumulation  of  fluid  takes  place  in  the  then  occluded  tube) 
the  fimbria  can  partially  apply  themselves  to  the  wall  and  fuse 
with  it." 

Klcinhans  also  mentions  the  fact  that  combinations  of  the  two 
processes — the  perimetritic  and  the  salpingitic — are  of  frequent 
occurrence. 

Opitz  discusses  particularly  the  way  in  which  the  fimbria 
turn  inward  and  explains  it  as  follows:  At  the  fimbriated  end 
the  tube  appears  inserted  into  a  slit  in  the  peritoneum  At 
this  point  the  tube  is  surrounded  by  a  ring  which  is  practically 
unable  to  stretch.  Under  normal  conditions  fluids  can  easily 
escape  into  the  peritoneal  cavity  between  the  folds  filling  this 
ring.  Under  the  influence  of  inflammation  the  fimbria  become 
larger  and  pressed  together  by  the  peritoneal  ring.  The  peri- 
toneum can  stretch  to  a  certain  extent,  but  the  more  the  inflam- 
mation thickens  and  renders  rigid  the  peritoneum,  the  less  it  can 
stretch.  Thereby  a  functional  occlusion  of  the  abdominal  end 
of  the  tube  is  produced.  The  increased  secretion  on  the  inside 
of  the  tube  causes  the  rest  of  the  tube  to  enlarge,  and  room  is 
found  for  this  enlargement  bj  stretching  of  the  muscul 
o]  the  tube  and  by  separation  of  the  two  layers  of  the  broad 
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ligament  between  which  the  tube  can  enter.  The  enlargement 
of  the  tube  is  always  greatest  in  the  ampulla,  and  all  the  neighbor- 
ing tissues  are  drawn  upon  in  the  distention  of  the  tube.  The 
fimbriae  also  are  drawn  upon  to  furnish  material.  The  more 
the  tube  is  distended  the  more  the  fimbriae  are  drawn  inward. 
"At  last,"  says  Opitz,  "they  place  themselves  in  front  of  the 
opening  so  that  the  peritoneal  covering  of  the  fimbriae  can  come 
into  lateral  contact  and  can  fuse."  This  pulling  on  the  fimbriae 
must  obtain,  says  Opitz,  as  the  mucosa  of  the  tube  can  stretch 
only  very  moderately  in  the  longitudinal  direction,  as  there  are 
no  folds  running  transversely.  In  the  transverse  direction  the 
distention  of  the  tube  is  taken  up  by  the  richly  ramified  folds. 
He  mentions  specially  that  "occasionally  the  tube  is  seen  fairly 


Fig.  2  Fig.  i. 

Points  A  and  B  in  Fig.  i  and  Fig.  2  correspond 


distended,  and  only  short  ends  of  the  fimbriae  protrude  from  the 
peritoneal  ring."  Still  he  does  not  agree  with  Kleinhans'  ex- 
planation by  the  ring  which  gradually  slides  over  the  fimbriae. 
The  ring,  he  says,  "does  not  advance,  but  the  mucosa  of  the 
fimbriae  is  gradually  drawn  through  it." 

Opitz  concludes  by  saying  that  his  explanation  does  not  suffice 
for  all  forms  of  sactosalpinx,  but  holds  true  particularly  for 
hydrosalpinx. 

After  this  short  review  of  the  literature,  I  desire  to  describe 
two  specimens  which  arc  important  in  this  connection: 

The  first  specimen  was  obtained  in  an  abdominal  section  per- 
formed by  Dr.  Gronnerud,  who  was  kind  enough  to  donate  the 
specimen  to  me.  He  removed  a  much  adherent  appendix,  a  left 
hydrosalpinx  of  the  size  of  a  goose-egg  and  the  right  tube  which 
interests  us  here.     The  ovaries  were  not  removed. 
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This  right  tube  (Figs,  i  and  2)  shows  no  adhesions  and  is  about 
normal-sized.  At  its  abdominal  end  the  fimbriae  protrude,  but 
less  than  normally.  There  is  no  trace  of  any  ovarian  fimbria 
or  of  any  cut  surface  of  any.  The  important  part  of  the  specimen 
is  to  be  observed  on  the  peritoneal  covering  of  the  fimbriated 
end.  The  peritoneum  here,  instead  of  running  smoothly,  as  it 
does  normally,  out  to  the  mucosa  of  the  fimbriae,  shows  a  few 
millimeters  from  the  mucosa^  of  the  fimbriae  a  double  fold  (R,  R, 
Fig.  1)  which  encircles  about  two-thirds  of  the  circumference  of 
the  tube  and  disappears  toward  the  attachment  of  the  broad 
ligament.  Each  one  of  these  folds  is  about  two  millimeters  wide 
and  about  three-fourths  millimeter  high.     The  folds  are  firm,  and 


of  whitish  color.  The  fimbriae  show  thick  mucosa  and  protrude 
beyond  the  peritoneal  edge  for  about  six  millimeters. 

On  longitudinal  section  (Fig.  2)  the  folds  01  peritoneum  prove 
to  consist  of  a  whitish  homogeneous  tissue  of  about  one  millimeter 
thickness  (R,  Fig.  2). 

Here,  then,  is  presented  a  pronounced  specimen  of  the  peritoneal 
ring  of  which  the  authors  previously  reviewed  speak  so  frequently. 
Also  it  is  evident  that  this  ring,  being  a  double  one,  is  pathological, 
as  is  also  proven  by  the  appearance  of  the  tissue  on  macro- 
scopic longitudinal  section. 

The  second  specimen  I  obtained  from  a  woman  from  whom  no 
history  as  to  pelvic  inflammations  could  be  obtained,  and  on 
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whom  I  performed  an  operation  for  multiple  fibroids.  The 
tumor  was  the  size  of  a  woman's  head,  and  presented  extensive 
adhesions  in  the  culdesac.  The  appendages  were  bound 
together  by  old  adhesions.  The  left  tube  was  occluded  and 
imbedded  in  adhesions;  it  was  removed  along  with  the  uterus, 
but  without  the  ovary.  The  right  tube  and  ovary  were  removed 
with  the  uterus.  It  is  the  right  tube  which  interests  us  here 
(Fig.  3)- 

Both  tube  and  ovary  show  numerous  torn  adhesions.  The 
ostium  of  the  tube  is  drawn  close  to  the  ovary  so  that  the  ovary 
itself  forms  part  of  the  ring  of  tissue  surrounding  the  fimbria?. 
The  other  half  is  formed  by  the  peritoneal  surface  of  the  tube. 
These  two  form  a  complete   ring.     This   ring  is  the   rim  of  a 


Fig.  4. 


— Diagram  of  longitudinal  section  of  funnel.     R.  R.  Peritonitic  ring. 
The  field  enclosed  in  the  square  is  shown  enlarged  in  Fig.  10. 


funnel  from  the  depth  of  which  the  fimbria?  arise,  which  pro- 
trude a  little  over  the  rim  of  the  funnel.  The  fimbria?  are  not 
attached  to  each  other.  There  is  no  ovarian  fimbria  to  be  seen. 
It  is  to  be  noticed  that  the  wall  of  the  tube  appears  too  large  for 
the  contents.  The  tubal  wall  surrounds  the  contents  but  loosely. 
The  tube  is  not  distended  by  any  contents,  nor  are  the  folds  of  the 
tube  on  section  packed  together  ver]  tightly.  The  loose  wall 
of  ampulla  can  be  slipped  over  the  fimbria?  1>\  the  fingers  until 
the  fimbriae  disappear  almost  entirely. 

A  longitudinal  section  was  made  (Fig.  4)  through  the  tube 
and  ovary  so  that  it  divided  the  ring  of  the  ostium  into  two 
equal  halves.  On  this  section  it  was  seen  that  the  fimbriated  end 
of  the  tube  was  invaginated  to  a  considerable  extent.  The 
tubal  wall  forming  the  intussuscipiens  showed  whitish  color. 
There  was  no  pus  or  blood  or  other  thud  contents.      The  micro- 
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scopic  section  (Fig.  10)  shows  but  little  more  than  the  macro- 
scopic (Fig.  4)  longitudinal  section.  It  shows  that  the  peri- 
toneal coat  of  the  tube,  where  it  forms  the  rim  of  the  funnel  has 
undergone  cicatricial  changes  (A,  B,  C,  Fig.  10).  We  find  here 
on  both  sides  a  zone  of  fibrous  tissue  (R,  Fig.  4)  with  hyaline 
degeneration  and  poor  in  nuclei.  The  epithelium  of  the  fimbria? 
is  intact.  The  muscular  coat  where  it  appeared  so  loose  shows 
large  lymph  spaces  and  loose  meshes  of  fibrous  and  muscular 
tissue.  There  are  very  minute  foci  of  round-cell  infiltration. 
The  mucosa  shows  numerous  folds  with  normal  epithelium, 
considerable  connective  tissue  and  hardly  any  round-cell  infil- 
tration. The  folds  are  practically  never  in  contact  with  each 
other,  the  capillary  lumen  of  the  tube  being  quite  distinct. 

It  remains  to  mention  certain  observations  which  are  of  more 
or  less  every-day  occurrence  and  a  short  description  of  which 
will  serve  to  establish  some  further  landmarks  in  mapping  out 
the  course  of  tubal  occlusion.     Such  observations  are  as  follows: 

Cases  are  often  met  with  in  the  course  of  operations  in  which, 
at  first,  the  tube  appears  completely  occluded,  but  where  on 
slight  pinching  of  the  abdominal  end  the  tube  opens  up  and  the 
fimbria?  are  seen  (as  mentioned  also  by  Doran).  The  part  of 
the  fimbria;  which  then  becomes  visible  is  the  part  lined  with 
mucosa  and  in  none  of  these  observations  the  fimbriae  are  turned 
inward,  but  they  are  surrounded  by  tubal  wall  similarly  to  an 
intussusception  of  the  fimbriae. 

Completely  occluded  tubes  are  seen  which  are  filled  with  some 
fluid.  On  cross-section  of  the  tube,  which  leaves  the  abdominal 
end  intact  and  allows  of  inspection  of  this  part  from  the  inside, 
the  fimbriae  in  a  number  of  cases  are  seen  protruding  into  the 
cavity  of  the  tube  (Fig.  9),  the  basis  of  the  fimbriae  only  being 
fused.  Such  cases  are  mentioned  by  Orth  in  his  Text-book  of 
Pathology,  vol.  ii,  p.  541,  Ed.  1893. 

Cases  of  sactosalpinx  are  observed  in  which  the  outside  of  the 
tube  presents  the  appearance  of  a  rosette,  between  the  rays  of 
which  distinct  protrusions  may  appear,  no  trace  of  fimbriae  being 
visible  on  the  inside. 

Comparing,  now,  literature,  the  specimens  presented  and 
everyday  occurrences,  it  becomes  evident  that  there  is  very 
satisfactory  agreement  as  to  the  actual  observations,  while  the 
differences  arise  in  the  interpretation  of  these  facts.  It  is  also 
evident  that  the  main  difficulty  arises  over  the  mechanism 
which  causes  the   fimbriated   ends  to   turn   from  their  normal 
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position  to  that  found  in  occlusion,  a  turn  of  apparently  180 
degrees.  As  soon  as  any  power  is  satisfactorily  established 
which  causes  the  serous  surfaces  of  the  fimbria?  to  come  in 
contact,  the  mechanism  of  occlusion  of  the  tube  in  the  presence  of 
inflammation  is  as  clear  as  the  mechanism  of  any  other  intra- 
peritoneal adhesions. 

Doran's  statement  that  "the  fimbriae  cannot  retract  like  the 
tentacles  of  a  sea  anemone"  graphically  expresses  the  impossi- 


Fig.  5. 

bility  of  a  muscular  action  terminating  in  the  approximation  of 
serous  surfaces  of  the  fimbria?,  though  Klob  believes  that  in  cer- 
tain cases  the  inversion  of  the  ostium  is  primary  and  caused  by  an 
abnormal  contraction.  But  Doran's  statement  that  the  infil- 
trated walls  close  over  the  fimbria?  does  not  elucidate  how  it 
comes  that  the  fimbrae  actually  are  found  with  their  serous  sur- 
faces fused.  Nor  does  Opitz's  very  plausible  theory  explain  how- 
it  is  possible  to  find  the  fimbriae  protruding  on  the  inside  if  they 


are  used  up  in  the  distention  of  the  wall  in  order  to  be  drawn  in. 
Nor  does  Opitz's  theory  agree  with  Kleinhans'  description  and 
my  case  2  (Fig.  3)  which  show  an  intussusception-like  condition 
rather  than  a  drawing-in  of  the  mucosa  only.  Kleinhans  makes 
a  very  accurate  observation  when  he  says  that  after  the  peritoneal 
ring  has  closed  over  the  fimbriae  they  are  not  really  turned 
inward.  But  he  is  less  clear  when  he  goes  on  to  say  that  the 
fimbriae  are  then  pressed  together  and  have  an  opportunity  to 
fuse.  Why  should  they  fuse  if  they  are  only  pressed  together  with 
their  mucosa  surfaces?     It  matters  little  whether  the  peritoneal 
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ring  migrates  over  the  fimbriae,  as  Kleinhans  states  and  Doran 
suggests,  or  whether  the  fimbriae  migrate  through  the  ring,  as 
Opitz  says.     Neither  theory  explains  the  inversion  of  the  fimbriae. 

Klebs  mentions  the  fact  that  inflammations  limited  to  the 
fimbriated  end  occur  frequently  and  lead  to  shrinking.  After- 
ward the  free  tubal  end  becomes  contracted  by  new-formed 
connective  tissue  in  the  serosa,  inversion  of  the  fimbriae  and  oc- 
clusion or  stricture.  This  description  expresses  succinctly 
the  condition  of  the  ring  which  our  two  cases  presented,  though 
it  fails  to  give  an  explanation  of  the  inversion  of  the  fimbriae. 

If  we  may  attempt  a  description  of  the  mechanism  of  tubal 
occlusion  from  the  foregoing,  it  must  be  stated  at  the  outset  that 
it  is  impossible  to  sharply  differentiate  between  a  perimetritic  and 
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Fig.  7. 


a  salpingitic  occlusion.  There  is  no  perimetritis  or  rather  peri- 
salpingitis (Doran  states  that  he  uses  perimetritic  here  in  the 
wider  sense)  without  salpingitis  and  there  are  no  cases  of  salpin- 
gitis which  do  not  at  some  time  or  other — if  the  patient  lives — 
produce  perisalpingitis. 

The  infectious  contents  of  an  inflamed  tube  escape  through  the 
abdominal  end  and  we  find,  therefore,  here  the  oldest  changes  in 
the  peritoneum.  Here  we  find  the  chronic  thickening  of  the  se- 
rosa as  described  in  the  above  two  specimens  and  which  can  be 
demonstrated  microscopically  (Fig.  10).  This  makes  a  peritonitic 
ring  around  the  ostium  out  of  a  peritoneal  ring.  The  ring  need 
not  be  a  complete  one,  part  of  the  ring  may  be  formed  by  any 
organ  that  the  contraction  of  the  peritonitic  scars  brings  together. 
These  peritonitic  scars  like  all  peritonitic  scars  on  hollow  organs 
have   a   tendency   to   contract    (Fig.    5).     The   escape   of   fluid 
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from  the  tube  is  therebv  impeded,  the  swollen  folds  of  the  tube 
have  not  sufficient  room,  the  tube  becomes  dilated,  the  wall  of  the 
tube  becomes  stretched.  The  fibrous  cicatricial  ring  gives  less 
than  any  other  part;  therefore,  the  muscular  coat  and  its  serosa 
become  stretched  more  than  the  ring  around  the  ostium.  With 
the    inflammation    subsiding,    as    tubal    inflammations    so    fre- 


Fig.  8. 

quently  do,  the  contents  of  the  tube  are  absorbed  or  discharged 
in  one  direction  or  another,  the  swelling  of  thejblds  subsides,  the 
walls  become  too  large  and  loose  (as  in  my  case  2).  The  perito- 
nize ring  thereby  gains  in  mobility  and  can  contract  further  over 
the  fimbriae.     The  fimbriae  escape  being  pinched  by  the  ring, 


Fig.  9. 

or,  rather,  the  fimbriae  being  covered  with  epithelium  cannot  ad- 
here to  the  peritonitic  ring  and  escape  inward  without  inversion 
(Figs.  6a  and  6b).  The  ring  can  now  close  completely,  and  we 
have  a  closed  tube.  The  union  of  the  peritonitic  ring  is  a  seroser- 
ous  one,  and  is  therefore — when  recent — not  very  firm,  so  that  by 
squeezing  it,  we  can  force  it  open  and  see  the  fimbriae  inside,  as  all 
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of  us  have  done  and  as  Doran  describes.  At  this  stage  the  septic 
contents  of  the  tube  extend  into  the  channel  between  the  mucous 
surfaces  of  the  fimbriae.  The  remnant  of  peritoneum  on  the 
inside  of  the  funnel  (Fig.  7)  and  on  the  serous  surface  of  the  fim- 
briae being  in  a  condition  of  peritonitis,  the  peritoneal  surfaces 
can  fuse  with  each  other  in  many  conceivably  irregular  ways, 
while  the  mucous  surfaces  of  the  tubal  fimbriae  being  covered  with 
epithelium  do  not  fuse  (Fig.  8).  The  remnant  of  the  cleft  be- 
tween the  mucous  surfaces  of  the  fimbriae  is  then  sometimes  seen 
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as  a  small  dimple  on  the  inside  which  leads  to  an  obturating  mem- 
brane, the  original  peritonitic  ring.  The  fimbriae  are  now  bunched 
on  the  inside  of  the  tube,  not  really  inverted  (Fig.  8).  But  if 
the  fluid  contents  of  the  tube  are  again  absorbed  or  discharged 
into  the  uterus  and  the  tube  collapses,  the  fimbriae  cannot  open 
again  on  account  of  the  peritonitic  adhesions  outside,  but  the 
bundle  of  fimbriae  can  become  more  prominent  on  the  inside 
now  (Fig.  9),  because  the  distention  has  stopped,  and  then  such 
specimens  as  Orth  mentions  can  be  obtained. 

A  new  dilatation  of  the  tube  will  then  tend  to  flatten  out  all 
folds  of  the  mucosa,  and  if  the  sero-serous  union  between  the  fim- 
briae is  strong  enough  the  unyielding  lines  of  fusion  will  stand 
out  like  the  radii  of  a  rosette. 
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Certain  objections  might  be  raised  against  this  explanation,  as 
for  instance  the  fact  that  repeated  attacks  of  salpingitis  are 
required  in  this  explanation.  As  a  matter  of  fact,  it  is  just  the 
chronic  cases  which  have  passed  through  repeated  attacks  of  pel- 
vic peritonitis  which  present  these  occlusions.  Single  attacks 
of  salpingitis  usually  result  in  a  few  adhesions  only,  if  the  patient 
survives  them.  Also  any  attack  of  salpingitis,  if  at  all  protracted, 
may  in  itself  contain  all  of  the  possibilities  required  in  the  above 
theory. 

Another  objection  which  might  be  raised  is  contained  in  the 
question:  what  becomes  of  the  ovarian  fimbria?  If  there  is  an 
ovarian  fimbria,  how  can  a  peritonitic  ring  close  over  all  fimbria?, 
unless  the  tube  is  found  attached  to  the  ovary  in  every  case, 
which  it  surely  is  not.  Of  the  above-described  two  specimens 
neither  one  had  an  ovarian  fimbria  and,  if  a  sufficiently  large 
number  of  fimbriated  ends  is  examined,  it  is  invariably  found 
that  this  ovarian  fimbria  is  by  no  means  a  constant  organ.  It 
may  be  true  that  persons  provided  with  an  ovarian  fimbria  may 
be  immune  against  the  mechanism  described  here.  Doran 
mentions  (page  360,  1.  c.)  that  "in  advanced  cases  the  ovarian 
fimbria  becomes  reduced  to  a  thin  band.'  It  seems  from  this  that 
Doran  found  the  ovarian  fimbria  awkward  to  overlook,  when  he 
assumed  that  the  walls  of  the  tube  close  over  the  fimbriae.  But 
it  is  not  necessary  to  agree  with  him  as  to  the  reduction  of  the 
ovarian  fimbria  to  a  thin  band  in  advanced  cases,  if  it  is  taken 
into  account  that  the  ovarian  fimbria  is  normally  a  very  unstable 
organ. 

Our  whole  explanation,  as  is  seen  from  the  above,  is  based 
on  processes  other  than  the  supposed  inversion  of  the  fimbria! 
as  an  active  process.  The  forces  which  may  ultimately  land  the 
fimbria  on  the  inside  of  the  tube  are  the  well-known  contraction 
of  peritoneal  scars,  the  tendency  of  inflamed  peritoneum  to  coal- 
esce with  similar  surfaces,  dilatation  and  evacuation  of  the 
tube.  In  short,  we  have  found  in  this  apparently  unique  patho- 
logical condition  of  an  unique  organ  in  the  human  anatomy  no 
forces  which  are  not  well  known  and  generally  recognized.  The 
study  of  the  mechanism  of  tubal  occlusion  will  render  more  inter- 
esting specimens  which  are  now  generally  discarded.  With 
some  further  study  of  these  cases  it  should  be  possible  to  furnish 
even  more  complete  successive  stages  of  tubes  going  through 
the  process  of  occlusion  than  have  been  described  here. 
100  State  Street. 
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CONSTIPATION  IN  WOMEN.* 

BY 

ALFRED  D.   KOHN,  M.  D., 

Attending  Physician  to  Michael  Reese  Hospital,  Chicago. 

It  is  the  opinion  of  many  writers  on  gynecology  that  chronic 
constipation  is  a  potent  etiological  factor  in  diseases  of  the 
female  genital  tract,  and  it  is  therefore  timely  that  this  well- 
worn  topic  should  be  considered  in  a  meeting  of  this  kind. 

Chronic  constipation,  as  we  know,  is  one  of  the  commonest 
of  human  ailments,  yet  in  spite  of  its  great  prevalence  it  is  for 
many  reasons  peculiarly  intractable  to  treatment.  To  begin 
with,  constipation  is  a  disease  of  the  large  intestine  only,  but 
what  is  perhaps  not  so  well  known  is  that  it  is  frequently  con- 
fined to  only  a  limited  portion  thereof,  and  it  is  therefore  the 
physician's  task  to  ascertain  which  part  of  the  bowel  is  affected 
before  instituting  treatment.  This  can  best  de  bone  by  ordering 
the  patients  to  report  for  examination  before  the  bowels  have 
been  emptied  in  order  that  the  physician  may  determine  by 
physical  examination,  as  nearly  as  possible,  the  exact  anatomical 
location  of  the  fecal  accumulation.  The  commonest  form  of 
chronic  constipation  is  of  the  sigmoidal  variety,  and,  as  we  shall 
see  farther  along  in  the  discussion,  the  most  fertile  cause  of 
pelvic  complications  in  the  female.  This  form  is  also  the  easiest 
to  localize,  by  digital  examination,  for  it  is  in  this  class  of  cases 
that  the  percussion  note  is  dull  over  the  sigmoid  and  in  favorable 
cases  for  palpation  fecal  masses  may  be  felt  through  the  abdom- 
inal wall. 

In  constipation  due  to  rectal  disease,  examination  through  the 
rectum  discloses  feces,  and  at  the  same  time  frequently  reveals 
the  cause  of  the  constipation,  as,  for  example,  either  a  flaccid 
muscle  lacking  sufficient  propulsive  force  or  a  tightly  con- 
tracted sphincter  which  acts  in  the  nature  of  a  mechanical  bar. 
When  the  constipation  is  located  farther  up,  as,  for  example  in 
the  neighborhood  of  the  cecum  and  ascending  colon,  percussion 
over  the  affected  area  gives  a  dull  note,  whereas  in  the  same  case 
percussion  over  the  sigmoid  region  elicits  tympany.  Further, 
such  classes  of  patients  give  a  history  of  receiving  no  benefit 
from  enemas,  even  if  used  frequently  and  in  large  amounts,  and 

♦Read  by  invitation  before  the  Chicago  Gynecological  Society,  April  23,  1909. 
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state  that  the  wash  water  comes  away  clear  or  only  slightly 
stained  with  feces.  As  a  result  of  the  continued  use  of  larger 
and  larger  quantities  of  warm  water  in  these  cases  the  lower 
bowel  is  often  mechanically  dilated  to  such  an  extent  that  even 
when  the  trouble  farther  up  is  corrected,  the  musculature  of  the 
rectum  lacks  proper  force  to  expel  the  stool. 

It  has  long  been  customary  to  divide  constipation  into  two 
distinct  varieties — the  atonic  and  spastic.  It  seems  to  me, 
however,  that  this  is  an  arbitrary  and  incorrect  classification 
for  the  reason  that  the  spastic  variety  may  coexist  with  the  atonic 
species  in  the  same  case,  and  is  not  properly  a  distinct  form  of 
constipation  at  all,  even  though  generally  recognized  as  such. 
It  is  best  to  consider  it  a  part  and  parcel  of  a  somewhat  different 
variety  of  the  same  disease,  and  its  mucous  accompaniment 
something  quite  different,  namely,  a  true  colitis.  If  spastic 
constipation  complicating  mucous  colitis  were  a  pathological 
entity,  the  rectum  and  colon  would  not  show  the  characteristic 
changes  which  we  are  able  to  discover  through  the  use  of  the 
sigmoidoscope,  for  with  the  aid  of  this  instrument  we  can  readily 
see  redness,  thickening,  and  other  pathological  changes  in  the 
bowel.  Patients  suffering  from  this  disease  frequently  pass 
large  quantities  of  mucus  of  various  consistency,  blood-stained, 
but  without  a  trace  of  stool.  Mucous  colitis,  moreover,  though 
dependent  for  its  etiology  on  the  same  causes  that  bring  about 
spastic  constipation,  may  persist  for  a  long  time  after  the  consti- 
pation and  its  attendant  causes  having  disappeared  and  usually 
requires  local  treatment  long  afterward.  Though  constipation, 
as  has  been  stated,  is  a  disease  of  the  large  bowel,  we  must  not 
forget  that  the  central  nervous  system  is  also  often  at  fault, 
and  that  faulty  innervation  is  frequently  the  cause  of  the  most 
intractable  constipation.  A  large  number  of  the  cases  that 
recover  from  constipation  in  sanatoria,  or  rest  cures  without  drugs 
is  a  case  in  point.  In  addition,  we  must  not  lose  sight  of  the 
fact,  as  I  pointed  out  in  a  previous  paper  on  this  subject,  that 
many  stubborn  cases  of  chronic  constipation  yield  to  Christian 
Science  and  similar  mental  impressions,  though  there  is  a 
physiological  reason  for  success  in  this  class  of  cases  which  we 
will  take  up  at  this  time. 

Individuals  who  eat  too  easily  assimilable  food  have  in  conse- 
quence too  little  waste  matter  to  furnish  the  necessary  internal 
stimulus  to  the  mucous  membrane  of  I  he  bowels  to  bring  about 
contraction,  and  are  hence  constipated.      We  know  also  that  in 
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a  large  number  of  cases  a  coarse  diet  alone  is  sufficient  to  furnish 
the  necessary  internal  stimulus  to  peristalsis.  This  accounts 
for  the  fact  that  many  constipated  individuals,  who  in  their 
despair  have  embraced  Christian  Science  are  often  astounded 
when  they  let  themselves  alone  for  a  few  days  to  find  that 
their  bowels  move  of  themselves,  and  are  only  too  prone  to  attrib- 
ute the  results  to  the  Good  Book.  As  a  matter  of  fact,  how- 
ever, they  are  merely  furnishing  the  necessary  mucous  stimulus 
for  the  innervation  by  withholding  enemas  and  cathartics  and 
at  the  same  time  giving  sufficient  food  for  the  bowel  to  work 
upon,  and  withdrawing  the  large  nervous  element  which  is 
present.  While  we  are  on  this  subject  we  may  mention  other 
nervous  impulses  which  work  for  and  against  bowel  movements. 
The  nervous  mechanism  of  the  bowel  is  far  from  being  the  simple 
process  which  we  are  taught.  In  a  healthy  person  with  an  un- 
impaired nervous  system  it  is,  of  course,  simple  enough  to  say 
that  when  the  sigmoid  and  upper  rectum  is  overloaded  with  stool, 
an  innervation  automatically  goes  out  from  the  sacral  ganglia  and 
is  followed  by  contraction  of  the  sigmoid  rectum  and  with  it 
their  contents.  Yet  we  have  only  to  bear  in  mind  how  well  we  can 
control  bowel  movements  to  understand  the  great  role  played  by 
the  mind  in  controlling  this  all-important  function.  We  have 
but  to  remember  the  effects  of  anxiety,  fear,  and  other  mental 
processes  to  understand  how  complicated  the  process  is;  and  we 
must  in  addition  keep  in  mind  that  every  part  of  the  large  bowel 
must  be  properly  innervated  in  order  to  keep  up  the  peristalsis 
necessary  for  regular  daily  evacuations.  It  is  not  properly  under- 
stood exactly  how  this  innervation  works.  It  is  undoubtedly 
true  that  the  contact  of  the  fecal  mass  with  the  interior  of  the 
bowel  is  the  first  requisite  to  the  nervous  energy  which  results 
in  the  wormy  forward  movement  which  we  call  peristalsis.  This 
force  must  be  exceedingly  complicated  in  order  to  bring  the 
stool  forward  in  its  journey  toward  the  rectum,  as  is  evidenced 
by  the-  fact  that  only  a  small  given  portion  of  the  bowel  must  con- 
tract strongly  over  the  stool,  whereas  the  portion  directly  below 
must  relax  to  receive  it.  Then,  while  the  first  portion  must  ex- 
pand to  receive  the  stool  directly  behind  it  the  second  part  must 
in  turn  contract  to  force  its  portion  onward.  Now,  if  with  a  deli- 
cate mechanism  like  this  one  small  part  should  fail  to  perform  its 
function  properly  that  is,  fail  to  contract — stagnating  masses  of 
feces  gather  in  various  portions  of  the  bowel,  depending  on  their 
location  partly  on  chance,  partly  on  inflammations  of  the  adjacent 
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organs.  It  is  now  a  well-established  fact  that  old  inflammations 
about  the  appendix  and  gall-bladder  are  frequently  followed  by 
partial  paralysis  of  the  adjacent  bowel,  and,  as  we  shall  see, 
inflammations  about  the  adnexa  and  bladder  bring  about  similar 
results.  Why,  however,  these  conditions  are  followed  now  by 
the  ordinary  atonic  constipation  and  again  by  the  so-called  spas- 
tic variety  is  more  difficult  of  explanation.  Perhaps  the  result 
depends  largely  upon  the  acuity  of  the  underlying  causes  or 
perhaps  central  nervous  irritability  plays  a  great  r61e  in  deter- 
mining whether  the  bowel  is  tightly  contracted  over  the  stool  or 
flaccid,  as  in  the  atonic  variety.  If  tightly  contracted  over  the 
scybala?,  the  irritation  of  the  indurated  masses  will  account  in 
some  measure  for  increased  mucus  in  the  stool  and  also  for  the 
small  caliber  thereof.  If  the  inflammation  is  of  the  more  virulent 
variety,  with  repeated  exacerbations,  it  is  more  likely  to  be  fol- 
lowed, especially  in  neurotic  individuals,  by  so-called  spastic  con- 
stipation; otherwise,  by  the  atonic  form.  When  the  bowel  is 
partially  paretic  as  a  result  of  inflammation  in  its  neighborhood, 
there  is,  of  course,  less  likelihood  of  the  formation  of  mucus. 

The  causes  of  chronic  constipation  in  women  may  be  summed 
up  somewhat  as  follows:  Sedentary  life,  simple  laziness,  false 
modesty,  tight  lacing  and  improper  dress,  defective  innervation 
of  the  nervous  mechanism — whether  central,  as  in  neurotic  and 
hysterical  subjects,  or  local,  following  the  continued  use  of  purga- 
tives and  too  easily  assimilable  food;  or  adhesions  as  a  result  of 
localized  peritonitis,  as  in  appendix  and  gall-bladder  disease ;  weak- 
ness of  the  abdominal  muscles  as  a  result  of  repeated  pregnancies, 
such  as  diastasis  recti  and  pendulous  abdomen,  or  lacerations  of 
the  pelvic  floor  from  the  same  causes.  In  addition,  a  large  num- 
ber of  cases  are  on  a  hereditary  basis,  and  in  others  there  is  the 
interesting  condition  to  which  Strassburger  first  called  attention, 
of  individuals  in  whom  the  digestion  is  so  strong  that  very 
little  residue  is  found  in  the  stool  even  after  partaking  of  the 
coarsest  foods,  richest  in  cellulose.  Painful  conditions  about 
the  rectum,  such  as  fissures,  hemorrhoids,  and  the  like,  tend 
to  overload  the  bowel  above,  with  the  complications  resulting 
therefrom;  occasionally  also,  as  Pantzer  suggests,  a  hypersensi- 
tive left  ovary  and  the  various  pelvic  inflammations  may  bring 
about  chronic  constipation  by  causing  spasticity  of  the  rectum 
and  the  retrouterine  ligaments.  Lactation  with  its  consequent 
drain  on  the  system  frequently  is  a  causative  factor.  Retrodis- 
placements  alone  cannot,  as    Dr.  Lucy    Waite   rightly  suggests 
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from  the  results  of  examination  of  500  cases,  cause  chronic  consti- 
pation (unless  complicated  by  inflammatory  adhesions,  she  might 
have  added.  A.  D.  K.).  Congestion  of  the  neighboring  organs 
during  the  menstrual  period  may,  according  to  Harriman,  cause 
constipation  as  can  the  climacteric,  during  which  period  the  fugi- 
tive abdominal  pains  and  the  general  nervous  condition  naturally 
lead  women  to  shun  anv  act  which  would  tend  to  increase  their 
distress;  and  thus  many  become  habitually  constipated  through 
neglect  and  carelessness.  Again,  prolapse  of  the  uterus  and 
posterior  vaginal  wall  or  neoplasms  of  the  uterus  mechanically 
interfering  with  the  act  of  defecation  may  bring  about  consti- 
pation. A  form  of  rectal  constipation  hitherto  little  recognized 
is  that  which  follows  as  a  result  of  the  pulling  down  of  the  recto- 
vaginal septum  followed  by  a  rectocele,  constantly  changing 
in  size  and  changing  the  direction  of  the  intraabdominal  rectal 
pressure  to  that  of  the  vaginal  which  is  at  right  angles  to  it,  thus 
making  it  difficult  for  the  rectal  sphincters  to  relax  sufficiently 
to  empty  the  contents  of  the  bowel,  with  the  result  that  complete 
defecation  is  impossible.  In  severe  cases  of  parametritis,  as 
Kuliga,  Rothrock,  and  Nieberding  report,  chronic  ileus  may  re- 
sult from  stenosis  of  the  rectum  following  posterior  parametritis. 
Now,  as  to  the  frequency,  Currier  found  that  in  his  practice 
65  per  cent,  of  all  women  suffered  from  chronic  constipation, 
while  Arthur  Mueller  believes  that  90  per  cent,  of  all  inflammatory 
conditions  in  the  female  pelvis  are  due  to  bowel  disorders,  espe- 
cially habitual  constipation.  This  explains  a  large  number  of 
female  disorders  in  women  who  have  not  suffered  from  gonorrheal 
or  other  genital  infections,  and  such  cases  as  frequently  occur 
in  virgins  during  the  menstrual  period  and  are  attributed  to 
various  causes,  as  catching  cold.  According  to  Mueller,  as  a 
result  of  fecal  impaction,  infection  may  travel  slowly  from  the 
mucosa  to  the  serosa  of  the  bowel,  and  finally  have  as  its  se- 
quence, if  the  process  is  uninterrupted,  para-  and  endometri- 
tis and  oophoritis.  If,  on  the  other  hand,  the  process  extends 
to  the  cellular  tissues  around  the  rectum,  it  may  give  rise  to 
periostitis  of  the  sacrum  with  sacral  neuralgia,  or  involvement 
of  the  pelvic  nerves  with  a  resulting  sciatica.  In  addition,  he 
maintains  that  chronic  constipation  can  cause  nearly  every 
other  pelvic  disease  that  unfortunate  womanhood  is  heir  to; 
so  that  if  we  were  to  take  this  author  literally  we  might  with 
propriety  suggest  that  the  ^viieeologist  may  as  well  exchange  his 
armamentarium  for  a  rectal  douche  bag  and  a  stock  of  cathartics. 


218  KOHX:    CONSTIPATION    IX    WOMEN. 

When  we  approach  a  subject  as  complicated  as  pelvic  disease 
accompanied  by  chronic  constipation,  we  are  much  in  the  posi- 
tion of  the  clinician  who  attributes  gastric  ulcer  to  anemia  be- 
cause he  finds  that  nearly  all  sufferers  from  ulcer  are  anemic. 
Yet  it  is  more  likely  that  the  bleeding  ulcer  caused  the  anemia 
than  that  the  anemia  caused  the  ulcer.  We  must  not  lose 
track  of  the  fact  that  it  is  just  as  easy  for  inflammatory  conditions 
to  extend  from  the  genital  organs  to  the  bowel  as  from  the  bowel 
to  the  genitalia.  Villard,  for  example,  found  that  where  in- 
flammatory conditions  of  the  genitalia  were  complicated  by  con- 
stipation, that  medical  treatment  of  the  bowel  trouble  caused 
only  temporary  relief  from  the  pelvic  disease,  and  that„onlv  after 
removal  of  the  inflamed  organs  was  a  complete  cure  effected,  his 
experience  in  this  class  of  cases  being  analogous  to  those  in  which 
removal  of  the  gall-bladder  and  appendix  was  necessary  in  cases 
in  which  these  organs  were  a  causative  factor  in  the  production 
of  habitual  constipation. 

Currier  found  accompanying  constipation  in  pelvic  diseases 
in  two-thirds  of  all  his  cases.  It  is  his  experience  almost  invari- 
ably to  find  feces  in  the  rectum  of  women  who  come  especially 
prepared  for  bimanual  examinations,  and  he  attributes  this 
common  finding  to  lessened  sensitiveness  of  the  female  rectum. 
Pelvic  disease  may,  according  to  him,  cause  constipation  in  women 
either  by  pressure,  as  by  a  gravid  uterus,  or  myoma,  or  by  direct 
extension  of  inflammatory  conditions  to  the  sigmoid  and  rec- 
tum which  become  involved  in  a  mass  of  adhesions,  thus  becom- 
ing either  fixed  or  paretic.  It  is  a  common  experience  also  that 
all  of  these  troubles  become  aggravated  at  the  menstrual  period. 

The  infection  extending  to  the  neighboring  bowel  can  also, 
according  to  Marchius,  cause  a  proctitis,  periproctitis  and  muco- 
membranous  catarrh,  and  give  rise  to  alternating  periods  of  in- 
testinal paresis  and  fetid  diarrhea. 

llie  effects  of  chronic  constipation  in  women  are  cither  con- 
stitutional or  local  or  both.  Locally,  in  addition  to  the  symp- 
toms which  wc  have  already  discussed,  we  may  mention  the  fact 
that  long  standing  fecal  accumulations  may  force  the  uterus  For 
ward  against  the  bladder  and  cause  irritability  and  hyper 
sensitiveness  of  that  organ.  Fecal  impaction  often  aggravates 
menorrhagia,  metrorrhagia  and  leucorrhea  by  producing  general 
pelvic  congestion.  The  reflex  effects  <>f  chronic  constipation 
are  numerous,  and  under  this  head  may  be  mentioned  dysmen 
orrhea,  ovarian  neuralgia,  gastralgia,  and  numerous  hysterical 
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manifestations.  Rarely,  amenorrhea  may  result,  and  Pantzer 
reports  such  a  case,  in  which  the  chronic  constipation  was  further 
complicated  by  anal  fistula.  As  a  result  of  habitually  straining 
at  stool,  hernia  may  also  occur.  Perisigmoiditis,  if  accom 
panied  by  an  abnormally  long  mesentery,  is,  according  to  Penning- 
ton, especially  liable  to  result  in  abnormal  fixation  of  the  uterus 
with  increased  susceptibility  to  infection.  In  such  cases  the 
patient  is  prone  to  seek  relief  from  the  secondary  pelvic 
condition.  The  records  of  Byron  Robinson  bear  out  the  fre- 
quency of  this  condition.  In  Soo  autopsies  (600  men  and 
200  women)  he  found  adhesions  about  the  sigmoid  in  80  per  cent, 
of  the  men  and  85  per  cent,  of  the  women.  This  is  in  accord 
with  Pennington's  observations,  who  reports  that  more  than  75 
per  cent,  of  all  the  adult  women  he  examined  for  rectal  or  sig- 
moidal  disease  had  some  uterine  disorder  in  addition.  The  con- 
stitutional effects  of  chronic  constipation  in  women  are  mal- 
nutrition and  anemia,  and  of  the  anemias,  especially  chlorosis, 
the  results  undoubtedly  of  copremia.  Less  frequently  albuminuria 
and  cylindruria  occur.  The  central  nervous  system  is  frequently 
deeply  affected,  and  the  patients  become  hypochondriacal, 
neurasthenic,  and  hysterical,  with  all  that  implies.  Dyspepsia 
is  common,  mostly  in  the  form  of  hyperchlorhydria,  and  the 
symptoms  frequently  disappear  when  the  constipation  is  removed. 
Dizziness  is  a  frequent  and  troublesome  svmptom,  as  is  pal- 
pitation. The  latter  is  either  on  a  nervous  or  a  mechanical  basis, 
due  to  gas  pressure.  Dizziness,  however,  cannot  be  dismissed 
sci  lightly. 

It  is  usual  to  attribute  this  very  common  symptom  to  absorp- 
tion either  of  gases  or  toxins.  It  is  no  doubt  true  that  when  the 
bowels  are  regularly  emptied  that  the  number  of  bacteria  in  the 
intestinal  tract  is  less  than  when  the  stool  stagnates.  However, 
this  question  has  as  yet  not  been  scientifically  worked  out,  and 
until  it  is  we  can  only  guess  at  the  amount  of  bacteria  produced 
relatively  by  fluid  and  hard  stools  and  the  constitutional  results 
therefrom.  If  the  stool  is  very  hard,  of  course  the  continuity 
of  the  mucous  membrane  of  the  bowel  is  more  likely  to  be  dis- 
turbed than  in  the  presence  of  a  softer  stool.  However,  unless 
the  mucous-membrane  surface  is  made  permeable  for  bacteria, 
it  is  hard  to  see  why  there  should  be  as  much  absorption  from 
dry  as  from  fluid  stool.  What,  then,  causes  the  dizziness  in 
constipated  subjects?  In  my  opinion  it  is  either  the  result  of 
the  imagination   following   years  of  false  teachings,  or,  what  is 
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more  likely,  it  is  due  to  pressure.  There  are  numbers  of  people 
who,  when  examined  vaginally  or  per  rectum,  complain  of  a 
certain  giddiness.  Such  subjects  are,  in  my  experience,  the  ones 
who  complain  of  dizziness  when  they  do  not  have  a  regular  daily 
bowel  movement.  Whether  the  pelvis  of  such  patients  is  more 
richly  fed  with  nerves  than  in  the  average  person  or  whether 
they  lie  nearer  to  the  surface,  it  is  impossible  to  do  more  than 
suggest  theoretically,  as  a  solution  for  a  condition  which  cannot 
be  explained  so  well  on  the  absorption  theory,  for,  as  already 
stated,  absorption  from  dry  stool  is  less  likely  to  occur.  The 
best  explanation  of  this  very  common  condition  in  constipation 
in  cases  where  dizziness  from  pressure  may  be  excluded  is  that  it 
rests  entirely  on  a  mental  basis.  The  average  person  whose 
bowels  fail  to  move  daily  expects  to  be  dizzy,  and  as  a  result  is 
rarely  disappointed. 

Headaches,  one  of  the  commonest  symptoms  accompanying 
chronic  constipation,  can  be  accounted  for  partly  on  the  theory 
of  intoxication,  and  partly  as  an  accompaniment  of  the  general 
nervous  condition,  which  we  find  in  many  such  subjects.  Bad 
taste  in  the  mouth,  another  common  symptom,  is  due  in  a  large 
proportion  of  cases  to  buccal  disease  and  in  rarer  instances 
to  absorption  of  toxins  and  exhalation  of  the  same  through  the 
lungs. 

Treatment. — The  treatment  of  chronic  constipation  is  dietetic, 
mechanical,  and  medicinal.  There  are  a  certain  number  of  cases 
which  can  be  improved  by  diet  alone,  and  it  is  generally  conceded 
that  food  rich  in  cellulose  and  other  waste  matter  is  useful  in  a 
large  proportion  of  cases.  Best  of  all  is  a  pure  vegetable  diet, 
combined  with  cooked  fruits  and  coarse  cereals.  To  these  we 
may  add  certain  chemical  stimulants,  such  as  common  table 
salt,  fats,  best  taken  in  the  form  of  butter  or  olive  oil,  if  the 
latter  is  well  borne,  sugar  of  milk,  and  malt  marrow.  If  we  are 
still  unsuccessful,  we  ma\  make  a  trial  of  the  various  bulky 
mechanical  stimuli  to  the  intestine,  such  as  bran,  vaseline,  if  it 
can  be  taken,  and  even  sand.  Rosenheim  gives  a  teaspoonful 
of  the  last  in  half  a  tumbler  of  cold  water  in  very  stubborn  cases; 
and,  lie  savs,  with  good  results.  However,  1  myself  have  nevei 
had  the  hardihood  to  go  as  far  as  that.  If  all  these  dietetic 
schemes  tail,  we  resort  to  various  mechanical  means  before 
trying  medicines,  and  find  them  valuable  adjuvants  to  the  diet 
m  a  number  of  cases.  Of  these,  the  besl  are  rectal  electricity 
given  three  01  foui  times  a  week  with  the  abdominal  pad  localized 
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over  the  affected  area.  Any  kind  of  rectal  electrode  may  be  used 
and  the  treatment  given  for  ten  minutes.  Faradization  with  an 
interrupter  is  the  most  effective  in  bringing  up  the  tone  of  the 
bowel  in  atonic  cases,  whereas  in  spastic  conditions  galvanization 
carefully  applied  with  the  anode  in  the  rectum  is  often  beneficial. 
Other  means,  such  as  massage  of  the  diseased  portion  of  the 
bowel,  cold  sprays  either  of  ether  or  ethyl  chlorid  may  be  of 
assistance.  In  stubborn  cases  oil  injections  or  cool  salt  water, 
the  last  especially  when  the  sphincter  is  weak,  may  be  added. 

With  the  aid  of  all  these  methods,  singly  or  combined,  we  are 
often  able  to  achieve  lasting  results  and  gradually  let  our  patients 
go  back  to  their  normal  method  of  living.  If,  however,  as  often 
occurs,  the  patient  drifts  back  to  his  old  state  as  soon  as  the 
treatment  is  stopped  or  often  in  spite  of  all  treatment,  we  have 
to  call  into  requisition  the  various  cathartics.  If  a  patient 
were  compelled  to  keep  up  such  complicated  treatment  as  I 
have  outlined  ndefinitely  when  he  could  achieve  the  same 
results  by  the  use  of  a  little  harmless  medicine,  I  think  a  sensible 
person  would  stick  to  the  drugs.  However,  it  is  only  after 
most  medicines  have  lost  their  effect  that  patients  come  to  us  for 
treatment,  and  we  are  usually  doing  nothing  new  for  them  when 
we  prescribe  medicines.  There  are,  however,  a  number  of  new 
drugs  which  are  not  yet  popularly  known,  but  very  effectual,  which 
we  may  enumerate.  First  and  foremost,  regulin,  which  is  merely 
agar  impregnated  with  cascara,  and  para-regulin,  which  is  paraf- 
fin similarly  prepared.  These  are  best  given  in  quantities  vary- 
ing from  a  tablespoonful  down,  mixed  with  potato  or  apple 
sauce.  Then  purgen,  of  one  of  the  three  strengths,  follows  next 
in  order  of  usefulness,  but  cannot  claim  the  harmlessness  of  the 
above-mentioned  compounds.  Finally,  cascara,  best  given  in 
doses  of  thirty  drops  three  times  daily,  and  gradually  decreasing 
to  the  minimum  necessary  in  the  given  case.  Lastly,  the 
various  home  remedies  like  senna  and  figs  or  senna  and  rhubarb 
often  prove  for  a  long  time  effectual;  or  aloin,  which  may  be 
taken  for  years  without  harmful  effect.  What  I  wish  to  make 
clear,  therefore,  is  that  there  is  a  certain  proportion  of  cases  in 
which  we  cannot  get  along  without  drugs,  at  least  such  has  been 
my  experience  and  the  experience  of  many  others,  and  it  is, 
therefore,  extremely  important  that  we  should  not  allow  our- 
selves to  be  deceived  by  temporary  success  in  any  given  case  that 
improves  without  drugs. 
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1  With  eight  charts.) 

Ix  spite  of  the  great  advances  made  in  the  study  of  puerperal 
sepsis  during  recent  years,  the  maternal  mortality  has  been  but 
slightly  reduced.  The  reason  therefor  is  not  far  to  seek.  Many 
obstetric  deliveries  are  still  being  handled  by  midwives  and 
"others"  who  have  but  a  faint  conception  of  modern  suigical 
technic.  To  these  must  be  added  the  many  cases  arising  from 
criminal  abortion.  Criminal  abortion  is  certainly  on  the  increase, 
especially  in  our  larger  cities.  Not  only  the  midwife,  but  scores 
of  people  in  various  walks  of  life  think  nothing  of  passing  instru- 
ments into  the  uterus  in  order  to  terminate  gestation  without 
the  slightest  attempt  at  antiseptic  precautions  or  the  warping 
ol  their  perverted  consciences.  The  unaccountable  reticence  of 
the  patient,  even  when  dying  from  the  effects  of  a  septic  abor- 
tion, and  the  difficulty  of  proving  a  case  against  the  operator  in 
court  have  emboldened  these  abortionists  to  such  an  extent  that 
the  graveyards  are  becoming  populated  with  their  unhappy  vic- 
tims. It  is  a  matter  of  general  knowledge  that  the  physical 
condition  of  womanhood  has  deteriorated  during  the  last  fifty 
years.  The  changes  in  the  manner  of  living,  the  lack  of  physical 
exercise,  and  the  method  of  dress  in  vogue  at  the  present  time 
illy  equip  the  pregnant  woman  for  the  coming  trial  of  parturi- 
tion. Obstetric  dystocia  is  increasing  to  a  marked  degree. 
Delivery  is  rapidly  becoming  a  pathological  phenomenon.  The 
strength  of  the  patient  is  exhausted  by  the  efforts  put  forth  in 
the  first  stage  of  labor  and  a  forcep  extraction  becomes  necessary 
to  save  the  fetus  from  a  fatal  asphyxia.  Accompanying  these 
intrapelvic  and  intrauterine  manipulations  are  the  resultant 
tears  and  lacerations  of  the  soft  parts,  and  the  danger  from  hemor- 
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rhage  and  sepsis  is  greatly  increased.  The  deteriorated  condi- 
tion of  the  mother  at  the  time  of  delivery  causes  increased  anxiety 
to  both  patient  and  medical  attendant. 

It  is,  therefore,  essential  to  study  and  understand  thoroughly 
the  pathology  of  the  various  types  of  puerperal  sepsis  and  to 
carry  out  a  line  of  treatment  that  is  based  upon  that  pathology, 
a  treatment  that  has  been  proven  by  abundant  clinical  experience 
to  be  productive  of  success.  Treatment  by  empiricism  is  permis- 
sible only  when  the  pathology  is  in  doubt.  When  the  pathology 
is  determined,  scientific  medicine  demands  a  treatment  whose 
essentials  are  governed  by  the  abnormal  findings  detected  in  the 
case  under  consideration.  The  time  has  passed  when  the  pro- 
gressive surgeon  follows  a  treatment  highly  sanctioned  by  the 
older  authorities  unless  it  is  based  upon  a  definite  physiological 
and  pathological  groundwork.  The  older  authorities  did  yeo- 
man service  with  the  knowledge  of  medicine  then  extant,  but  it 
should  haidly  be  expected  that  the  older  treatments  should  be 
retained  in  view  of  the  moie  recent  discoveries  and  the  modern 
facilities  for  clinical  and  microscopical  investigations  obtainable 
in  our  scientific  laboratories. 

There  is  a  lamentable  effort  on  the  part  of  many  physicians 
to  classify  all  the  forms  of  fever  under  one  head — puerperal  sep- 
sis— and  treat  them  all  alike.  We  are  aware  that  some  patients 
will  recover  after  certain  treatments  have  been  given  and  we  are 
certain  that  many  apparently  serious  cases  will  recover  without 
treatment  of  any  kind.  We  need  to  be  guided  by  the  microscope 
and  the  laboratory  findings  in  cases  of  puerperal  sepsis  and 
divide  the  patients  into  the  various  groups.  We  cannot  claim 
cures  in  septicemia  unless  w:e  have  found  the  streptococci  in  the 
blood.  The  value  of  our  conclusions  depends  entirely  upon  the 
accuracy  of  our  clinical  and  microscopical  diagnosis. 

It  is  the  purpose  of  this  paper  to  discuss  the  pathology,  clini- 
cal course,  and  treatment  of  some  of  the  more  important  forms 
of  puerperal  sepsis,  beginning  with  infections  of  the  vulva  and 
following  the  process  along  the  birth  canal. 

Attention  is  directed  to  those  common  forms  of  sepsis  that 
remain  localized  throughout  their  course  and  tend  to  spontaneous 
recovery.  The  entire  mucous  membrane  of  the  birth  canal  from 
the  vulva  to  the  external  os  uteri  is  bruised  and  congested  in 
every  labor.  Small  lacerations  or  abrasions  of  the  surface  or 
tears  extending  deeper  into  the  tissues  become  infected  by  the 
cocci  present  in  the  lochia  ami  undergo  an  inflammatory  reaction. 
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These  wounds  are  rapidly  transformed  into  puerperal  ulcers. 
Their  bases  are  covered  with  a  dirty,  yellowish-gray  fibrinous 
exudate  which,  in  severe  cases,  becomes  almost  black  in  color. 
It  is  firmly  adherent  to  the  underlying  structures  and  an  early 
removal  is  always  accompanied  with  hemorrhage.  The  edges 
of  the  ulcer  are  swollen  and  congested,  usually  ragged  in  outline. 
When  multiple  01  of  large  size,  the  purulent  secretion  is  profuse 
and  has  a  peculiar  odor.  In  the  immediate  vicinity  of  the  ulcer, 
the  parts  are  hyperemic  and  swollen.  Edema  is  common  and 
may  extend  to  one  or  both  labia  and  the  perineum.  If  situated 
in  the  anterior  portion  of  the  pelvic  outlet,  the  swelling  may  press 
upon  the  urethra  and  cause  ischuria.  This  occurs  after  the  third 
day  of  the  pueiperium.  If  the  infection  is  severe,  these  ulcers 
spread  until  the  mucous  membrane  of  the  vagina  and  the  skin 
of  the  vulva  and  perineum  slough  off.  If  the  deeper  structures 
are  involved  and  the  circulation  of  the  part  becomes  stagnated, 
gangrene  may  set  in.  Large  areas  of  tissue  are  thus  destroyed 
and  fistuke  form  communicating  with  the  rectum  or  bladder. 
Stenosis  of  the  vagina  may  follow  and  call  for  the  performance 
of  Cesarean  section  at  a  future  delivery.  Shortly  after  the 
formation  of  the  necrotic  layer  of  fibrin,  an  active  infiltiation  of 
the  underlying  tissues  with  leukocytes  occurs  and  prevents  any 
further  entrance  of  the  bacteria  into  the  body.  This  granulation 
wall,  when  fully  developed,  definitely  limits  the  degenerative 
action  of  the  infective  process.  At  the  end  of  a  week,  the  ne- 
crotic layer  is  thrown  off  and  the  active  granulation  area  is  cov- 
ered with  cells  proliferated  from  the  sides  of  the  ulcer.  At  the 
end  of  the  second  week,  the  puerperal  ulcer  has  become  covered 
over  with  regenerated  epithelium  and  the  continuity  of  the 
vaginal  mucosa  is  restored. 

These  puerperal  ulcers  are  more  common  in  primiparous  women. 
The  swelling  occurs  on  the  first  day  after  delivery,  rarely  later. 
The  patient  complains  of  little  pain  and  is  only  disturbed  by 
the  edema  and  swelling  of  the  parts.  Fever  is  aosent  or  of  slight 
duration.  Diagnosis  is  made  by  inspection  if  the  process  is  lo- 
cated in  the  lower  portion  of  the  birth  canal  and  by  palpation 
with  the  finger  if  situated  more  internally. 

Inasmuch  as  these  ulcers  tend  to  spontaneous  recovery 
within  two  weeks,  an  active  therapy  should  be  prohibited.  In- 
strumental or  digital  examinations  as  well  as  frequent  douching 
are  apt  to  produce  abrasions  and  interfere  with  the  development 
of  the  granulation  wall  of  leukocytes.      Unnecessary  manipula 
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tion  of  the  tissues  may  be  followed  by  added  infection  as  a  result 
of  the  penetration  of  the  wall  and  entrance  into  the  system 
of  the  cocci  and  their  toxins.  In  the  great  majority  o  cases,  all 
that  is  necessary  is  external  irrigation  with  a  1/2  per  cent, 
lysol  solution  and  a  sterile  or  antiseptic  gauze  aid  between  the 
labia.  If  deep  vaginal  ulceration  is  accompanied  by  profuse  and 
foul  discharge,  frequent  irrigations  may  become  necessary  for 
the  sake  of  cleanliness.  If  gangrene  is  threatening,  the  tissues 
may  be  touched  with  a  50  per  cent,  solution  of  carbolic  acid  or 
pure  tincture  o  iodin.  A  very  valuable  caustic  consists  of 
equal  parts  of  95  per  cent,  carbolic  and  tincture  of  iodin. 

In  the  uterine  cavity  we  find  after  every  delivery  certain 
portions  of  decidua  retained,  at  times  placenta.  In  the  afebrile 
puerperium  these  fragments  undergo  fatty  degeneration,  become 
swollen  and  thickened,  and  are  usually  expelled  by  the  fifth  day 
postpartum.  On  the  third  day  it  is  possible  to  remove  all  the 
tissues  down  to  the  muscularis  with  a  gauze  sponge.  If  the  uter- 
ine cavity  is  infected  ab  initio,  the  septic  contents  of  the  lochia 
can  infect  every  atrium  existing  in  the  lower  birth-canal.  If  the 
infection  is  an  ascending  one,  the  infecting  agent,  usually  the 
streptococcus,  can  extend  from  a  necrotic  ulcer  of  the  perineum 
to  the  fundus  uteri  within  twenty  four  hours  or  even  less  time. 

In  the  putrid  form  of  endometritis  the  decidua  becomes  gray- 
ishwhite  in  color  and  its  thickness  varies  greatly  The  entire 
contents  of  the  uterus — blood  clots,  decidua,  and  placenta — soon 
become  the  feeding-ground  of  saprophytes  introduced  from  be- 
low.  The  method  of  natural  protection  against  infection  in 
the  uterine  cavity  is  similar  to  that  against  the  puerperal  ulcer. 
The  granulation  wall  of  leukocytes,  so  classically  described  by 
Bumm,  occurs  early  in  the  disease  and  is  associated  with  a 
proliferation  o  connective  tissue  cells.  The  more  serious  and 
rapid  the  infection,  the  less  completely  is  this  wall  developed, 
and  hence  a  greater  liability  to  further  extension  exists.  If 
the  infection  is  sapremic  only,  the  process  is  local  and  the  danger 
of  genera]  poisoning  is  small.  As  long  as  the  leukocyte  wall  is 
incomplete  and  the  maternal  organism  lias  not  yet  overcome  the 
infective  agent,  the  lochia  is  small  in  amount  and  thin  and 
serous  in  character.  When  the  protection  is  adequate,  the  lochia 
is  free  and  mh  in  pus-cells.  An  early  and  markedly  purulent 
lochia  is  a  favorable  sign.  This  lochia  is  dark  brown  in  color 
and  contains  few  if  any  cocci.  In  ection  of  the  putrefying  mass 
by  saprophytes  is  productive  ol  the  foul  odor  characteristic  of 
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this  type  of  sepsis.  The  saying  is  true  that  a  stinking  lochia  be- 
tokens a  favorable  prognosis. 

If  the  infective  agent  is  the  streptococcus,  a  further  extension 
is  to  be  expected.  This  organism  is  able  to  enter  the  tissues  of 
the  placental  site  within  a  few  minutes  after  implantation  so 
that  no  intrauterine  douching  or  curetting  can  remove  it. 
If  saprophytes  are  absent  in  the  uterine  cavity,  the  lochia  has 
the  normal  color  and  odor.  It  contains  numerous  streptococci 
and  staphylococci. 

Clinically,  the  symptoms  of  putrid  endometritis  are  few  in 
number.  The  diagnosis  is  made  by  the  lochia,  foul  in  odor, 
usually  pro:'use  and  purulent,  and  containing  few  streptococci. 
The  uterus  is  somewhat  enlarged  and  painful  on  pressure.  A 
microscopical  examination  of  the  blood  by  smear  and  culture  for 
the  presence  of  streptococci  is  negative.  There  are  no  signs  of  in- 
volvement of  the  parametrium  or  peritoneum.  While  in  isolated 
cases  the  fever  may  be  high,  it  seldom  rises  over  1020  F.  The 
pulse  is  moderately  increased.  The  general  condition  of  the 
patient  is  excellent.  Her  sleep,  appetite,  and  bowels  are  but  little 
affected.  The  important  point  is  to  differentiate  between  sapre- 
mia  and  septicemia. 

The  presence  of  decomposing  material  in  the  uterus  accom- 
panied by  foul  odor  usually  settles  the  diagnosis  of  sapremia,  and 
the  physician  should  endeavor  to  prevent  the  spread  of  the  in- 
fection. The  great  majority  of  incomplete  abortions  fall  under 
this  heading.  If  a  woman  not  over  four  months  pregnant  aborts 
and  she  is  seen  within  twenty-four  hours  after,  before  the  granu- 
lation wall  has  had  time  to  form  completely,  the  uterus  may  be 
curetted  free  of  all  debris.  It  is  to  be  remembered  that  it  is 
practically  an  impossibility  to  remove  all  the  decidua  with  the 
curette.  The  danger  of  curetting  too  deeply  and  of  perforating 
the  relaxed  uterine  wall  should  ever  be  kept  in  mind.  An  expert 
or  one  accustomed  to  instruments  may  use  a  sharp  curette  but 
others  should  use  the  dull  or  wire  instrument.  If  seen  after  two 
or  three  days,  only  a  finger  curettage  should  be  allowed  and  the 
large  or  partially  detached  fragments  removed.  We  should 
exercise  great  caution  in  this  operation  and  prevent  unnecessary 
injury.  If  the  patient  is  first  seen  four  or  more  days  after  an 
abortion,  presents  a  moderate  fever,  moderate  increase  in  pulse, 
and  profuse  lochia,  no  local  treatment  is  necessary  and  the  author. 
has  seen  many  of  these  patients  recover.  He  has  also  seen 
several  die  after  a  thorough  curettage.     An  empty  uterus  should 
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not  be  touched.  No  patient  should  have  a  second  curettage 
performed.  Only  the  presence  of  blood-clots,  placental  tissue  and, 
in  certain  cases,  portions  of  membranes  calls  for  their  removal 
with  the  finger  or  douche.  In  many  cases  it  is  possible  to  expel 
the  uterine  contents  by  compression  of  its  walls  without  actually 
entering  the  cavity.  The  farther  advanced  the  pregnancy,  the 
more  dangerous  is  the  curette. 

It  is  impossible  to  sterilize  a  septic  uterine  cavity  by  irrigations 
with  any  known  antiseptic,  as  the  cocci  have  passed  beyond  that 
stage  long  before  the  diagnosis  has  been  made  or  the  patient  com- 
plained of  being  sick.  The  only  use  of  the  douche  is  to  remove 
loose  fragments  and  blood-clots,  and  this  irrigation  should  be 
administered  but  once.  Repeated  irrigations  are  pernicious. 
Where  improvement  follows  their  use,  it  will  be  due  to  the  fact 
that  the  maternal  resistance  has  gained  control  over  the  invading 
organisms  in  spite  of  the  douche.  It  is  also  impossible  to  steril- 
ize the  septic  uterine  cavity  with  the  curette.  During  the  opera- 
tion a  large  number  of  cocci  are  removed,  but  many  remain  and 
their  propagation  and  virulence  are  materially  increased,  so  that 
a  few  hours  later  the  amount  o'  infective  material,  while  materi- 
ally reduced,  produce  toxins  of  higher  virulence  and  more  destruc- 
tive tendencies  than  ever.  The  main  object  of  the  curette  is  to 
prevent  sapremia  and,  by  removing  decidua  and  placenta,  pro- 
mote uterine  retraction  and  involution.  The  time  for  the  curette 
is  before  the  granulation  wall  has  completely  shut  out  the  infect- 
ing organisms  from  the  maternal  circulation  or  lymphatic  s\stem. 
Inasmuch  as  uterine  retraction  is  imperfect  in  the  presence  of 
sepsis,  ergot  and  hydrastis  should  be  given  in  sufficient  doses  to 
secure  results.  Extension  of  infection  is  uncommon  in  the  pres- 
ence  of  firm   uterine  contraction  and   retraction. 

Another  important  point  is  the  securing  of  free  drainage 
for  the  lochia.  While  lying  flat  in  bed  the  lochia  is  apt  to  collect 
in  the  posterior  vaginal  fornix  and  form  a  breeding-place  for  the 
germs.  The  early  use  of  Fowler's  position  will  overcome  this 
d  fficulty.  .Main  cases  of  febrile  puerperium  can  be  overcome 
b}'  securing  free  drainage  of  the  lochia  and  by  promoting  uterine 
retraction.  It  is  an  excellent  practice  to  place  the  patient  in 
Fowler's  position  when  the  lochia  becomes  scanty  during  the 
first  ten  days  of  the  puerperium. 

Cam;  I. — Sapremia.  Recovery.  Kate  O'R.  Aged  thirty- 
four  years.  I  his  patient  entered  myservice  in  the  Cook  County 
Hospital,  June  9,  1908.     She  had  been  delivered  of  her  fourth 
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child  three  days  previously.  The  labor  was  spontaneous.  The 
placenta  was  expelled  by  Credo's  method  and  was  stated  to  be 
complete.  A  moderate  postpartum  hemorrhage^  followed 
Upon  her  arrival  at  the  hospital  it  was  thought  best  not  to  ex- 
amine her  internally  as  there  was  considerable  risk  of  developing 
an  infection.  The  uterus  was  large  and  a  few  clots  of  blood  were 
expressed  by  external  manipulation.  The  patient  was  placed 
on  ergot  and  hydrastis  and  put  in  Fowler's  position.  On  the 
third  day  the  temperature  rose  to  100.20  F.  An  ice-bag  was 
placed  over  the  hypogastrium  and  double  the  amount  of  ergot 
given — two  drams.     The  temperature  was  normal  on  the  tenth 
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Chart  I. — Kate  O'R.     Sapremia. 

day.  There  was  no  pain  in  the  pelvis  at  any  time.  A  few  strepto- 
cocci were  found  in  the  lochia,  but  none  were  discovered  in  the 
blood.  Many  saprophytic  organisms  were  found.  Uterine  in- 
volution was  delayed  somewhat,  but  the  reaction  to  the  larger 
doses  was  satisfactory. 

The  evident  cause  of  this  infection  was  the  quantity  of  blood- 
clots  remaining  in  the  uterine  cavity  after  the  hemorrhage. 

Exceptionally,  the  infection  may  spread  by  contiguity  to  the 
tubes  and  ovaries  in  spite  of  the  thickening  of  the  endometrium 
that  closes  the  minute  tubal  openings  and  tends  to  obstruct  the 
passage  of  bacteria.  Generally,  the  infection  extends  to  the  para- 
metrium by  way  of  the  uterine  muscu  ature.  The  cocci  gain  en- 
trance through  any  abrasion  or  laceration  of  the  birth-canal,  but 
the  most  common  atrium  is  the  placental  site.  This  area  consti- 
tutes the  locus  resistentiae  minoris  of  the  generative  tract.     If  the 
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infection  passes  rapidly  through  the  muscular  wall,  the  symptoms 
of  parametritis  appear.  Damage  to  the  structures  is  a  frequent 
complication,  although  the  symptoms  of  parametritis  usually 
overbalance  the  former  condition.  As  the  infection  extends 
along  the  lymphatics,  the  walls  are  thickened  and  inflamed. 
The  lymph  stream  is  arrested  and  numerous  foci  of  purulent 
material  appear.  If  the  infection  is  at  all  severe,  a  perilymph- 
atic infiltration  of  round  cells  takes  place.  The  muscular  wall 
becomes  soft  and  flaccid  and  is  tender  on  pressure. 

If  the  destruction  of  tissue  is  marked,  these  multiple  abscesses 
enlarge  and  at  times  coalesce  and  cut  out  a  portion  of  the 
the  muscular  wa'l  in  the  same  manner,  asasequestriurn  of  bone  is 
formed  in  osteomyelitis.  This  process  is  called  metritis  dess. cans. 
In  the  early  stages  of  the  puerperium  the  uterus  increases  in  size 
n  spite  of  large  doses  of  ergot.  The  fever  is  high  with  slight 
morning  remissions.  The  pulse  is  rapid,  often  over  140,  but  of 
good  quality  and  not  compressible  as  is  usual  in  sepsis.  The 
uterus  becomes  tender  and  its  contractions  painful.  Soon  peri- 
toneal irritation  is  ev.denced  by  constipation  and  tympany. 
The  general  condition  is  disturbed.  The  appetite  s  poor  and 
thirst  is  tormenting.  The  lochia  becomes  purulent  and  fetid 
early  in  the  disease.  This  condition  persists  until  the  expulsion 
of  the  gangrenous  mass  of  uterine  wall  which  occurs  from  eight  to 
forty-seven  days  postpartum.  After  the  expulsion,  the  general 
condition  mproves  at  once  and  convalescence  is  established. 
The  end  results  of  this  process  consist  of  stenosis,  uterine  atrophy, 
and  sterility  The  diagnosis  depends  upon  the  discovery  in  the 
lochia  of  muscular  fibers  and  sections  of  b'ood  vessels  in  intimate 
connection  with  each  other.  The  d  scovery  of  isolated  muscular 
fibers  is  not  sufficient. 

Regarding  the  therapy,  intrauterine  irrigat'on  is  to  be  avoided, 
as  t  is  not  known  how  thick  the  myometrium  is.  The  curette 
is  very  dangerous.  A  light  tamponade  of  the  uterus  to  promote 
drainage,  ergot  t<>  prevent  hemorrhage  and  to  prevent  the 
bacteria  from  penetrating  further  into  the  tissues,  and  general 
stimulation  of  the  patient  constitute  the  important  points  in  the 
t  real  ment . 

II  Metritis  Dessicans  Recovery  Mis.  I..  C.  Aged 
thirty  years.  Para  vii.  Previous  confinements  normal.  The 
seventh  labor  began  on  February  4,  1908  1  he  confinement 
was  slow  and  ted  nils  and  a  force])  extraction  was  necessary  to 
save  the  child's  life.  The  placenta  was  del  vered  spontaneously, 
were  ao  recent  lacerations.      For  the  lirst  two  days  the 
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temperature  was  normal,  but  the  pulse  began  to  rise  steadily  until 
the  eighth  day,  when  it  registered  142  beats.  On  the  third  day 
postpartum,  the  patient  complained  of  feeling  sick  A  slight 
jaundice  was  noticeable  and  she  became  very  restless.  The 
uterus  was  extremely  tender  on  pressure,  but  otherwise  the 
abdomen  was  negative.  There  was  no  rigidity  or  tympany. 
The  bowels  were  moved  with  the  aid  of  laxatives.  The  lochia 
was  profuse  and  purulent  and  had  an  extremely  foul  odor  similar 
t<>  that  emanating  from  a  gangrenous  lung. 

On  the  tenth  day,  after  a  severe  chil',  followed  by  a  sudden  rise 
of  temperature  and  pulse,  a  gangrenous  mass  was  expelled 
from  the  uterus.      Within  three  days,  the  temperature  fell  to  nor- 


Chart  II. — Mrs.  L.  C.     Metritis  Dess 


mal  and  the  pulse  followed  two  days  later.  The  general  condition 
unproved  at  once,  and  from  the  thirteenth  day  the  convalescence 
was  rapid.  The  mass  consisted  of  necrotic  deeidua  attached  to  a 
layer  of  uterine  musculature.  It  measured  7  cm.  wide,  9  cm. 
long,  and  3  cm.  thick.  Under  the  microscope,  portions  of  muscular 
cells  with  remains  of  uterine  glands  and  blood-vessels  bound  to- 
gether by  connective  tissue  were  easi  y  demonstrated,  thereby 
Insuring  the  diagnosis  of  metritis  dessicans.  Unfortunately,  the 
patient  left  the  city  soon  after  her  recovery  and  it  was  impossible 
to  ascertain  whether  any  permanent  changes  were  produced  by 
the  process. 

Further  extension  along  the  lymphatics  results  in  parametritis. 
The  firsl  reaction  of  the  system  to  infection  in  this  region  is  a 
hyperemic  and  serous  infiltration  of  the  tissues.  The  lymphatics 
ollen,  yellowish  in  color,  and  may  be  found  in  various  por- 
tions of  the  broad  ligaments.  The  site  of  election  is  in  the  neigh- 
borhood of  the  cerv  x.  A  reactionary  infiltration  of  leukocytes 
into  the  irritated  area  takes  place  immediatel)  in  ord  :r  to  destroy 
or  limit  the  infection.  Upon  the  virulence  of  the  nvader  and 
the  duration  of  the  fever  depends  the  size  of  the  resultant  exu- 
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date.  From  the  original  foci  in  the  lower  portion  of  the  broad 
ligament,  the  exudate  spreads  in  the  direction  of  the  lymph- 
atics. The  course  is  first  in  the  direction  of  the  tubes  and  is  always 
extraperitoneal.  The  exudate  then  forms  behind  the  uterus 
and  vagina  or  in  the  ilia;  fossa.  This  extension  fixes  the  uterus 
in  a  solid  mass  and  the  entire  pelvis  may  be  filled.  This  latter 
condition  is  reached  only  after  five  or  six  weeks  of  fever.  In 
certain  cases,  the  anterior  border  of  the  broad  ligament  is  pushed 
upward  and  the  exudate  spreads  in  the  direction  of  the  anterior 
abdominal  wall  and  may  run  between  the  muscle  and  peritoneum 
to  the  level  of  the  navel.  In  this  situation  it  may  be  palpated  as 
a  thin  sheet. 

The  termination  of  parametritis  varies.  If  the  maternal 
resistance  overcomes  the  virulence  of  the  infection,  the  tempera- 
ture gradually  or  suddenly  falls  and  the  exudate  slowly  absorbs. 
Exudates  have  resolved  after  having  attained  the  size  of  a  fetal 
head.  Absorption  of  the  exudate  is  largely  dependent  upon 
rest  in  bed  and  the  avoidance  of  straining  or  exertion.  Relapses 
are  common  if  the  patient  leaves  the  bed  too  early.  Should  the 
mass  becomes  infected,  the  fever  returns  and  presents  typical 
septic  characteristics.  The  abscess  may  rupture  into  the  bladder, 
intestine,  or  through  the  abdominal  wall.  Rupture  through  the 
intestine  occurs  about  the  fourth  or  fifth  week  and  is  determined 
by  a  violent  diarrhea  and  the  presence  of  pus  in  the  stools  if  the 
abscess  ruptured  into  the  rectum.  Rupture  into  the  bladder 
occurs  about  the  same  time  and  is  followed  by  an  acute  cystitis, 
the  urine  being  loaded  with  pus.  Rupture  through  the  abdomi- 
nal wall  occurs  in  about  ten  or  twelve  weeks  and  is  heralded  by 
signs  of  a  deep  abscess  above  Poupart's  ligament.  After  rupture 
of  the  abscess,  the  symptoms  immediately  improve.  If  any 
pockets  of  pus  are  not  drained  by  the  first  rupture,  the  same 
phenomena  are  repeated  and  the  process  continued  until  the  body 
is  rid  of  the  infection.  Because  of  the  proximity  of  the  exudate 
lying  in  the  iliac  fossa  to  the  colon,  gangrene  is  a  possibility,  and 
these  patients  all  die. 

Parametritis  makes  its  appearance  on  the  third  or  fourth  day 
by  a  sudden  onset,  a  sudden  rise  of  temperature  and  pulse  and 
generally  bu1  tn  i  always  a  chill.  I'lie  pulse  rises  to  140  or  more, 
l)ii t  follows  the  temperature  curve  rathei  closely.  Peritoneal 
symptoms  occui  earl)  1  he  pelvis  is  tender  to  pressure  and 
uterine  contractions  are  painful.  This  tenderness  slowly  increases 
over  t he-  lower  poitou  ol  the  abdomen.     The  upper  abdomen  is 
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free.  Vomiting  s  rare.  Sleep  is  normal  after  the  first  few  days 
of  fever.  The  patient  feels  fairly  well  and  does  not  present  the 
facies  of  a  serious  illness.  The  milk  and  lochia  are  usually  de- 
creased in  quantity.  After  the  active  stage  of  the  disease,  the 
fever  declines  by  lysis  with  the  inversed  typhoid  type  or  by  crisis 
as  in  pneumonia,  when  the  patient  may  suffer  from  collapse  and 
require  immediate  stimulation.  The  duration  of  fever  varies 
from  two  days  to  many  weeks.  The  average  is  one  week.  As 
the  fever  declines,  the  pain  and  tenderness  disappear  and  the 
exudate  in  the  parametrium  may  be  felt  by  bimanual  examina- 
tion. At  first  it  is  soft  and  tender.  Later,  it  is  firm  and  pos- 
sesses the  consistency  of  a  fibroid  tumor. 

It  is  impossible  to  diagnose  parametritis  from  septicemia 
during  the  first  twenty-four  hours.  If  the  symptoms  of  peritoni- 
tis increase  and  the  facies  of  the  patient  indicates  a  serious  disease, 
septicemia  s  probably  present.  I1'  the  fever,  pulse,  and  pain 
abate  after  a  few  days,  the  discovery  of  an  exudate  points  toward 
parametritis.  Later,  the  examination  of  the  blood  settles  the 
question  of  diagnosis. 

There  is  no  prophylactic  treatment  of  parametritis  in  its  strict- 
est sense.  The  onset  of  the  disease  indicates  that  the  infection 
has  already  passed  beyond  the  uterus.  Any  local  treatment 
is  without  value  unless  it  is  'o  remove  large  and  detached  frag- 
ments from  the  uterus.  All  irritation  of  the  pelvic  organs  should 
be  avoided.  The  bowels  may  be  tied  up  for  a  few  days  with 
opium  and  then  be  relieved  with  laxatives  or  enemata.  An  ice- 
bag  on  the  hypogastrium  allays  the  fever  and  relieves  pain.  The 
patient  should  lie  quietly  in  bed  until  the  fever  and  pain 
have  been  absent  for  at  least  six  or  seven  days.  She  may  then 
get  up  and,  if  no  relapse  occurs,  she  may  gradually  resume  her 
duties.  At  the  first  sign  of  fever  or  pain,  she  should  go  to  bed. 
A  woman  who  lies  quietly  in  bed  for  some  time  after  fever  and 
pain  have  subsided  seldom  has  suppuration.  The  administra- 
tion of  ergot  and  hydrastis  will  serve  to  prevent  the  introduction 
of  more  bacteria  from  the  uterine  cavity. 

If  suppuration  should  occur  and  is  accessible  through  the  va- 
gina, the  abscess  should  be  opened  and  drained.  In  the  presence 
of  a  continued  fever  for  some  wicks,  an  exudate  may  be  opened 
from  below  whether  suppuration  has  taken  place  or  not.  The 
incision  and  drainage  of  the  pelvic  cavity  has  a  beneficial  effect 
upon  the  process.  A  puerperal  salpingitis,  whether  unilateral 
or  bilateral,  may  be  thus  treated  when  the  fever  is  of  long  dura- 
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tion.  The  abdominal  route  is  not  to  be  preferred  in  the  treat- 
ment of  acute  pelvic  suppuration  when  accessible  from  below. 
The  danger  of  rupturing  the  abscess  and  soiling  the  upper  peri- 
toneum with  septic  and  virulent  cocci  is  considerable.  The  better 
plan  is  to  operate  from  below,  drain  and  treat  expectantly 
until  the  fever  and  other  signs  of  sepsis  have  entirely  disappeared 
for  six  or  eight  months  and  then  repair  the  damage  done  by  a  lap- 
arotomv.  However,  this  method  cannot  apply  to  women  who 
must  earn  their  own  iving  and  cannot  afford  to  wa  t  the  necessary 
length  of  time.  It  is  a  wise  plan  to  refrain  from  subjecting  a 
septic  woman  to  considerable  surgical  treatment  when  the 
vital  organs  are  in  a  weakened  condition.  If  the  abscess  points 
toward  the  abdominal  wall,  it  may  be  opened  ,ust  above  Pou- 
part's  ligament. 


;  - 


CHAR!    III.      Marv  C.     Parametritis. 

Case  III. — Parametritis.  Recovery.  Marv  C.  Aged  twenty- 
six  years.  Came  to  the  County  Hospital  in  labor  with  her  first 
child  Oil  June  6,  190s.  Previous  to  her  entrance,  an  attempt  to 
deliver  her  had  been  made  by  a  physician,  his  efforts  having 
continued  for  one  and  a  half  hours.  The  head  lav  in  the  right 
posterior  occipital  position.  Extraction  of  a  live  child  was 
made  with  the  forceps.  The  patient  had  s  nail  lacerations  of  the 
vaginal  walls  and  three  stitches  were  put  in  the  perineum  The 
mother  was  placed  on  ergot  and  hydrastis.  On  the  third  da] .  a 
severechi  was  ollowed  by  pain  in  the  left  lower  abdomen.  The 
temperature  rose  to  103.8  F  and  the  pulse  to  116.  The  patient 
was  placed  in  Fow.er's  position,  given  an  ice  pack  and  pul  on 
double   doses  of  ergot.     For  eighl    days,   the   fever  continued 
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relatively  h'gh.  The  abdominal  pain  lasted  two  days,  and  since 
that  time  the  patient  felt  comfortable.  The  sleep  and  appetite 
were  undisturbed.  On  the  tenth  day  the  fever  fell  by  crisis,  but 
no  signs  of  collapse  followed.  On  the  sixteenth  day  the  patient 
left  her  bed  and  walked  around  the  room  for  a  considerable  time 
and  the  symptoms  returned.  She  was  immediately  placed  in 
bed  and  within  three  days  the  conditions  were  again  favorable. 
Before  her  discharge  an  internal  examination  revealed  a  mass  of 
exudate  in  the  left  parametrium  which  was  slightly  tender  under 
pressure.  It  was  equal  in  size  to  that  of  a  hen's  egg.  The 
uterus  was  slightly  subinvoluted.  The  later  history  of  the  patient 
was  not  obtained.  Streptococci  were  demonstrable  in  the  lochia, 
but  were  absent  in  the  blood. 

Up  to  this  stage  of  the  process  the  disease  is  of  a  purely 
local  nature  and  the  effect  upon  the  body  general  is  not  marked. 
The  phagocytes  and  antitoxins  have  been  able  to  overcome  the 
invading  organisms  and  by  infiltrating  areas  contiguous  to  the 
seat  of  inflammation  or  suppuration  have  prevented  a  general 
contamination  by  the  bacteria  and  their  toxins.  The  disease 
thus  far  is  not  dangerous  to  life  and  tends  to  spontaneous  re- 
covery if  not  interfered  with  by  improper  treatment. 

In  the  less  favorable  cases  the  natural  protection  of  the  body 
has  been  impaired  by  previous  ill  health  or  the  virulence  of  the 
bacteria — notably  the  streptococcus — is  increased.  Both  con- 
ditions may  be  combined.  The  result  is  a  general  dissemination 
of  toxins  throughout  the  body.  The  degree  of  intoxication  is  de- 
pendent more  upon  the  toxins  generated  by  the  organisms  than 
upon  their  number.  These  general  infections  are  the  serious 
ones.  These  are  the  patients  who  die  in  large  numbers.  These 
are  the  conditions  where  we  are  obliged  to  stand  and  watch  the 
patient  grow  weaker  day  by  day  and  know  to  a  certainty  that 
death  is  not  far  away  or  in  acute  sepsis  to  see  her  die  in  the  course 
of  a  few  hours  from  the  time  of  onset.  The  treatment  of  the 
localized  infections  is  pretty  well  understood,  but  in  septicemia 
the  therapy  is  still  tub  in  lice. 

These  general  infections  naturally  fall  into  two  classes:  1. 
where  the  blood  becomes  the  feeding  ground  of  the  cocci — septi- 
cemia, and  2.  where  the  blood  stream  is  the  carrier  of  infected 
material  to  more  or  less  distant  portions  of  the  body     pyemia. 

Septicemia  is  the  more  common  of  the  two  conditions.  Its 
pathology  is  both  interesting  and  complex.  The  uterine  cavity 
is  the  seat  of  a  severe  grade  of  endometritis,  gangrenous  endo- 
metritis. Necrotic  areas  may  be  found  covering  any  and  all 
lacerations  from  the  placental  site  to  the  perineum.      In  acute 
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sepsis,  the  endometrium  may  show  no  changes  whatever.  In 
the  latter  case,  the  uterine  cavity  is  smooth  and  presents  the 
appearance  seen  in  normal  aseptic  cases.  The  uterine  muscula- 
ture and  parametrium  show  no  pathologic  changes  except  micro- 
scopically in  the  detection  of  chains  of  streptococci.  In  the  more 
chronic  types  the  muscular  walls  are  involved  in  the  process. 
The  changes  consist  of  fatty  degeneration  and  edema  of  the 
muscular  and  connective-tissue  cells  and  an  infiltration  of  the  in- 
terstices with  bloody  serum.  In  severe  cases  gangrene  occurs 
and  spontaneous  perforation  into  the  peritoneal  cavity  follows. 

As  the  streptococcus  has  penetrated  the  endometrium  before 
Bumm's  granulation  wall  has  developed,  parametritis  is  commonly 
present  in  septicemia.  While  the  entire  broad  ligament  may 
be  infiltrated  with  purulent  material,  the  areas  usually  involved 
are  those  along  the  sides  of  the  uterus  and  in  the  neighborhood 
of  the  tubes  and  ovaries.  The  ligaments  are  thickened  and 
deeply  infiltrated  with  round  cells.  The  close  proximity  of  the 
septic  material  to  the  peritoneum  requires  but  a  short  time  to 
produce  peritonitis.  This  is  the  usual  method  of  infection  of 
the  periteneum,  though  exceptionally,  as  by  the  gonococcus,  the 
process  may  extend  by  way  of  the  tubes  and  their  fimbriated  ex- 
tremities. The  peritoneum  may  be  involved  early  in  the  disease 
and  symptoms  may  be  present  within  twenty-four  hours. 

Infection  of  the  peritoneum  occasions  the  production  of  a 
serous,  serofibrinous,  or  seropurulent  exudate  varying  in  quan- 
tity from  a  few  ounces  to  several  quarts.  In  rapidly  fatal  cases 
the  amount  is  small,  while  the  peritoneal  surface  appears  deeply 
inflamed  and  blistered.  In  the  more  chronic  types,  the  exudate 
is  abundant  and  purulent.  This  exudate  consists  of  Nature's 
opsonins  fighting  against  the  invading  organisms.  The  future 
course  of  the  disease  depends  upon  the  degree  of  maternal  resist- 
ance and  the  virulence  of  the  cocci.  If  conditions  are  favorable, 
the  exudate  is  shut  off  from  the  general  abdominal  cavity.  A 
pelvic  abscess  forms  which  ruptures  and  drains  through  the 
rectum  or  vagina  unless  treated  surgically.  If  no  attempt  is 
made  to  localize  the  process,  the  patient  dies  in  a  few  hours  or 
days. 

Practically  all  the  organs  may  be  involved  in  the  process 
when  the  disease  continues  for  a  few  weeks.  Among  the  tissues 
commonly  involved  are  the  ovaries,  pleura?,  intestines,  pericar- 
dium, stomach,  lungs,  heart,  meninges,  kidneys,  spleen,  liver, 
skin,  and  urinary  bladdei       I  li<-  pathological  findings  consist  of 
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cloudy  swellings,  hemorrhages,  and  round-cell  and  purulent  infil- 
trations. Ulceration  of  the  skin,  intestines,  and  bladder  are 
frequently  encountered.  The  gas-forming  bacilli,  bacillus  em- 
physematous and  bacillus  aerogenes  capsulatus,  are  not  infre- 
quently found  in  acute  sepsis  and  produce  gas  in  the  uterus, 
liver,  and  blood  vessels. 

Clinically,  septicemia  appears  on  the  first  or  second  day  of 
the  puerperium.  The  onset  is  ushered  in  by  a  chill  followed  by  a 
rapid  rise  of  temperature  to  1050  or  1060  F.  The  temperature 
falls  by  lysis,  and  toward  the  close  is  little  if  any  elevated.  The 
pulse  follows  the  initial  rise  and  remains  high,  above  130.  The 
patient  appears  very  sick  from  the  onset,  prostrated  by  the  over- 
whelming of  the  system  with  toxins.  One  of  the  earliest  signs 
of  grave  import  is  the  inability  to  sleep.  Even  from  the  very 
onset  the  patient  may  be  unable  to  catch  more  than  catnaps. 
This  is  due  to  the  profound  depression  of  the  vital  centers.  It  is 
natural  to  expect  a  putrid  lochia  from  the  gangrenous  shreds  in 
the  uterus  as  well  as  the  infected  ulcers  and  lacerations  in  the 
genital  tract.  The  lochia  is  often  very  profuse  and  has  a  charac- 
teristic gangrenous  odor,  entirely  different  from  that  of  sapre- 
mia.  Upon  the  virulence  of  the  germs  depends  the  time  of  on- 
set of  peritonitis.  Usually,  peritoneal  symptoms  arise  in  two 
or  three  days.  General  abdominal  pain,  rigidity  of  the  abdominal 
muscles,  and  tympanites  are  followed  by  a  sudden  increase  of 
fever  and  pulse.  The  pulse  may  become  exceedinglv  rapid 
while  the  temperature  is  low.  This  is  of  grave  import,  as  it 
signifies  a  weakened  resistance  offered  to  the  invading  organisms. 
A  few  days  later,  the  pain  subsides  and  the  patient  feels  relieved, 
but  it  will  be  noticed  that  her  strength  is  markedlv  reduced,  while 
the  facies  Hippocratici  is  plainly  apparent.  If  death  is  delayed, 
the  peritonitis  reaches  the  stomach  and  frequent  attacks  of  emesis 
arise  to  torment  the  patient.  Later,  cough  and  dyspnea  are 
added  to  her  sufferings.  Finally,  collapse,  preceded  by  mutter- 
ing delirium,  coma,  or  twitching  of  the  muscles.  The  tempera- 
ture falls,  while  the  pulse  soon  becomes  uncountable.  In  acute 
sepsis,  death  takes  place  in  from  twelve  to  forty-eight  hours.  In 
other  cases,  the  patient  may  live  for  weeks.  In  chronic  sepsis 
the  woman  suffers  from  chills,  profuse  perspiration,  decubitus, 
suppurating  foe  in  various  parts  of  the  body,  and  singultus. 
Vomiting  and  diarrhea  are  frequent  and  drain  the  patient's 
strength  perceptibly. 

Septicemia  is  diagnosed  by  the  serious  depression  of  the  vital 
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powers,  the  inability  to  sleep  and  delirium  even  at  the  onset 
of  the  process  and  a  rapid  thready  pulse  with  or  without  fever. 
A  diffuse  peritonitis  slowly  or  rapidly  spreading  upward  not  only 
assures  the  diagnosis,  but  fortells  a  fatal  termination.  In  nearly 
all  cases,  streptococci  can  be  found  in  the  blood  by  smear  examina 
tions  or  by  culture  growths  in  bouillon.  Without  cocci  in  the 
blood  we  can  have  no  septicemia.  It  is  true  that  the  gravity 
of  the  case  depends  upon  the  toxins,  and  their  presence  in  the 
blood  cannot  be  determined  by  any  known  method;  nevertheless, 
if  sufficient  blood  be  examined,  a  certain  number  of  streptococci 
will  be  discovered. 

It  is  in  the  treatment  of  septicemia  that  the  medieaKattendant 
recognizes  the  limits  in  the  art  of  obstetrics.  The  majority  of 
these  patients  die  unless  the  virulence  of  the  cocci  is  of  low  grade. 
Undoubtedly,  many  cases  or  reported  cures  have  been  mistaken 
for  parametritis  and  sapremia  or  were  due  to  streptococci  of  low- 
virulence.  When  the  diagnosis  of  septicemia  is  correctly 
made,  all  prophylactic  measures  are  useless.  When  the  uterus  is 
empty,  douching  and  curetting  are  positively  harmful.  If 
remnants  are  retained,  a  finger  curettage  is  permitted  to  avoid 
the  dangers  of  sapremia.  Only  two  lines  of  treatment  are 
possible-  i.  to  increase  the  maternal  resistance  or  the  opsonins, 
and  2.  to  remove  the  source  of  infection — the  uterus.  In  acute 
sepsis  which  becomes  fatal  within  forty-eight  hours,  no  treatment 
is  efficacious.  Theoretically,  hysterectomy  would  be  indicated, 
but  the  difficulty  of  making  an  early  diagnosis  would  deter 
most  of  us  from  recommending  this  plan  of  treatment. 

In  the  more  chronic  forms  treatment  is  directed  toward  I. 
neutralizing  the  action  of  the  cocci  in  the  b'ood;  2.  increasing 
the  maternal  resistance  by  increasing  the  leukocytes,  and  3. 
removing  the  infected  focus  from  the  body  by  surgical  pro 
cedures. 

Efforts  have  been  made  to  disinfect  the  tissues  chemically  by 
injecting  certain  substances,  as  formalin,  silver  and  mercurial 
salts,  into  the  blood-stream.  The  author  is  at  present  tarrying 
on  a  series  of  experiments  regarding  the  intravenous  injection 
of  the  bichloride  of  mercury,  and  has  used  it  in  several  cases  of 
septicemia  with  excellent  results.  These  investigations  will  be 
published  later.     One  case  will  suffice  here. 

Cam.  I  \'  Septicemia.  Recovery.  Carrie  T.  Aged  twenty- 
nine  years.  Para  111  Formei  labors  normal,  No  srp^is. 
This  patient  was  delivered  Ma)    15.   1908,  bj   a  midwife,      flu- 
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labor  was  spontaneous.  No  recent  laceration.  She  had  been 
examined  "frequently"  by  a  midwife  during  the  labor  which 
lasted  twelve  hours. 

Eighteen  hours  after  delivery,  the  patient  complained  of  severe 
pain  in  the  abdomen.  Examination  revealed  tenderness  on 
pressure,  tvmpany,  and  slight  rigidity  of  the  recti  muscles.  The 
lochia  was  scanty  and  without  odor.  The  woman  was  placed 
in  Fowler's  position  and  given  ergot  and  hydrastis.  This  treat- 
ment increased  the  lochial  discharge,  but  the  general  condition 
was  poor.  The  patient  was  unable  to  sleep  or  eat.  The  bowels 
were  sluggish  and  tympany  was  still  present.     The  abdominal 
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Chart  IV. — Carrie  T.  Septicemia. 
pain  had  diminished  somewhat.  On  May  18,  the  temperature 
had  risen  to  1030  F.  and  the  pulse  to  120.  The  leukocytes  num- 
bered 12,000,  the  erythrocytes  3,800,000.  There  was  no  history 
of  distinct  chills.  On  this  day  a  physical  examination  showed 
a  small  parametritic  mass  in  the  broad  ligament  near  the  internal 
os  uteri.  This  was  painful  on  pressure.  There  was  a  fetid  dis- 
charge issuing  from  the  cervix  and  the  uterus  was  soft  and 
boggy.  The  fundus  was  palpable  six  centimeters  above  the  sym- 
physis pubis.  A  blood  culture  proved  negative.  The  urine 
contained  a  trace  of  albumin.  A  diagnosis  of  parametritis  with 
possible  septicemia  was  made.  Thirty  cubic  centimeters 
of  polyvalent  antistreptococcic  serum  was  injected  and  the  dose 
repeated,  but  without  immediate  effect,  Saline  enema  la  seemed 
to  have  a  beneficial  influence  on  the  subjective  sensations  but  the 
condition  of  the  woman  steadily  grew  worse. 

iin  May  24  short  chains  of  streptococci  were  demonstrated 
in  the  blood  cultures  for  the  first  time,  and  a  positive  diagnosis 
of  puerperal  septicemia  was  possible.  The  patient  was  evidently 
getting  worse,  although  the  virulence  ol  the  cocci  was  not  of  the 
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severe  grade  seen  in  acute  sepsis.  Immediately  after  the  discov- 
ery of  the  streptococci  in  the  blood,  20  minims  of  a  1  per  cent, 
solution  of  bichloride  of  mercury  was  injected  into  the  basilic 
vein  with  a  platinum  needle.  There  was  no  local  reaction.  This 
was  due  to  the  fact  that  the  tourniquet  was  removed  from  the 
arm  after  the  needle  point  was  inside  the  vein  and  the  current  of 
blood  carried  the  mercury  away  immediately.  This  dose  was 
repeated  twice  on  the  following  day  and  once  on  the  three  suc- 
ceeding days.  The  immediate  effect  was  beneficial  and  the  pulse 
dropped  tj  normal  on  the  thirtieth,  or  seven  days  after  the  first 
injection.  With  the  improvement  in  the  pulse  and  temperature, 
the  general  condition  became  satisfactory.  The  appetite  and 
sleep  returned  and  recovery  took  place  in  due  time.  The  leu- 
kocytes were  increased  from  12,000  on  May  21  to  24,000  on  May 
29.  On  June  4,  no  strepto.-occi  were  found  in  the  blood  although 
a  prolonged  search  was  made  for  them. 

Generally  speaking,  these  agents  are  ineffective.  Collargol 
is  no  specific,  but  may  be  used  in  certain  cases.  It  may  lower 
the  temperature,  reduce  the  number  of  chills,  improve  the 
general  ondition,  increase  the  appetite,  and  promote  sleep. 
The  pulse  is  often  reduced  in  frequency  and  strengthened  in  force. 
This  favorable  action  of  collargol  is  the  exception  rather  than  the 
rule.  On  the  other  hand,  its  administration  may  be  followed  by 
a  rapid  rise  in  temperature,  marked  increase  in  the  pulse  rate,  and 
pronounced  chills.  In  acute  sepsis,  septicemia,  and  peritonitis 
it  is  useless.  According  to  Hocheisen,  collargol  is  indicated  in 
pyemia,  septic  pneumonia,  and  endocarditis.  In  local  infections 
that  tend  to  become  general,  collargol  may  produce  desirable 
results  if  given  early.  From  3  to  5  cm.  of  a  2  per  cent,  solution 
is  injected  intravenously  from  two  to  three  times  daily  and 
the  treatment  is  continued  for  a  number  of  days  if  the  action  is 
favorable. 

The  use  of  normal  salt  is  productive  of  certain  results.  It  acts 
by  diluting  the  toxins  in  the  blood  and  stimulating  elimination. 
The  water  relieves  the  thirst  that  is  so  tormenting  to  the  patient. 
The  heart  is  stimulated  and  the  blood-pressure  raised.  The 
dilution  of  the  toxins  and  their  partial  elimination  stimulates 
leukoevtosis  to  a  certain  degree  and  thus  increases  the  bodilv 
resistance.  This  artificial  serum  is  very  valuable  in  the  treat 
ti  1111 1 .  but  it  cannot  cure  the  disease. 

The  history  of  serum  therapy  has  been  a  disappointing  one. 
Its  enthusiastic  claims  have  not  materialized.  The  different 
strains  of  streptococci  and  the  instability  of  their  virulence  have 
made  it  extremely  difficult  to  prepare  a  curative  serum.     It  the 
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infective  agent  is  purely  streptococcic,  the  serum  will  be  beneficial 
if  administered  early.  If  the  infection  is  mixed,  the  serum  is  of 
little  value.  Bumm  claimed  one  cure  in  three  cases  of  pure  sep- 
ticemia. The  inutility  of  serum  therapy  after  the  secondary 
effects  have  become  pronounced  is  at  once  apparent.  Theoret- 
ically, serum  therapy  is  the  ideal  treatment,  but  in  its  present 
state  of  development,  little  encouragement  is  to  be  expected. 
Inasmuch  as  its  administration  is  comparatively  harmless,  serum 
may  be  used  in  all  cases  of  septicemia  without  danger. 

Attempts  have  been  made  to  produce  an  artificial  leukocytosis 
by  the  daily  injection  of  50  cm.  of  a  2  per  cent,  solution  of 
nucleic  acid.  V.  Herff  claims  that  it  is  impossible  to  do  this  in 
a  virulent  sepsis,  as  the  toxins  hinder  the  increase  of  leokocytes. 

The  French  have  used  turpentine  by  rectal  enemata  and  also 
by  subcutaneous  injection — Fochier's  absces  de  fixation.  No 
benefit  has  been  obtained  therefrom. 

Generally  speaking,  we  can  state  that  we  are  not  able  to  in- 
crease the  maternal  resistance  in  the  face  of  a  virulent  sepsis. 

The  last  method  of  treating  septicemia — hysterectomy — is  open 
to  the  objection  that,  in  order  to  be  of  value,  the  operation  should 
be  performed  early  when  the  infection  is  limited  to  the  uterus. 
In  the  great  majority  of  cases,  the  diagnosis  is  made  too  late  for 
hysterectomy  to  be  of  anv  value.  When  performed  too  late, 
the  shock  of  the  operation  added  to  the  sudden  entrance  into 
the  circulation  of  enormous  amounts  of  toxins  through  the  fresh 
surfaces  only  hastens   the   fatal   end. 

Finally,  we  may  state  that  our  treatment  is  to  be  limited  to  the 
prevention  of  sapremia  by  removing  any  portions  of  the  placenta, 
decidua,  or  blood-clots  present;  ergot,  to  promote  firm  uterine 
contractions;  salines,  to  dilute  the  toxins  and  stimulate  excretion; 
water,  both  internally  and  as  baths;  serum;  alcohol  in  moderate 
amounts;  cardiac  stimulation,  notably  strychnine  and  digalen, 
and  as  much  nutritious  feeding  as  the   patient   can    assimilate. 

Case  V. — Eclampsia,  Septicemia.  Death.  Anna  T.  Aged 
twenty-eight  years.  Para-I.  This  patient  had  been  under  the 
rare  of  several  physicians  during  a  very  difficult  delivery.  Several 
attempts  in  extracting  had  been  negative.  The  woman  was 
finally  sent  into  the  hospital  undelivered  and  in  eclampsia.  One 
convulsion  occurred  as  she  was  being  prepared  for  delivery. 
There  was  marked  edema  of  the  vulva  and  external  portion  of 
the  perineum.  The  pelvis  was  generally  contracted.  A  difficult 
extraction  was  effected  by  embryotomy.  No  convulsions  oc- 
curred after  delivery. 
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Postdelivery  examination  of  the  urine — obtained  by  catheter- 
ization— showed  the  usual  findings  of  nephritis.  The  quantity 
of  urine  increased  and  the  patient  seemed  to  be  improving  from 
the  eclampsia  only  to  die  from  the  septicemia.  The  vaginal 
lacerations  soon  became  gangrenous  and  the  lochia  fetid. 

On  the  sixth  day  postpartum,  a  chill  occurred  and  the  tem- 
perature began  to  climb  until  it  reached  106.50  F.,  and  the  pulse 
became  very  weak  and  rapid.  Streptococci  were  found  in  the 
blood.  The  combination  of  eclampsia  and  septicemia  proved 
too  much  for  the  patient.  The  condition  of  the  soft  parts  at  the 
time  of  delivery  and  the  complications  presenting  contributed 
lar^elv  to  the  fatal  termination. 
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Chart  V. — Anna  T.     Septicemia,  Eclampsia. 

The  surgical  treatment  of  general  peritonitis  occurring  in  sep- 
ticemia offers  the  only  hope  of  recovery.  In  order  to  be  effective, 
it  must  be  resorted  to  early.  The  transverse  colon  with  its 
attached  mesentery  serves  to  localize  or  limit  the  infection  to 
the  lower  half  of  the  abdomen  and  the  operation  should  be  done 
before  this  barrier  is  broken  down.  In  puerperal  peritonitis 
that  shows  no  tendency  to  become  localized  in  the  pelvis,  but 
spreads  upward  toward  the  diaphragm,  operation  is  indicated  as 
soon  as  the  diagnosis  is  made.  Two  conditions  should  be  present ; 
the  general  condition  of  the  patient  must  be  good.  She  must 
be  able  to  stand  the  shock  of  the  operation  and  not  be  too  pros- 
t rated  by  the  infection.  Second,  the  entire  peritoneum  should 
not  be  involved.  If  these  conditions  are  not  present,  the  outlook 
is  very  unfavorable.  The  difficulty  is  to  make  an  early  diag 
nosis.  If  opiates  are  used  at  the  onset,  the  symptoms  may  be 
so  masked  that  a  diagnosis  is  not  possible  until  the  classic  pic- 
ture of  peritonitis  is  present  in  all  its  details.  At  this  time  op- 
(iii ion  is  useless. 

It  may  be  difficult  to  differentiate  between  symptoms  ofpei 
toneal  irritation  complicating  parametritis  and  actual  peritonitis 
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occurring  in  septicemia.  Distention  of  the  abdomen,  meteorism, 
tenderness  on  pressure,  and  a  high  pulse  are  signs  common  in  both 
conditions.  If  one  could  wait  and  observe  the  clinical  course  of 
the  disease,  a  later  diagnosis  would  not  be  difficult. 

A  most  excellent  method  of  making  an  early  diagnosis  is  effected 
by  the  use  of  the  Pravaz  syringe,  as  recommended  by  Bumm. 
This  is  a  fine  aspirating  needle  that  is  thrust  through  the  abdomi- 
nal wall  wherebv  some  of  the  exudate  is  secured  for  bacteriologi- 
cal examination.  The  patient  is  laid  on  her  side  in  order  to  allow 
the  fluid  to  gravitate  to  the  lumbar  region  and  the  syringe  is  in- 
troduced at  that  point.  If  fluctuation  is  present  in  the  culdesac, 
the  needle  is  passed  through  the  vaginal  wall.  There  is  little 
danger  of  injuring  the  intestines  by  this  procedure.  We  may 
substitute  for  the  Pravaz  needle  a  small  trocar  and  canula  with 
which  to  perforate  the  wall  and  insert  a  small  urinary  catheter  to 
remove  a  portion  of  the  exudate.  If  the  peritoneal  exudate  con- 
tains streptococci,  an  immediate  operation  is  necessary.  The 
uterus  is  to  be  removed  during  the  operation  if  a  history  of  per- 
foration is  present,  if  it  is  the  seat  of  multiple  abscesses,  metritis 
dessicans,  or  gangrenous  endometritis.  This  formidable  pro- 
cedure greatly  increases  the  mortality. 

In  the  operation  for  puerperal  peritonitis,  an  incision  is 
made  parallel  to  and  above  Poupart's  ligament  on  the  left  side. 
A  counter  incision  is  then  made  over  the  lowest  portion  of  the 
peritoneal  cavity  in  the  left  lumbar  region.  After  the  accessible 
exudate  is  removed,  a  gauze  drain  covered  with  rubber  tissue  is 
passed  in  and  drains  both  incisions.  The  same  procedure  is 
repeated  on  the  opposite  side.  A  third  drain  is  then  passed  from 
the  right  inguinal  incision  through  Douglas'  pouch  and  into  the 
vagina.  The  entire  abdomen  is  covered  with  thick  layers  of  dry 
dressings  and  these  are  changed  twice  daily.  The  operation 
need  not  last  over  ten  minutes.  Small  doses  of  eserine  are  given 
to  relieve  flatus.  Submammary  injections  of  normal  salt  are 
given  for  the  first  two  or  three  days.  The  patient  is  placed  in 
Fowler's  position  immediately  after  operation.  The  gauze 
drains  are  left  in  ?itu  for  from  ten  to  sixteen  days. 

Case  VI.  -Acute  gut  cm  I  puerperal  peritonitis.  Death.  LizzieP. 
Aged  thirty-four  years.  This  patient  gave  a  vague  history  of 
having  a  criminal  abortion  performed  upon  her  by  a  midwife  when 
two  and  a  half  months  pregnant.  The  operation  was  performed 
during  the  first  wick  in  May,  1907.  One  week  later  she  became 
sick  and  was  taken  to  a  local  hospital  where  she  was  kept  under 
observation  for  nearly  three  weeks.      As  her  condition  was  grow- 
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ing  worse,  she  was  admitted  to  my  service  at  the  County  Hospital 
on  June  i,  1907.  The  patient  was  emaciated  and  gave  the  im- 
pression of  being  seriously  sick.  The  facies  Hippocratici  was 
present.  The  face  was  extremely  pale  while  the  lips  were  scarlet 
red.  The  temperature  registered  101.S0  F.  and  the  pulse  126, 
weak  and  of  low  tension.  The  aodomen  was  distended  and  fluctu- 
ating, but  was  not  tender  at  an/  point.  The  leukocvtes  num- 
bered 26,000  and  the  hemaglobin  65  per  cent.  The  subjective 
and  objective  conditions  were  directly  opposite  to  each  other. 
The  patient  was  immediately  placed  upon  the  operating  table 
and  the  abdomen  opened.  About  four  and  a  half  quarts  of  puru- 
lent exudate   was   removed.     This   contained   streptococci   and 
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Chart  VI. — Lizzie  P.     Acute  General  Peritonitis. 

staphylococci.  The  general  peritoneal  cavity  was  infected  and 
we  could  find  no  attempt  made  to  localize  the  infection.  No 
irrigation  was  used.  Counter  incisions  were  made  and  iodoform 
gauze  carried  through  with  forceps.  The  operation  lasted  twenty 
minutes. 

The  drainage  for  the  first  forty-eight  hours  was  profuse.  The 
almost  inevitable  infection  with  saprophytes  in  such  a  case  soon 
caused  a  foul  odor  to  the  discharges.  Vomiting  occurred  only 
twice  after  operation.  It  had  been  absent  previously.  The 
patient  complained  of  no  pain  or  discomfort  except  the  inability 
to  sleep.  On  the  eighth  day,  feces  were  passed  through  the  open- 
ing in  the  abdominal  wall  and  this  continued  till  her  death  two 
(].i\  5  later. 

Peritonitis  had  undoubtedly  existed  for  some  time  prior 
to  her  ailmissii.ii  to  the  hospital  although  the  symptoms  were 
somewhat  masked.  The  incision  and  drainage  were  done  too 
late  and  the  general  infection  had  undermined  the  patient's 
strength  so  that  death  was  inevitable 

While  pyemia  may  originate  in  pregnancy,  it  occurs  usually 
in  the  earl)  days  of  the  puerperium  or  during  labor  itself  Strictly 
speaking,  pyemia  is  due  to  the  presence  of  masses  of  infective 
material  floating  in  the  Mood,  having  been  detached  from  the 
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original  focus  of  infection  and  carried  to  distant  portions  of 
the  body  where,  according  to  their  virulence,  they  produce  in 
farcts  or  metastatic  aoscesses.  As  the  extension  occurs  more 
commonh  by  way  of  the  veins,  pyemia  is  generally  seen  aftei 
operations  in  the  third  stage  of  labor  that  have  to  do  with 
manipulations  of  the  placental  site.  Placenta  prsevia  and  manual 
removal  of  the  Llacenta  or  retained  decidual  fragments  aie  com 
mon  predisposing  factors.  More  rarely  lacerations  of  the  birth- 
canal,  carcinoma,  and  hemorrhoids  occur 

Any  of  the  pyogenic  organisms  can  cause  pyemia.  The 
bacteria  enter  tne  placental  site  during  the  puerperium  when 
the  uterine  sinuses  are  filled  with  aseptic  thrombi  which  are  poorly 
prepared  to  resist  pyogenic  invasion.  The  extension  of  the  infec- 
tion to  ihe  proximal  extremity  of  the  thrombus  is  rapid.  In  the 
parametrium,  tbe  invasion  is  along  the  venous  walls — phlebitis. 
This  phlebitis  may  or  mar  not  be  associated  with  thrombosis. 
As  the  bacteria  escape  from  the  veins,  an  infiltration  of  round 
cells  is  formed  to  resist  their  advance  and  when  this  condition 
is  pronounced,  the  veins  feel  like  thick  bands  under  the  palpating 
finger.  If  thrombosis  is  present,  the  venous  enlargement  is 
due  to  the  contained  thrombus.  If  the  infection  is  severe,  a 
rapid  extension  takes  p'ace  along  the  uterine  plexus,  spermatic, 
hypogastric,  and  iliac  veins.  In  rare  cases,  the  inferior  vena  cava, 
is  involved.  Exceptionally ,  extension  occurs  by  the  wa  of  the 
lymphatics,  producing  abscesses  in  the  lymphatic  glands,  attack 
ing  the  thoracic  duct  and  finally  emptying  into  the  veins 

Whatever  method  is  taken  to  reach  the  venous  circulation, 
the  result  is  the  same.  The  thrombosis,  when  present,  is  always 
secondary  to  the  phlebitis  or  the  multiple  abscesses  in  the  venal 
wall.  The  detachment  of  septic  fragments  and  their  conveyance 
to  distant  portions  of  the  body  forms  the  clinical  picture  of 
pyemia.  As  the  emboli  become  lodged  in  the  capillaries,  the 
end  result  depends  upon  the  virulence  of  the  contained  germs. 
If  their  virulence  is  low,  infarcts  result.  Most  frequently,  infarcts 
occur  in  the  lungs,  where  their  presence  may  be  detected  by  pleu- 
risy, pneumonia,  or  hemoptysis  which  may  result  fatally.  Second 
in  frequenc\  are  the  kidneys,  where  the  infarcts  may  be  diagnosti 
cated  by  hemat  uria  and  pain  in  the  region  of  the  organs.  Infarcts 
in  the  spleen  an-  found  postmortem,  but  they  give  rise  to  no  symp- 
toms during  life.  Infarction  of  the  placental  site  may  take  place 
from  two  or  three  weeks  postpartum  and  cause  the  severest  type 
of  late  postpartum  hemorrhage.     Generally  suppuration  occurs. 
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The  joints  are  favored  points  of  attack,  and  the  elbow  and  knee 
appear  to  be  specially  predisposed.  Subcutaneous  abscesses 
are  common.  The  parotid  gland,  eye,  meninges,  and  brain  may 
become  involved.  Ulcerative  endocarditis  is  an  unfavorable 
complication.  It  is  only  a  symptom  of  the  general  condition. 
It  acts  deleteriously  by  crippling  the  integrity  and  power  of  the 
heart,  and  by  promoting  capillary  thrombosis  in  various  portions 
of  the  body. 

In  late  cases  or  where  the  virulence  is  low,  only  those  veins 
are  affected  that  were  formerly  thrombosed.  The  infection 
and  suppuration  take  place  in  the  center  of  the  thrombus  and 
spreads  in  the  direction  of  the  heart.  After  a  definite"'period  of 
time,  the  process  arrives  at  the  proximal  extremity  and  the  first 
fragment  is  detached  and  thrown  into  the  biood-current.  This  is 
announced  by  a  chill.  Several  days  to  a  v:eek  may  elapse  before 
the  second  fragment  is  broken  off,  and  in  the  interim  the  body 
has  an  opportunity  to  react  to  a  certain  extent.  In  this  case  the 
disease  may  last  for  months  and  a  single  infected  vein  may 
constitute  the  only  pathologic  structure  in  the  body  as  the  area 
between  the  thrombus  and  the  placental  site;  in  fact,  the  uterus 
itself  has  become  sterile.  Chills  constitute  the  only  symptom 
of  the  disease,  abscesses  are  the  exception. 

Pyemia  makes  its  appearance  somewhat  later  than  septice- 
mia. The  temperature  between  delivery  and  the  first  chill, 
which  occurs  within  five  or  eight  days,  is  slightly  elevated.  There 
are  no  signs  of  peritonitis,  parametritis,  or  other  local  disease. 
Except  for  the  palpation  of  the  thrombosed  or  thickened  veins 
in  the  broad  ligaments,  the  abdominal  and  pelvic  findings  are 
negative.  The  interval  between  chills  may  vary  from  one  day 
to  several  weeks.  The  disease  may  last  from  ten  to  fourteen 
days;  in  the  acute,  fatal  cases,  to  many  months.  In  the  chronic 
form,  the  primary  chill  may  occur  as  late  as  the  eighth  week 
postpartum.     Recovery  is  the  rule  in  these  late  cases. 

The  mortality  of  puerperal  pyemia  is  high.  V.  Winckel's  sta 
tistics  give  95  per  cent.;  Bumm  reports  83  per  cent.;  Lenhartz. 
65  per  cent.  Seegert,  from  Ohlhausen's  clinic  reported  39 
per  cent,  mortality  in  seventy  cases  after  delivery.  1  >pitz  found 
a  mortality  of  55  per  cent,  in  a  collection  of  339  cases.  Many  of 
these  fatal  cases  died  from  extension  of  the  thrombosis  into  the 
inferioi  vena  cava,  advanced  valvular  heart  lesions,  ulcerative 
endocarditis,  and  septic  or  gangrenous  pneumonia.  The  outlook 
is  verj  grave  where  operative  procedures  are  carried  out  within 
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two  weeks  after  delivery.  Only  three  such  cases  were  saved  in 
twelve.  By  a  late  operation,  the  results  are  better,  eleven  women 
being  saved  in  a  series  of  twenty-five. 

Extension  of  the  infection  along  the  lymphatics  contraindi- 
cates  operative  interference.  If  possible,  operation  should  be 
deferred  until  the  condition  has  become  subacute  and  the  path- 
ology is  limited  to  a  smaller  number  of  veins.  Thrombosis  of 
the  vena  cava  and  pulmonary  abscess  give  a  fatal  prognosis. 
v.  Herff  states  that  it  is  better  to  wait  until  at  least  six  chills 
have  occurred,  and  correctly  holds  that  each  rigor  may  be  the 
.ast    and    mark    the    beginning    of   convalescence.     In    serious 


Chart  VII. — Lena  W.     Pyemia. 

cases  that  seem  hopeless,  where  the  chil's  are  frequent,  the  pulse 
rapid  and  of  poor  quality,  and,  according  to  Macan,  where  there 
is  an  absence  of  eosin-colored  cells  and  a  serious  diminution  of 
hemoglobin  in  the  blood,  operation  should  be  no  longer  postponed. 

Case  VII. — Parametritis,  thrombophlebitis,  py  mia.  Recovt  i  i 
Lena  \V.  Aged  seventeen  years.  Single.  Last  menstruation 
September  2,  1907.  Labor  occurred  June  29,  1908.  Spon 
taneous  delivery.  No  lacerations.  Two  internal  examina- 
tion^ Placenta  and  membranes  complete.  The  puerperium 
was  normal  for  thirt  \  eight  hours,  at  which  time  the  patient  had 
a  severe  chill  accompanied  by  pain  in  the  lower  abdomen.  A 
second  chill  occurred  some  ten  hours  later  and  the  temperature 
reached  104.4  ''  -^l  this  time  she  was  transferred  to  my 
service  at  the  County  Hospital.  The  patient  complained  of 
severe  pain  over  the  lower  abdomen,  but  otherwise  was  in  fairly 
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good  condition.  Sleep  was  undisturbed  and  the  pulse  was  of 
fair  quality.  The  pain  gradually  subsided  until  July  6,  when  the 
following  examination  was  recorded :  Abdomen  tympanitic. 
Marked  rigidity  and  tenderness  in  right  lower  quadrant.  Xo 
disturbance  in  left  side.  Uterus  extends  midway  to  umbilicus 
and  is  very  tender.  Vaginally,  os  uteri  admits  one  finger.  Cer- 
vix lacerated  on  both  sides.  Enlarged  veins  palpable  in  the 
left  parametrium  extending  to  the  side  of  the  pelvis.  On  the 
right  side  was  felt  a  parametritic  exudate  equal  to  a  hen's  egg 
in  size.  Breasts  are  negative.  Leukocyte  count  14,600.  The 
urine  showed  a  trace  of  albumin.  A  blood  culture  proved  the 
presence  of  streptococci  in  short  chains. 

From  this  time  to  July  13,  a  distinct  rigor  occurred  every  day 
and  was  accompanied  with  a  sudden  rise  in  temperature  and 
pulse.  The  sleep  began  to  fail  and  the  patient  complained  of 
growing  very  weak.  Perspiration  became  profuse  and  exhaust- 
ing. 

The  treatment  up  to  July  9  consisted  of  stimulation,  ergot 
and  Hydrastis  by  mouth,  and  external  douches  of  lysol  solution. 
The  condition  of  the  patient  up  to  this  time  was  unsatisfactory. 
On  July  9,  I  injected  20  minims  of  a  1  per  cent,  solution  of  mer- 
curic bichloride  intravenously,  using  the  bend  of  the  elbow  for 
the  seat  of  puncture.  This  injection  was  repeated  on  the  tenth, 
twelfth,  thirteenth,  fourteenth  and  sixteenth,  days  of  the  month. 
Associated  with  these  injections  was  an  improvement  in  the 
general  condition,  appetite,  and  sleep.  No  local  reaction  followed 
the  treatment  at  any  time.  After  the  13th,  no  chills  occurred 
and  the  patient  rapidly  recovered. 

On  July  29,  an  examination  showed  the  mass  on  the  right 
side  barely  palpable.  The  left  broad  ligament  was  somewhat 
tender,  but  no  enlargement  of  the  veins  could  be  discovered.  The 
uterus  was  well  contracted.  The  cervix,  vagina,  bladder,  and 
perineum  were  in  good  condition.  The  patient  was  discharged 
soon  after  and  ultimately   recovered  her  health  completely. 

Sippel,  in  1894,  advised  ligation  of  the  veins  without  hyster 
ectomy.  Freund,in  1S97,  operated  in  two  cases,  but  both  patients 
died.  Trendelenburg  attempted  to  reach  the  veins  by  an  extra 
peritoneal  route.  He  operated  on  four  cases,  but  all  died. 
Later,  Buram  ligated  the  spermatic  and  hypogastric  veins  in 
five  cases  and  saved  three  mothers.  Lenhartz  saved  <ml\  one 
mother  in  eight  by  ligating'the  spermatic  veins  and  in  some  cases 
the  hypogastric  and  iliac  veins. 

While  the  mortality  in  puerperal  pyemia  is  high  and  every 
method  of  treatment  that  offers  any  prospect  of  cure  should  be 
tried,  it  is  well  to  select  the  cases  suitable  for  operation  as  far  as 
possible.  The  operation  is  difficult  technically  and  requires  an 
experienced  abdominal  surgeon  and,  therefore,  is  impracticable 
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for  the  general  practitioner.  In  good  hands  the  immediate  dan- 
ger is  small,  as  shown  bv  v.  Herff's  collection  of  thirty-seven 
cases  where  only  one  death  was  traced  to  the  immediate  effect 
of  the  operation. 

In  the  cases  complicated  by  cardiac  lesions  or  poor  resistance 
offered  to  the  infection,  the  medicial  attendant  realizes  that  the 
condition  is  one  that  has  passed  beyond  the  limits  of  the  art  of 
obstetrics. 

Case  VIII. — Puerperal  septicemia  and  pyemia,  septic  pneu- 
monia. Death.  Hannah  G.  Native  of  Russia.  Aged  thirty- 
two  years.  This  patient  entered  the  County  Hospital,  June  i, 
1907.  One  month  previously,  she  aborted  an  ovum  of  two 
months'    development.     Her   condition   was   fair  for  one  week, 


CiiUii    VIII. — Hannah  G.     Puerperal  Septicemia. 

when  she  became  sick.  Several  local  physicians  were  called 
in  and  many  vaginal  examinations  and  one  curettement  made, 
and  she  was  sent  to  the  hospital. 

Examination  showed  an  anemic  patient  lying  in  a  muttering 
delirium.  Lips  and  tongue  dry  and  covered  with  sordes  Eye 
normal  to  light  and  accommodation.  Slight  cervical  adenitis. 
Pulse  weak  and  rapid.  Finger  nails  and  toe  nails  cyanosed. 
Heart  tones  strong.  Systol  c  murmur  heard  slightly  to  left 
of  sternum  and  at  level  of  third  costal  cartilage  and  referred 
down  the  sternum.  Respirations  increased  in  frequency  but 
regular.  Small  crackling  n't  es  heard  at  bases  of  both  lungs. 
Abdomen  relaxed  and  slightly  tympanitic.  Spleen  palpable  and 
extending  to  one  inch  below  costal  margin  on  right  side.  Vagi- 
nal examination  shows  slight  bloody  discharge.    Cervix  inflamed, 
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bilateral  laceration.     No  special  point  of  tenderness  or  swelling, 
llci  lis  small  and  not  tender. 

The  diagnosis  in  this  ease  lay  between  typhoid  fever,  broncho- 
pneumonia and  septicemia.  In  the  Widal  test,  clumping  be- 
gan in  twenty  minutes,  but  motion  was  still  active  ai'tei  forty- 
five  minutes.  The  dilution  used  was  t  to  40.  Blood  culture 
showed  the  streptococcus  as  the  invading  organism.  Urine  was 
negative. 

The  condition  oi  the  woman  suggested  the  possibility  of  sep- 
ticemia and  septic  pneumonia,  although  no  streptococci  were 
found  in  the  blood. 

lite  pneumonic  process  gradually  subsided  and  gave  the  patient 
some  rebel'  from  the  difficulty  of  respiration.  The  pnlse  and  tem- 
perature continued  high  and  persp  ration  was  profuse  *  A  decu- 
bitus soon  developed  over  the  sacral  region  and  prevented  the 
patient's  lying  on  the  back.  This  was  dressed  with  oxide  of  zinc 
ointment,  but  it  never  healed.  On  June  9,  the  knees  became  very 
painful  and  the  left  wrist  anil  left  ankle  were  swollen  and  tender. 

(hi  the  11th  the  leukocytes  numbered  13,400  and  the  red 
blood  cells  2,600000.  The  woman  was  markedly  anemic.  The 
tongue  was  clean.  A  few  glands  were  palpable  in  the  neck. 
Manx  crepitant  rales  were  heard  in  the  bases  of  the  lungs.  The 
spleen  has  diminished  in  size  perceptibly.     No  parametritis. 

(  hi  June  Ja  the  record  reads:  Half  stuporous,  exes  half  open, 
and  bod\  bathed  in  profuse  perspiration.  The  following  day, 
an  abscess  at  the  left  sternoclavicular  articulation  was  opened 
and  three  ounces  of  pus  found.  1  he  next  day,  six  ounces  more 
were  taken  from  an  abscess  in  the  back,  under  the  left  shoulder. 

June  29,  an  incision,  one  and  a  half  inches  ong,  was  made  in- 
ternal to  the  tendon  of  the  rectus  of  the  left  leg  and  six  ounces  o\ 
pus  removed.  This  abscess  cavity  communicated  with  the  knee- 
joint.  *  hi  July  1  an  abscess  developed  oxer  the  carpal  bone  of 
the  thumb  of  the  left  hand  and  was  opened  the  same  dax  .  An- 
other abscess  developed  in  the  left  ankle-joint  on  July  3,  and  this 
w  as  opened  two  dax  s  later. 

During  this  time  no  enlarged  veins  were  palpable  in  the  pelvis 
ount    for   the   pyemic  process      I  ndoubtedly  thej    wen 
there.      The  condition  oi  the  patient  precluded  any  operation 
at  this  late  stage  of  the  proc<  ss 

From  this  time  to  her  death  on  July    10  the    patient    became 

weakei  and  weaker.      She  refused  to  eat  and  the  rectum  was  so 

irritated   that   enemata   were  immediately  expelled.      The  xital 

powers  were  gradually  worn  out  and  the  exitus  was  preceded  by 

in  both  temperature  and  pulse. 

4433  Lake  A- 
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BY 
JOHN  VAX   DOJ  D., 

rk  City. 

In  the  consideration  of  this  subject  I  limit  my  paper  to  the 
igical  conditions  in  young  women  after  the  be- 
ginning of  menstruation,  and  prior  to  marriage.  I  am  aware  that 
this  is  rather  an  indefinite  period  of  time,  but  it  is  a  time 
in  the  development  and  growth  of  the  woman  during  which 
gynecological  conditions  often  arise  and  are  concealed  both  by 
the  patient  and  her  mother,  unless  it  happens  that  the  mother 
is  unusually  broadminded  in  her  opinions  and  capable  of  consider- 
ing the  ultimate  result  of  neglect  on  the  health  and  life  of  t  he- 
wing woman.  I  do  not  consider  the  gynecological  condi- 
tions of  the  very  young,  or  specific  conditions,  gonorrheal  or  syphi- 
litic, that  may  arise  by  accident  or  through  sexual  relations; 
neither  do  I  consider  conditions  of  the  external  genitalia.  The 
broad  subject  of  sexual  hygiene  upon  which  so  much  h a 
written,  must  also  be  passed  over,  and  I  limit  myself  toa  <  onsidei 
ation  of  the  symptoms  of  intrapelvic  gynecological  conditions  of 
sufficient  gravity  to  call  for  treatment  or  operation. 

I  am  well  aware  that  the  gynecologist  has  often  been  criticised 
for  examining  the  young  unmarried  patient;  but  I  am  al 
vinced  by  a  long  experience  in  this  field  that  the  examination 
of  young  women  is  never  done  except  in  the  cases  in  which,  in 
the  opinion  of  the  examiner,  the  symptoms  fully  warrant  the 
examination,  and  that  no  class  of  workers  realize  their  responsi- 
bility as  keenly  as  do  the  gynecologists. 

The  position  of  the  gynecologist  is  peculiar  in  this  class  of 
cases  in  that,  suspecting  pelvic  conditions,  he  must  be  sure  that 
the  symptoms  warrant  the  examination,  or  else  subject  himself 
to  the  blame  attached  to  an  unnecessary  exposure  of  the  patient 
which,  in  the  eyes  of  the  laity,  is  little  short  of  a  crime.  At  the 
same  time  there  can  be  no  question  as  to  the  wisdom 

ible,  a  gynecological  examination  when  this  can  be  done 
without  detriment  to  the  health  or  life  of  the  patient.  What 
are  the  symptoms  that  warrant  this  procedure?  Unfortunately, 
gynecological  symptoms  are  proverbially  vague  and  uncertain  in 
the  early  years  of  life. 
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Local  Symptoms. — Leukorrhea  is  due  to  hypersecretion  from 
the  cervical  and  endometrial  glands,  the  character  of  this 
discharge  being  ordinarily  a  simpler  oversecretion  from  the  hy- 
pertrophied  glandular  structure.  The  amount  of  discharge 
varies  greatly  and  does  not  seem  to  bear  any  relation  to  the 
severity  or  importance  of  the  pelvic  lesions,  but  to  the 
amount  of  glandular  hypertrophy  and  to  congestion.  The 
character  of  the  discharge  varies  from  the  normal  viscid  clear 
mucus  to  the  malodorous  green  discharge  of  the  chlorotic,  neu- 
rasthenic young  woman.  This  symptom,  although  particularly 
annoying  to  the  patient  and  one  most  frequently  complained  of, 
must  be  regarded  as  a  symptom  only.  In  this  group «of  cases 
the  symptom  of  leukorrhea  may  be  regarded  as  to  its  character, 
duration,  and  severity  in  determining  the  importance  of  operative 
procedures;  but  I  do  not  believe  that  it  is  possible  to  form  any 
judgment  as  to  the  importance  of  the  lesion  from  the  character, 
duration,  or  amount  of  the  discharge. 

Menstrual  Disturbance. — Irregularity  of  the  flow,  as  to  length  of 
time  between  the  periods  and  amount,  is  important.  When  the 
interval  is  shortened  to  fourteen  days  or  less,  it  can  be  safely 
deduced  that  there  is  some  grave  cause  for  pelvic  congestion. 

When  the  interval  is  lengthened  beyond  the  ordinary  twenty- 
eight  days  and  there  is  no  systemic  cause  of  the  amenorrhea, 
an  undeveloped  uterus  or  sclerotic  ovaries  may  be  suspected. 
An  excessive  flow  is  due  to  uterine  or  pelvic  congestion  and  is 
secondary  in  nature.  When  the  amount  is  lessened,  it  is  due  to 
pelvic  anemia  or  to  uterine  anemia  caused  by  a  faulty  develop- 
ment or  a  faulty  performance  of  the  ovulatory  cycle  due  to 
ovarian  sclerosis. 

Pain. — The  subject  of  pain,  gynecologically  considered,  is  one 
that  mystifies  the  observer,  and  when  the  symptom  is  cloaked  by 
the  veil  of  neurasthenia,  it  puzzles  the  most  careful  investigator. 

For  convenience  of  classification  the  subject  pain  ma\  In- 
divided  into  pelvic  pain  and  reilex  pain.  The  pelvic  pain  may 
be  subdivided  into  aching,  dragging,  or  bearing-down  pain,  and 
colic. 

The  aching  is  in  general  a  symptom  of  pelvic  congestion  due  to 
any  cause  whatsoever.  It  may  be  associated  with  the  period, 
but  usually  precedes  it,  and,  after  the  Sow  is  well  established,  is 
relieved.  K  is  as  a  rule,  constant  in  character,  lasting  several 
days,  increased  on  exertion  and  associated  with  irritability  of 
the  bladder,  constipation,  headache,  and  neurasthenia. 
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The  dragging  or  bearing-down  pain  is  constant  in  character, 
although  varying  in  severity,  and  is  due  either  to  misplacement 
or  growths. 

Colic  immediately  precedes  or  is  associated  with  the  flow, 
and  has  its  origin  either  in  faulty  development  of  the  uterus  or  in 
sclerosis  of  the  tunica  albuginea.  This  symptom  varies  from  a 
slight  erampy  pain  to  a  most  severe  colic,  unrelieved  by  any  drug 
except  morphine.  It  is  usually  referred  to  the  lower  portion  of 
the  hypogastric  region,  but  where  due  to  ovarian  sclerosis,  may 
be  referred  to  the  ovarian  region  on  one  or  both  sides.  Uterine 
pain  may  be  due  either  to  stenosis,  when  the  passage  of  a  small 
clot  will  follow  the  pain, or  it  maybe  due  to  the  flexion  atrophy 
resulting  from  anterior  or  posterior  bendings  of  the  uterine  body. 
When  the  flow  is  normal  in  character  and  the  pain  laterally  situ- 
ated, a  sclerotic  ovary  should  be  suspected. 

Irritable  Bladder. — The  cause  for  irritability  of  the  bladder  of 
gynecological  origin  and  not  associated  with  lesions  of  the  bladder 
are  pressure  due  to  an  anteflexed  oranteverted  fundus;  also  any 
retroposition  of  the  uterus  with  or  without  prolapse,  causing  the 
organs  to  dragon  the  bladder  wall  and  interfere  with  its  functions. 
The  cause  of  this  symptom  must  of  necessity  be  mechanical  in 
origin. 

( 'onstipation. — Where  this  condition  is  not  systemic  or  due  to 
habitual  neglect,  it  is  either  caused  by  relaxation  of  the  muscles 
of  the  perineum  with  a  tight  sphincter  ani  or  else  is  due  to  the 
mechanical  obstruction  of  the  bowel  by  retroversion  alone  or 
with  flexions  or  to  tumors. 

In  all  these  conditions  pelvic  pain  may  be  associated  with 
pain  due  to  appendiceal  colic,  catarrhal  appendicitis,  and 
the  milder  forms  of  chronic  appendicitis  with  concretions,  con- 
strictions, and  adhesions. 

In  my  experience  lesions  of  the  appendix  are  so  often  found 
with  these  conditions  in  young  women  that  it  has  become 
my  habit  to  associate  a  chronic  appendicitis  with  all  these  cases. 
The  differentiation  of  pain  and  tenderness  due  to  microcystic  or 
sclerotic  right  ovary  and  a  chronic  appendicitis  is  often  diffi- 
cult for  the  reason  that  the  pain  may  be  very  similar  in  character, 
'"Up  in  attacks,  and  closely  resemble  ovarian  colic.  I  also 
believe  that  where  the  appendicial  condition  is  suspected,  it  is 
an  additional  reason  for  surgical  interference. 

Backache. — This  symptom  is  of  two  types,  lumbar  and  sacral. 
The  backache  in  the  lumbar  region  is  usually  not  associated  with 
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the  period,  and  is  due  to  the  dragging  of  a  retroverted  or  pro- 
lapsed uterus.  The  sacral  pain  is,  as  a  rule,  associated  with  the 
period,  and  is  caused  by  uterine  or  pelvic  congestion. 

Headache. — The  association  of  headache  with  gynecological 
conditions  is  hard  to  explain  except  under  the  general  term  of 
reflex.  The  location  of  the  headache  is  usually  occipital,  occur- 
ring just  prior  to  or  after  the  period,  sometimes  showing  itself  in 
the  form  of  severe  migraine.  Before  any  decision  is  reached 
in  relation  to  the  cause  of  the  headache,  the  ocular  condition 
should  be  looked  into.  Gynecological  headache  is  not  always 
concurrent  with  the  period,  the  attacks  of  migraine  occurring  at 
anv  time  during  the  intermenstrual  period.  When  the  inter- 
menstrual attacks  persist,  a  gynecological  cause  is  to  be  suspected 
after  the  ocular  condition  has  been  eliminated. 

Neurasthenia. — Under  the  general  term  of  neurasthenia  are 
grouped  so  many  symptoms  of  so  indefinite  a  character,  that  it  is 
unwise  to  pronounce  neurasthenia  a  symptom  of  anv  condition.  It 
is  rather,  perhaps,  a  nervous  condition  caused  by  the  pelvic  lesions. 
Some  of  these  patients  are  always  neurasthenic  with  the  condition 
aggravated  at  the  time  of  the  period;  others,  between  the  periods, 
are  normal  individuals.  It  is  much  more  difficult  to  account  for 
the  continued  neurasthenia  than  for  the  intermittent  type. 
The  symptoms  may  be  classed  under  the  term  of  psychoneuras- 
thenia,  although  all  varieties  are  common.  The  one  that  I 
have  observed  most  frequently  has  been  melancholic  in  character. 
In  some  cases  the  melancholia  has  been  very  marked,  coming 
on  in  attacks  so  severe  as  to  raise  the  question  of  a  true  melancho- 
lia that  would  necessitate  confinement  in  a  sanitarium.  In 
Other  cases  the  neurasthenia  has  shown  itself  in  apathy  and 
lack  of  interest  during  the  attacks,  the  patient  remained  unin- 
terested in  anything,  and  performed  only  those  functions 
neeessarx  to  the  preservation  of  life.  On  the  other  hand,  we  fre- 
quently see  rases  of  the  irritable,  cross,  fretful,  dissatisfied,  and 
unhappy,  an  individual  to  whom  nothing  is  right,  with  out- 
bursts of  severe  and  at  times  uncontrollable  temper.  It  has 
been  my  experience  that  the  neurasthenic  symptoms  are  most 
frequently  associated  with  microcystic  or  sclerotic  ovary,  pro- 
lapse of  ovary,  retroversions  and  retroflexions,  or  both  combined 
with  prolapse. 

General  Conditions. — The  general  conditions  associated  with 
gynecological  conditions  are  anemia  and  gastrointestinal  tox- 
emia.    .Most  frequently  these  conditions  are  associated  with  poor 
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general  health,  although  there  are  many  cases  in  which  the 
gynecological  condition  does  not  seem  to  affect  the  general  health 
to  any  perceptible  degree,  and  this  is  often  misleading. 

Examination. — For  a  patient  presenting  any  of  the  foregoing 
symptoms  that  do  not  yield  to  medical  treatment  and  hygiene 
for  a  rational  length  of  time,  it  is  my  opinion  that  an  examination 
is  warranted.  The  large  percentage  of  cases  presenting  symptoms 
which  yield  to  the  proper  medical  and  hygienic  treatment  it  is 
obviously  unnecessary  to  examine.  There  are  also  a  percentage 
of  cases  which  persist  in  symptoms  because  proper  medical  and 
h  ygienic  treatment  cannot  be  carried  out.  I  believe  that  it  is  not 
fair  to  charge  these  cases  to  gynecology  until  proper  arrangements 
can  be  made  for  their  preliminary  treatment.  It  is  also  best  to 
remember  that  the  general  medical  treatment  and  hygiene  will  do 
much  toward  preparing  the  patient  for  her  necessary  operation. 

Method  of  Examination. — It  is  of  little  or  no  value  to  the 
patient,  and  of  very  small  advantage  to  the  surgeon,  to  make 
an  incomplete  examination  except  when  it  is  made  because 
the  patient  is  desirous  of  escaping  a  more  severe  ordeal,  and  is 
willing,  on  learning  the  result,  to  have  an  examination  under 
ether.  It  is  always  unwise  to  examine  a  patient  except  on  a 
properly  arranged  gynecological  table;  examinations  either  in 
bed  or  on  a  couch  are  always  unsatisfactory,  and  in  these  cases 
the  examiner  needs  the  advantage  of  every  possible  aid;  the  but- 
tocks sinking  in  the  bed  will  often  so  distort  the  relations  of  the 
pelvic  organs  that  important  lesions  may  be  missed.  It  is  my 
custom  to  examine  these  patients  at  the  office  and  under  strict 
surgical  conditions.  It  is  always  wise  to  explain  to  the  mother 
or  to  the  patient  herself,  prior  to  the  examination,  the  fact  that 
if  a  vaginal  examination  is  made,  the  hymen  may  be  ruptured.  It 
is  possible  in  many  cases  to  examine  a  patient  with  a  gloved 
hand,  well  lubricated,  and  not  lacerate  the  hymen. 

Rectal  examinations  are  sometimes  satisfactory,  but  require 
much  practice  in  order  that  the  examiner  may  be  able  to  recog- 
nize the  pelvic  conditions.  I  have  often  found  it  difficult  to 
determine  the  position  of  the  uterus  in  a  rectal  examination, 
but  have  found  that  a  sound  introduced  into  the  vagina 
useful  knowledge  as  to  the  relative  position  of  the  cervix. 

To  eliminate  the  resistance  of  a  patient  to  an  examination 
is  the  hardest  thing  to  accomplish.  Under  these  circumstances 
or  when  the  findings  of  a  former  examination  are  not  satisfactory, 
the  patient  failing  to  improve  under  medical  and  hygienic  care, 
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it  is  my  custom  to  advise  an  operation,  at  least  an  examination 
under  ether,  with  the  permission  to  do  what  constitutes  the  neces- 
sary measures — that  is,  permission  to  perform  anything  from  a 
simple  examination  to  a  laparotomy. 

After  examining  the  patient,  what  are  the  conditions  that 
should  warrant  further  procedure?  In  the  first  place,  I  think  that 
in  the  young  unmarried  woman,  local  treatment  requiring  manip- 
ulation of  any  sort  is  to  be  avoided  if  possible.  The  use  of 
douches  and  tamponade  may  be  required  for  a  short  space  of  time 
to  overcome  as  far  as  possible  pelvic  congestion,  but  I  am  dis- 
tinctly in  favor  of  surgery  if  surgery  can  relieve  the  condition. 
This  statement  applies  particularly  to  those  in  whom  the  organs 
of  generation  have  never  been  called  into  action,  but  I  eliminate 
all  cases  where  congestion  supervenes  development  of  the  sexual 
function.  The  line  dividing  these  two  classes  of  cases  is  very 
clearly  marked  and  well  known  to  every  gynecologist. 

Local  Treatment. — After  every  form  of  hygienic  and  general 
medical  treatment  has  been  tried,  the  question  of  gynecological 
care  comes  up.  As  stated  in  this  class  of  cases,  I  am  averse  to 
local  treatment,  but  there  are  a  certain  number  of  cases  of  ero- 
sion of  the  cervix  and  general  pelvic  congestion  when  proper 
local  treatment  is  not  only  advisable,  but  beneficial;  also  the 
postural  treatment  of  anteversion  and  retroversion.  There  are  a 
few  cases  in  which  a  properly  fitted  pessary  may  be  used  for  retro- 
version. I  do  not  advise  it  ordinarily,  but  in  selected  cases  it 
has  a  distinct  advantage. 

The  use  of  a  stem  pessary  for  stenosis  and  the  milder  degrees 
of  flexion  is  also  well  worth  consideration. 

Surgical  Treatment. — Rapid  dilation  with  curettage  is  a  pro- 
cedure of  great  value  in  the  relief  of  stenosis.  It  should  be 
done  with  strict  surgical  technic,  and  followed  either  by  pack- 
ing or  the  introduction  of  a  stem  pessary;  careful  postoperative 
treatment  being  carried  out  in  the  form  of  uterine  dilators  once 
or  twice  a  month,  or  the  replacement  of  the  stem  pessary. 
Severe  degrees  of  stenosis  should  not  be  expected  to  yield  to  one 
rapid  dilatation  ,  as  it  is  certainly  the  natura 1  tendency  of  the 
structure  to  recontract. 

Dilation  with  curettage  is  indicated  where  there  is  adeno- 
matous hyperplasia  of  the  endometrium.  It  is  one  of  the  most 
important  and  most  abused  operations  in  the  field  of  gynecology. 
There  certainly  is  no  advantage  in  curetting  a  normal  endome- 
trium and  no  assurance  of  the  cure  of  a  diseased  condition  unless 
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the  entire  diseased  area  is  removed.  This  can  be  done  only 
by  special  curettes  made  to  reach  the  various  areas  of  the  uter- 
ine wall.  The  angle  formed  by  the  junction  of  the  roof  and  the 
lateral  wall  is  the  part  most  frequently  neglected.  I  know  of 
but  one  instrument  that  reaches  this  area  satisfactorily,  and  that 
is  the  Tucker  curette — an  instrument  that  should  be  most  care- 
fully used.  The  douche  curette  has  given  me  most  satisfactory 
results.     The  solution  that  I  use  is  iodine. 

The  dilatation  of  the  cervical  canal  prior  to  curettage  is  of  very 
great  importance,  and  the  use  of  powerful  instruments  often 
necessary,  but  most  dangerous  unless  governed  by  judgment  and 
experience. 

The  danger  of  rupture  of  the  uterine  neck  and  the  perfor- 
ation of  the  uterine  wall  with  a  curette  render  this  apparently 
simple  operation  a  most  formidable  procedure  at  unexpected 
times. 

The  Dudley  operation  is  done  for  the  relief  of  anteflexion  and 
stenosis. 

The  question  of  vaginal  section  in  this  class  of  cases  need  only 
be  mentioned,  as  in  most  of  these  cases  this  method  is  contra- 
indicated  on  account  of  the  necessity  for  stretching  the  undevel- 
oped structures  of  the  vagina  and  pelvic  muscles. 

Alexander's  operation  has  its  strong  advocates,  and  in  many 
opinions  fills  a  useful  position  in  this  field  of  surgery. 

The  incision  for  a  laparotomy  should  be  median,  either  semi- 
lunar, below  the  hair-line,  or  the  usual  vertical  median  incision;  in 
either  case  it  need  not  be  large,  as  there  seldom  are  adhecions 
to  trouble  the  operator.  As  the  firststep  in  theoperation,  the  ap- 
pendix should  be  located,  anchored  by  a  temporary  stitch  to  which 
is  attached  an  artery  clamp.  This  is  done  so  that  unneces- 
sary handling  of  the  intestines  may  be  avoided;  in  fact,  one  of  the 
essential  points  in  all  intraabdominal  work  of  this  type  is  to 
avoid  manipulation  of  the  peritoneum.  The  walling  off  of  the 
genera]  abdominal  cavity  by  the  use  of  sponges  soaked  in  saline 
solution  is  of  great  advantage,  clearing  the  field  and  protecting 
the  peritoneum. 

The  inspection  of  the  uterus,  tubes,  and  ovaries  is  the  nexl 
step.  The  tubes  are  usually  found  normal.  If  tubercular 
salpingitis  is  found,  it  must  be  removed.  The  conditions  of 
the  ovary  most  frequently  found  vary  from  microcystic  ovary  to 
ovarian  cysts  of  various  sizes.  The  treatment  for  ovarian  cysts 
is   removal.     In    the   smaller   varieties   or    when    the   condition 
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known  as  microeystie  ovary  exists,  the  question  of  saving  a  por- 
tion of  the  ovary  naturally  comes  up,  and  should  be  carefully 
considered;  the  operator  having  explained  to  the  patient  or  her 
guardian  the  possibility  of  degeneration  of  the  tissues  left.  In 
my  experience  plastic  work  on  the  ovary  does  not  always  arrest 
the  process  of  degeneration.  There  is  no  possible  question  as  to 
the  advisability  of  the  protection  of  the  reproductive  function 
in  these  young  patients;  and  the  responsibility  of  the  operator 
is  grave  as  to  the  decision  of  saving  or  sacrificing  an  ovary.  It 
is  also  important  in  cases  of  ovarian  prolapse  to  prevent  the 
return  of  congestion  by  shortening  the  uteroovarian  ligament 
or  by  the  Barrow's  operation. 

If  sclerosis  of  the  tunica  albuginea  has  progressed  beyond  the 
hope  of  saving  the  ovary  it  should  be  removed.  A  portion  of 
the  sclerotic  tunic  may  at  times  be  removed,  thus  relieving  the 
pressure  on  the  remaining  ovarian  structure. 

The  best  operation  for  retroversion  is  sacral  suspension. 

Gilliam's  is  indicated  for  retroflexion. 

For  retroversion  with  flexion  and  prolapse,  sacral  suspension 
with  Gilliam. 

Fibroids  and  various  other  conditions  of  the  uterus  and  adnexa 
may  recjuire  surgical  interference. 

Appendectomy  should  be  the  last  step  of  these  operations. 

Case  I. — M.  B.  Aged  seventeen.  General  health  poor, 
anemia,  constipation.  Menstrual  history  as  follows:  began  at 
twelve  and  one-half  years,  amount  scanty  to  profuse  clots,  period 
fourteen  to  forty-two  days,  duration  three  to  four  days.  Fain: 
dragging,  bearing-down,  aching.  Severe  cramps  with  the  period. 
Backache,  lumbar.  Profuse  leukorrhea.  Examination:  diag 
nosis,  retroversion  with  chronic  ■  appendicitis.  Operation. 
October,  1907.  Curettage,  removal  of  the  adenomatous  growths. 
Laparotomy,  removal  of  a  portion  of  the  right  and  left  ovaries 
for  microeystie  degeneration,  sacral  suspension.  Removal  of 
appendix  for  chronic  catarrhal  appendicitis  with  spider 
web  adhesions  and  kinking.  Patieul  made  an  uneventful 
recovery  and  showed  a  very  marked  improvement  for  about 
two  months,  when  her  father  died  suddenly,  and  the  shock 
to  In  1  general  nervous  system  was  very  great.  Recovery  from 
this  condition  was  rather  slow,  but  has  been  complete.  lvxami 
nation  made  one  year  later  showed  anatomical  position  of  the 
uterus  normal,  otherwise  pelvic  examination  negative.  The 
patient's  general  condition  was  excellent  and  she  has  since 
remained  in  good  health. 

Case  II. — E.  N.  Aged  twentj  five.  Patienl  in  mi\  pool 
genera]  health  most  of  the  time.  Menstrual  history  was  prac 
tically  negative  excepl   the   variations  that  might  occur  within 
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the  limits  of  fair  health.  She  has  been  subject  for  many  years 
to  the  most  violent  headaches,  at  times  migraine  in  character; 
these  headaches  coming  on,  as  a  rule,  with  the  period.  She  has 
had  several  attacks  of  melancholia  so  severe  that  for  two  weeks 
at  a  time  she  would  lie  in  bed  with  no  interest  in  anything,  crying 
most  of  the  time,  and  no  amount  of  coaxing  would  elicit  a  word 
of  response  of  any  sort  from  her.  She  would  take  only  food 
absolutely  necessary  for  sustaining  life,  would  pay  no  attention 
to  the  function  of  the  bladder  or  bowel,  and  required  the  attend- 
ance of  a  trained  nurse  during  attacks.  These  attacks  have  been 
much  more  frequent  of  late  years,  varying  in  severity,  but  always 
of  the  same  type.  All  efforts  of  general  and  hygienic  treatment 
carried  out  most  faithfully  having  failed,  an  examination  was 
determined  on,  and  the  condition  of  endometritis  with  retro- 
version and  prolapse  found.  Operation,  July  16,  190S.  Curet- 
tage, laparotomy,  sacral  suspension,  appendectomy.  The  left 
ovary  was  completely  degenerated  and  was  removed,  the  right 
was  normal.  Since  the  operation  the  patient  has  been  en- 
tirely free  from  headaches,  has  had  no  melancholic  attacks, 
periods  normal.  Although  the  length  of  time  since  the  operation 
has  been  short,  the  improvement  of  the  patient's  mental  outlook 
is  so  completely  changed  that  it  seems  logical  to  deduct  that  the 
improvement  is  due  to  the  methods  applied  to  the  conditions 
found  at  operation,  as  the  operation  was  only  resorted  to  after  the 
failure  of  all  known  medical  and  hygienic  means. 

Case  III. — O.  L.  C.  Age  eighteen.  General  health  good  and 
no  bad  habits.  Bowels  regular.  Menstruation  began  at  thir- 
teen, flow  scanty,  twenty-eight-day  interval,  duration  three  days. 
The  following  symptoms  have  existed  since  puberty:  General 
headache,  very  severe  with  the  period,  hysteria,  delusions, 
crying,  extremely  unhappy,  and  ideas  of  ridicule.  These  symp- 
toms come  on  in  attacks  with  the  period  and  are  so  severe  as  to 
unlit  her  for  her  schooling  as  she  feels  her  companions  are 
ridiculing  her,  and  the  mental  terror  is  so  great  that  she  is  forced 
to  give  up.  Between  the  periods  she  is  much  better,  but  laterally 
there  has  been  melancholia  persistent  after  the  acute  symptoms 
have  passed  away.  This  case  is  a  typical  one  in  which  the 
menstrual  history  is  practically  negative  and  the  only  thing  to 
call  attention  to  the  reproductive  organs  as  cause  for  the  severe 
neurasthenia  is  the  fact  that  the  attacks  come  on  with  the  flow. 
I  examined  her  September,  190S,  and  made  the  following  diag- 
nosis: Endometritis,  left  ovary  microcystic  and  prolapsed, 
chronic  appendicitis.  She  returned  to  her  home  in  the  West 
where  she  was  under  careful  medical  care  for  three  months, 
gradually  growing  worse.  In  December  she  came  under  the  care 
of  Dr.  William  II.  Humeston, of  Cleveland,  Ohio,  who  concurred 
with  me  in  my  diagnosis,  and  operating,  removed  adenoma 
from  the  uterus,  also  upon  opening  the  abdomen  found  the  left 
ovary  prolapsed  in  Douglas'  pouch,  microcystic  with  a  sclerotic 
tunic  very   marked,  and   a  warty-like  growth    attached  to  the 
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surface.  The  appendix  was  found  in  a  condition  of  chronic 
catarrhal  appendicitis  with  concretions,  and  measured  six  inches 
in  length.  After  the  operat  on  the  patient  showed  almost 
immediate  improvement  in  her  mental  attitude,  and  has  remained 
so  up  to  the  present  time. 

Case  IV. — C.  S.  Age  twenty-one.  Applied  to  me  September, 
1907,  for  relief  from  dismenorrhea  most  severe  in  type  with  most 
intense  melancholia  with  religious  tendency.  This  case  showed 
symptoms  of  the  neurotic  and  hysterical  type  in  the  severest  form 
I  have  ever  seen.  Other  than  the  dismenorrhea  and  the  neuras- 
thenia and  the  fact  that  the  neurasthenia  was  much  more 
severe  at  the  time  of  the  period,  the  menstrual  history  was 
practically  negative.  Diagnosis:  adenomatous  endometritis, 
microcystic  right  ovary,  chronic  appendicitis.  Operation,  Octo- 
ber, 1907,  curettage,  laparotomy,  with  removal  of  a  portion  of  the 
right  and  left  ovaries,  which  were  both  found  cystic.  The  appen- 
dix was  the  seat  of  chronic  inflammation,  with  kinking,  spider- 
web  adhesions,  and  concretions.  Patient  improved  somewhat 
after  the  operation.  The  following  January  symptoms  began 
to  return  and  patient  gradually  grew  worse,  suffering  more  pain 
with  period  and  of  longer  duration.  She  began  to  emaciate,  and 
in  February  had  an  attack  of  what,  from  her  description,  appeared 
to  be  an  incomplete  obstruction  of  the  bowel.  Her  physician 
had  given  her  morphine  for  the  relief  of  the  pain ;  and  when  she 
returned  to  me  for  treatment  in  May,  1908,  she  was  emaciated 
in  the  extreme  with  all  the  symptoms  possible  for  a  neurasthenic 
(weight,  94).  For  the  second  time  I  exhausted  every  form  of 
medical  and  hygienic  care,  including  hydrotherapx ,  electricity, 
and  massage  with  some  benefit,  but  no  relief  of  the  pain  and 
tenderness.  In  August,  1908,  a  second  operation  was  determined 
on,  and  the  following  conditions  were  found:  The  remaining 
portion  of  the  left  ovary  had  formed  a  cyst  the  size  01'  a  lien's 
egg  to  which  the  omentum  adhered.  The  remaining  portion 
of  the  right  ovary  had  progressed  in  this  microcystic  degen 
eration,  and  there  was  no  healthy  ovarian  tissue  left.  The 
operation  consisted  in  removal  of  all  the  degenerated  ovarian 
structure  together  with  a  considerable  piece  of  the  omentum. 
The  patient  recovered  very  satisfactorily,  and  upon  her  return 
home  was  enjoying  excellent  health,  having  gained  forty  pounds 
in  weight.  Since  her  return  I  have  received  one  letter  stating 
that  she  had  lost  some  weight,  that  the  How  is  irregular  and  at 
times  profuse,  and  that  at  times  she  has  returns  of  her  neuras- 
thenia. I  am  at  a  loss  to  account  for  the  return  of  the  flow 
as  there  was  a  complete  double  oophorectomy,  and  when  the 
patient  left  me,  four  months  after  the  operation,  she  was  in 
excellent  physical  health.  My  only  fear  is  that  she  may  have 
resumed  the  use  of  morphine. 

The  lesions  found  in  these  cases  demonstrate  the  reason  why 
medical  and  hygienic  treatment  did  not  relieve  the  symptoms. 

167  West  SEVENTY-FIRST  Steet. 
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THE  OPERATIVE    TREATMENT  OF  PELVIC 
INFECTION. 

BY 

GEORGE  H.  MALLETT,  M.  I)., 

New    York. 

All  who  have  practised  gynecology  for  the  last  fifteen  or 
twenty  years  must  review  with  interest  the  changes  in  the  method 
of  treating  pelvic  infections.  Before  asepsis  and  improved 
technic  permitted  the  abdominal  cavity  to  be  opened  with 
impunity,  palliative  measures  and  local  applications  of  iodine 
and  glycerin  tampons  were  the  sole  means  of  relief.  Then 
came  the  operative  methods.  When  in  most  cases  it  was  found 
that  the  tubes  and  ovaries  were  diseased,  or  were  thought  to  be, 
then  came  immediate  laparotomies,  performed  during  the  acute 
stage  of  the  disease,  and  followed  by  a  ruthless  sacrifice  of 
organs  and  a  high  rate  of  mortality.  A  considerable  number 
of  these  patients,  suffering  from  suppurative  diseases  who  sur- 
vived the  removal  of  their  appendages,  still  were  not  relieved 
until  the  whote  uterus  was  also  removed.  The  rule  was  then 
formulated  that,  when  the  tubes  and  ovaries  were  removed, 
the  "emasculated"  uterus  should  also  be  taken  out.  This 
rule  is  observed  by  many  operators  to-day.  Then  the  pendulum 
swung  the  other  way  and  so-called  conservative  surgery  took 
the  place  of  radicalism,  and  while  many  tubes  and  ovaries  were 
saved,  others  were  allowed  to  remain  in  such  a  diseased  condition 
that  a  subsequent  operation  was  required  for  their  removal. 

Have  we  at  the  present  time  attained  all  that  could  be  desired 
in  the  treatment  of  these  diseases?  No,  but  better  judgment  is 
being  used  in  deciding  when  to  operate  and  what  tissues  shall  be 
removed  and  what  shall  be  allowed  to  remain;  and  the  improve- 
ment has  been  very  marked,  both  in  the  greatly  reduced  mor- 
tality and  in  the  ultimate  results.  This  is  shown  by  the  mor- 
tality records  and  by  the  diminished  number  of  postoperative 
patients  at  the  hospitals  and  clinics. 

The  object  of  this  communication  is  to  recall  or  emphasize 
some  measures  that  may  be  used  against  pelvic  infection  to 
check  its  progress  and  to  treat  the  diseased  organs  and  tissues 
in  such  a  way  that  they  may  recover  their  usefulness. 

By  pelvic  infection  is  meant  an  inflammation  of  the  endome- 
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trium,  the  uterus,  the  tubes,  the  ovaries,  and  the  cellular  tissue 
of  the  pelvis,  caused  by  bacteria.  Part  of  the  pelvic  organs  or 
all  may  be  involved  in  the  inflammation. 

Pelvic  infection  is  the  most  important  of  all  gynecological 
diseases  and  causes  most  of  the  sufferings  in  gynecological 
patients,  and  more  deaths  than  all  other  gynecological  diseases 
combined,  and  operations  for  its  relief  are  more  dangerous  than 
for  other  gynecological  conditions. 

The  microorganisms  most  commonly  found  in  pelvic  infections 
are  the  gonococcus,  streptococcus  pyogenes,  staphylococcus 
pyogenes  albus,  citreus,  and  aureus,  colon  bacillus,  tubercle 
bacillus. 

Among  the  rarer  organisms  found  are  the  micrococcus  lan- 
ceolatus,  the  bacillus  lactis  aerogenes,  and  the  proteus  zenkeri. 
A  very  complete  list  of  the  bacteria  that  infec€  the  pelvis  and  their 
relative  frequency  is  given  by  Andrews  (Amer.  Jour.  Obst., 
vol.  xlix,  No.  2)  in  his  report  of  bacteriological  findings 
in  forty-two  cases  of  pyosalpinx,  and  in  the  carefully  conducted 
investigations  at  Johns  Hopkins  Hospital  the  results  of  the 
cultures  taken  from  infected  ovaries  and  tubes  and  from  the 
endometrium,  coincided  with  those  obtained  by  him. 

A  mixed  infection  may  occur,  consisting  of  the  streptococcus 
and  staphylococcus  albus  and  aureus  or  the  colon  bacillus. 
From  the  writings  of  Schwartz,  Xoeggerath,  Sanger,  and  Zweifel, 
as  well  as  the  reports  from  American  authors,  it  is  a  conservative 
estimate  to  say  that  50  per  cent,  of  all  infections  of  the  genital 
tract  are  caused  by  the  gonococcus.  As  pregnant  women  are 
infected  with  gonorrhea  in  many  cases,  a  certain  number  of 
puerperal  infections  are  caused  by  the  gonococcus.  Next  to  the 
urethra,  the  uterus  is  most  frequently  infected  with  gonorrhea, 
either  directly  or  from  the  infected  vaginal  discharges.  This 
bacteria  infects  the  previously  healthy  and  uninjured  mucous 
membrane  and  almost  always  travels  by  extension  into  the 
tubes.  There  its  progress  may  be  arrested  by  a  reactionary 
inflammation  and  the  disease  limited,  or  it  may  escape  into  the 
pelvic  peritoneum  and  set  up  a  localized  peritonitis. 

Although  the  gonococcus  is  usually  confined  to  mucous  mem 
brane,  it  has  been  found  in  the  uterine  tissue  and  has  caused  a 
general  peritonitis  and  at  other  times  has  entered   the  general 
circulation  and  caused  arthritis  ami  endocarditis. 

In  mucous  membrane  the  gonococcus  lives  indefinitely,  while 
in  an  abscess  cavity  it  readily  dies. 
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The  symptoms  of  infection  of  the  uterine  cavity  are  usually 
preceded  by  those  of  infection  of  the  urethra,  vagina,  Bartholin 
glands,  etc.  The  chief  symptoms  referable  to  the  endometritis 
are  leukorrhea,  pain,  a  feeling  of  weight  in  the  pelvis,  elevation 
of  temperature  and  its  accompanying  discomforts,  and  irregular 
menstruation.  These  vary  in  proportion  to  the  virulence  of  the 
infection  and  the  extent  of  tissue  involved. 

Palpation  shows  the  uterus  to  be  slightly  enlarged  and  very 
tender.  After  the  disease  becomes  chronic  the  only  marked 
symptoms  to  remain  are  the  leukorrhea  and  the  frequent  and 
prolonged  and  painful  menstruation. 

In  from  30  to  50  per  cent,  of  the  cases  of  gonorrhea  the  tubes 
and  ovaries  are  infected.  This  extension  may  occur  in  several 
days  or  several  months  after  the  primary  infection.  The  onset 
is  marked  by  acute  pain  in  the  ovarian  region,  slight  fever,  painful 
micturition  and  defecation.  When  pus  forms  the  patient  may 
have  chills  and  moderate  febrile  reaction. 

The  infection  that  follows  labor  or  miscarriage  or  operative 
procedures,  the  introduction  of  instruments,  intrauterine  appli- 
cations, etc.,  is  usually  caused  by  the  streptococcus  pyogenes, 
although  the  staphylococcus,  colon  bacillus,  and  saprophytic 
bacteria  have  been  found.  The  same  bacteria  tl.at  are  found 
in  wound  infection  in  other  parts  of  the  body  are  found  in  septic 
endometritis  and  pelvic  infections. 

When  infection  occurs  from  the  streptococcus  the  local  changes 
are  slight.  These  bacteria  penetrate  the  uterine  wall,  spread 
rapidly  by  the  lymphatics  or  blood-vessels  or  by  the  blood  cir- 
culation, and  rarely  by  the  tubes,  in  contrast  to  the  mode  of 
extension  of  the  gonococcus.  Mascagni  and  Poirier  have  shown 
that  the  uterus  and  its  appendages,  as  well  as  the  vagina,  is 
surrounded  by  a  dense  network  of  lymphatics,  and  that  the 
upper  part  of  the  vagina  and  around  the  cervix  is  more  richly 
supplied  with  these  vessels  than  the  other  portions  of  the  genital 
tract,  for  here  the  lymphatics  collect  before  entering  the  glands 
of  the  pelvic  floor.  The  lymph-vessels  of  the  body  of  the  uterus 
either  pass  out  through  the  mesosalpinx,  near  the  ovarian  attach- 
ment and  up  the  suspensory  ligament  of  the  ovary  to  the  lumbar 
glands  or  course  down  the  round  ligaments  to  the  dee])  inguinal 
glands. 

These  lymphatics  lie  with  the  blood- vessels  in  the  cellular 
tissue  of  the  pelvis.  The  extent  of  the  pelvic  cellular  tissue  and 
its  importance,  pathologically,  is  clearly  shown  by  A.  von  Ros- 
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thorn  in  the  beautiful  illustrations  accompanying  his  paper, 
"  Krankheiten  des  Beckenbindegewebes"  (Handbuch  der  Gyna- 
kologie,  1899). 

The  infection  of  the  streptococcus,  whether  it  results  in  exu- 
dates or  abscesses,  is  usually  asymmetrical,  differing  thus  from 
the  gonococcus. 

When  the  streptococcus  is  mixed  with  the  colon  bacillus  or 
staphylococcus  there  is  greater  local  reaction  than  in  the  pure 
infection.  The  symptoms  usually  begin  with  a  chill  and  elevation 
of  temperature  varying  with  the  severity  of  the  attack  and 
generally  ranging  from  1020  to  1040  and  pulse  ranges  from  110 
to  120.  Pain  is  usually  not  great  until  the  peritoneum*' or  peri- 
uterine tissue  becomes  involved,  and  then  it  is  usually  severe. 
The  patient  feels  ill  and  the  prostration  is  marked. 

The  uterus  is  larger,  more  doughy  and  tender  than  normal. 
If  the  infection  is  limited  to  the  uterine  cavity  the  temperature 
gradually  falls  and  the  symptoms  subside  and  the  uterus  becomes 
normal;  usually,  however,  a  chronic  endometritis  is  left. 

If  the  infection  has  extended  beyond  the  uterus,  then  the 
symptoms  become  those  of  the  parts  infected,  as  peritonitis, 
lymphangitis,  etc. 

With  streptococcus  infection  there  is  little  leukorrhea  and 
no  odor.  When  the  odor  is  present  it  is  due  to  mixed  infection, 
usually  the  colon  bacillus.  The  diagnosis  can  be  made  from  the 
history,  the  general  condition  of  the  patient,  and  by  bacterial 
examinations.  In  chronic  cases  the  history  is  of  still  more 
importance  in  determining  whether  the  infection  has  been  of 
gonorrheal  or  streptococcic  origin. 

The  gonorrheal  almost  always  extends  along  the  mucous 
membrane,  causing  purulent  tubal  inflammations  or  peritoneal 
abscesses,  generally  bilateral. 

The  streptococcic  follows  pregnancy,  uterine  traumatism,  etc., 
and  extends  through  the  lymphatics,  does  not  cause  pus  tubes  as 
a  rule,  and  is  asymmetrical. 

In  discussing  the  operative  treatment  of  pelvic  infection, 
il  is  not  my  intention  to  consider  prophylaxis  nor  palliative 
measures;  not  from  a  lack  of  appreciation  of  the  importance  of 
these  measures,  but  from  lack  of  space.  Since  il  is  a  matter  of 
common  observation  that  a  certain  proportion  of  cases  of  pelvic 
infection  recover  spontaneously,  all  means  should  be  used  to 
bring  about  this  happy  termination.  Should  the  case  be  one 
of    gonorrheal    endometritis,    our    efforts    should    be    directed 
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toward  limiting  the  disease  to  that  tissue  and  preventing  its  inva- 
sion of  the  tubes.  The  means  to  be  employed  are  the  so-called 
palliative,  and  consist  of  the  recumbent  position,  ice-bag  or 
hot-water  bag  to  lower  abdomen,  hot  vaginal  douches,  liquid 
diet,  saline  cathartics,  and  opiates  when  needed.  Should  sup- 
puration reach  the  tubes  notwithstanding  our  efforts,  the  same 
palliative  means  may  be  used  until  resolution  occurs  or  a  pyosal- 
pinx  forms.  If  resolution  does  not  occur  the  case  becomes  an 
operative  one.  If  the  diseased  structures  are  to  be  attacked 
through  the  abdominal  route,  then  the  operation  should  be 
delayed  until  the  case  becomes  chronic  and  the  pus  sterile,  as 
indicated  by  the  temperature.  A  disregard  of  this  rule  was  the 
cause  of  the  high  mortality  in  these  cases  in  former  years. 

The  writer  believes  the  best  way  to  treat  this  condition — 
tubal  infection — is  by  vaginal  section  and  drainage,  for  this  can 
be  done  with  safety  during  the  acute  stage  and  the  necessity  for 
waiting  until  the  tubes  and  ovaries  are  distended  with  pus  and 
damaged  almost  beyond  repair,  can  be  avoided. 

As  soon  as  any  induration  is  felt  in  the  floor  of  the  pelvis  or 
the  tubes  and  ovaries  are  found  to  be  enlarged  and  tender,  a 
vaginal  section  should  be  made,  regardless  of  the  temperature. 
The  tubes  are  carefully  examined  and  the  os  abdominalis  opened 
and  drained.  Inflammatory  exudates  are  separated  and  entered 
with  the  finger  whether  they  be  in  the  cellular  tissue  or  in  the 
pelvic  cavity.  The  technic  of  this  procedure  will  be  described 
later. 

When  there  is  pus  in  the  pelvis  the  vaginal  should  be  the  route 
of  election,  because  it  gives  better  drainage,  it  is  safer,  gives 
less  shock,  and  is  followed  by  less  danger  of  intestinal  adhesions. 
Recovery  is  less  ('(implicated  and  more  rapid  than  by  abdominal 
section. 

If  it  is  desired  to  enucleate  the  diseased  ovary  or  tube,  the 
abdomen  may  then  be  opened  at  the  same  sitting  with  less  danger 
and  greater  facility,  or  should  it  be  necessary  to  perform  a  sub- 
sequent operation,  the  difficulties  would  in  no  way  be  increased. 

In  operating  for  chronic  gonorrheal  tubal  or  ovarian  infection, 
it  is  my  custom  to  curette  the  uterus  and  at  that  time  to  examine 
carefully  the  pelvic  fornices  for  any  induration  or  exudate  which 
would  indicate  an  involvement  of  cellular  tissue.  Should  any 
induration  be  found,  it  should  be  incised  and  explored  with  finger 
and  then  drained  with  gauze.  The  abdomen  is  next  opened  and 
should  the  structural  changes  have  gone  so  far  in  the  tube  as  to 
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render  it  useless  or  a  menace  to  health,  it  is  extirpated  in  its  en- 
tirety or  a  plastic  operation  done  for  its  conservation. 

The  treatment  of  pelvic  injection,  caused  by  the  streptococcus, 
is  the  same  in  regard  to  the  palliative  means  as  that  of  the  gono- 
coccus.  Some  cases  recover  with  rest  in  bed,  cold  applications 
to  lower  abdomen,  restricted  diet,  hot  vaginal  douches,  saline 
cathartics,  and  opiates,  if  needed.  As  the  uteri  of  many  of  these 
cases  have  retained  products  of  conception,  sloughing  masses,  or 
infected  blood-clots,  they  should  be  cleaned  out  with  great  care 
either  with  the  finger  or  the  blunt  curette,  great  gentleness  being 
used  to  avoid  opening  new  avenues  of  infection.  This  should  be 
followed  by  an  intrauterine  douche  of  sterilized  water  or  a  mild 
antiseptic.  If  the  infection  follows  an  operation  upon  the  cervix 
or  perineum,  the  stitches  should  be  removed  and  free  drainage 
established.  However  the  infection  has  occurred,  the  treatment 
is  now  the  same.  Knowing  that  the  infection  of  the  streptococcus 
travels  by  the  lymphatics  and  along  the  blood-vessels  in  the  cellu- 
lar tissue  and  rarely  along  the  mucous  membrane,  the  periuterine 
tissue  and  the  fornices  should  be  carefully  palpated,  and  if  any 
induration  is  found,  it  indicates  that  the  process  has  extended 
beyond  the  uterus,  and  vaginal  incision  and  drainage  should 
immediately  be  performed. 

When  the  diagnosis  of  pus  in  the  pelvis  is  made,  no  lime 
should  be  lost  in  evacuating  it,  whether  the  condition  be  acute  or 
chronic,  provided  it  is  done  by  the  vaginal  route.  Dense  hardness 
in  the  cellular  tissue  usually  means  pus.  The  induration  should 
be  explored  thoroughly  with  the  finger,  and  the  pelvic  contents 
examined  bimanually  at  the  same  time.  If  the  pus  is  found  to  be 
intraperitoneal,  in  the  tube  or  ovary,  the  culdesac  is  opened  and 
the  abscess  evacuated  and  drained. 

As  mentioned  before,  it  is  my  custom,  in  chronic  cases  of 
infection  of  the  tubes  and  ovaries,  when  it  is  desirable  to  do 
conservative  work  or  to  extirpate  the  appendages,  to  open  the 
abdomen,  but  not  before  having  curetted  the  uterus  and  opened 
into  the  cellular  tissue,  should  any  induration  be  found. 

In  the  early  years  of  the  study  of  diseases  of  women  the  in- 
fection of  the  cellular  tissue  was  considered  the  prime  factor  in 
all  pelvic  inflammations,  and  all  local  measures  were  directed 
lo  the  relief  of  this  condition.  That  many  cases  resisted  lliis 
treatment  and  remained  unrelieved  is  not  surprising  in  the 
light  of  our  present  knowledge.  With  the  advance  of  abdominal 
surgery  it  was  observed  with  such  frequency  that  pelvic  inflam- 
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mation  was  caused  by  infected  tubes  and  ovaries,  that  many 
laparotomists  deny  the  primary  infection  from  any  other  source 
and  totally  ignore  the  existence  of  pelvic  cellulitis. 

For  some  years  I  have  felt  convinced  that  the  pendulum  has 
swung  too  far  toward  the  tubes  and  ovaries  and  too  far  away 
from  the  cellular  tissue  with  its  dense  network  of  lymphatics 
and  blood-vessels  in  the  treatment  of  pelvic  infection. 

Since  inflammation  of  all  these  tissues  occur  conjointly  or 
separately,  the  rational  method  would  be  to  direct  the  treatment 
to  the  tissue  affected,  whether  it  be  of  ovary  or  tube  or  cellular 
tissue,  or  of  all  combined,  as  frequently  happens. 

In  recent  literature  little  has  been  written  about  pelvic 
cellulitis.  The  German  authors  have  recognized  the  condition 
more  than  have  the  English  or  American.  In  American  text- 
books it  is  mentioned  casually  by  some  and  is  ignored  entirely  br- 
others. The  best  article  upon  pelvic  cellulitis  that  has  come  to 
my  notice  is  by  E.  C.  Dudley,  in  his  "  Principles  and  Practice 
of  Gynecology,"  and  from  which  I  quote:  "Clinical  experience 
shows  pelvic  suppuration  to  be  primarily  almost  always  in  the 
tube;  rarely  in  the  cellular  tissue  below;  and  if  perchance  an  ab- 
scess be  found  there  it  usually  gives  evidence  of  having  burst  from 
the  tube  into  the  broad  ligament.  The  above  facts  have  led  to 
a  tendency  of  late  years  especially,  among  the  laparotomists  to 
deny  the  existence  of  pelvic  cellulitis  and  to  announce  the  triple 
proposition:  that  cases  of  extrauterine  pelvic  inflamation  are, 
except  in  rare  instances  of  puerperal  origin,  essentially  of  tubal 
development;  that  ovaritis  and  peritonitis  are  always  secondary 
to  tubal  disease;  and  that  an  abscess  in  the  broad  ligament  is 
there  only  when  a  previous  infection  of  the  Fallopian  tube  has 
forced  its  way  through  the  mesosalpinx  into  the  parametrium. 
In  this  connection,  let  us  remember  that  the  disease  occurs  in 
men  who  have  no  Fallopian  tubes.  Why  should  the  cellular 
tissueof  the  pelvis  be  free  when  the  same  tissue  in  everyother  part 
of  the  body  is  subject  to  infection?  Would  it  not  be  just  as 
reasonable  to  assume  that  pleuritis  is  the  central  lesion  in  all  pul- 
monary infection  or  that  perinephritis  is  the  essential  factor  in 
all  eases  of  contracted  kidney?  The  question,  however,  is  not 
settled  by  a  priori  reasoning,  Postmortem  studies  prove  the 
frequent  existence  of  acute  cellulitic  abscess,  not  only  by  rupture 
of  a  sactosalpinx  into  the  parametric  cellular  tissue,  but  also  by 
the  direct  lymphatic  or  venous  route." 

It  is  not  my  object  to  prove  the  existence  of  pelvic  cellulitis 
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as  a  primary  infection,  but  rather  to  call  attention  to  its  exis- 
tence whether  it  be  primary  or  secondary  or  whether  it  be  called 
"perilymphangitis"  or  "periphlebitis"  and  to  suggest  its  treat- 
ment along  the  same  lines  as  is  employed  in  the  cellular  infections 
in  other  parts  of  the  body.  Since  the  infecting  bacteria  are  the 
same  and  the  tissue  is  the  same,  this  seems  but  rational.  The 
treatment  of  infected  cellulitis  is  incision  and  drainage,  and  this 
should  be  performed  whether  the  infection  be  primary  or  second- 
ary to  intrapelvic  inflammation.  In  the  latter  case  this  should 
be  done  in  conjunction  with  the  intrapelvic  operation,  whether  it 
be  abdominal  or  vaginal. 

Those  operators  who  remove  the  uterus  when  both  appendages 
are  affected  with  suppurative  disease,  do  so  for  drainage,  not  of 
the  pelvic  cavity,  because  that  could  be  done  easier  through  the 
culdesac,  but  for  drainage  of  the  lymph  spaces  and  cellular 
tissue.  This  drainage  could  be  accomplished  before  entering 
the  pelvic  cavity  by  dilating  and  curetting  the  uterus  and  by 
opening  and  draining  the  cellular  tissue  wherever  induration  is 
felt,  and  thus  the  removal  of  the  uterus  be  avoided. 

I  have  recorded  fifty-three  vaginal  sections  for  suppurative 
disease  of  the  pelvis  without  a  death  and  without  an  accident, 
and  in  but  one  instance  was  a  subsequent  abdominal  operation 
performed.  The  patient  had  a  large  pyosalpinx  on  one  side, 
which  was  opened  and  drained  from  the  vagina.  She  recovered 
promptly  and  remained  well  for  three  months.  The  other 
tube  and  ovary  which  had  appeared  healthy  at  the  time  of 
operation  became  the  seat  of  active  suppuration  and  demanded 
operative  interference.  As  this  patient  had  a  fibroid  of  the 
uterus  and  was  forty-nine  years  old,  it  was  tin  night  best  to 
perform  abdominal  hysterectomy  and  remove  the  suppurating 
appendage  at  the  same  time.  This  was  accordingly  done,  and 
the  patient  made  an  uneventful  recovery. 

The  technic  that  I  have  followed  in  performing  posterior 
vaginal  section  differs  somewhat  from  that  recommended  in  text 
books  or  from  any  that  has  come  to  my  notice.  It  is  briefly  as 
follows:  I  lie  patient  is  put  in  the  lithotomy  position  and  pre- 
pared as  usual.  The  posterior  vaginal  wall  is  depressed  by  a 
perineal  retractor  and  the  posterior  lip  of  the  cervix  is  seized 
with  bullet  forceps  and  elevated  until  the  culdesac  is  obliterated 
and  the  tissues  put  on  the  stretch,  The  mucous  membrane  of 
the  posterior  wall  of  the  vagina  is  then  seized  with  another  pair  of 
bullet  forceps  at  a  point  about  an  inch  and  a  half  below    tin 
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cervix  and  in  the  middle  line.  Slight  traction  upon  the  lower 
pair  of  forceps  will  raise  a  vertical  fold  of  mucous  membrane 
behind  the  cervix.  This  fold  is  cut  transversely  with  a  pair  of 
sharp-pointed  scissors  at  a  point  just  below  the  junction  of  the 
vagina  and  cervix.  The  cut  is  then  enlarged  on  each  side  and 
with  the  finger  the  mucous  membrane  is  separated  from  the 
peritoneum.  If  it  is  desired  to  enter  the  peritoneal  cavity,  the 
peritoneum  is  put  on  the  stretch  by  means  of  the  fixation  forceps 
and  snipped  with  scissors.  The  finger  is  then  introduced  and 
acts  as  a  protector  and  guide,  while  the  opening  is  enlarged  by 
lateral  cuts  with  the  scissors  until  the  desired  width  is 
reached. 

By  this  method  the  necessity  of  introducing  the  finger  into  the 
rectum  is  avoided  and  all  tissue  is  felt  before  being  divided. 
I  have  never  found  it  necessary  to  make  a  vertical  incision  in 
addition  to  the  transverse,  in  order  to  gain  the  required  space. 
Two  lingers  are  now  passed  into  the  pelvis  and  a  careful  exami- 
nation made.  Collections  of  pus  can  usually  be  entered  with  the 
fingers,  and  it  is  my  custom  to  penetrate  in  this  way  all  indur- 
ations whether  they  contain  pus  or  inflammatory  exudates  and 
wherever  they  are  situated  and  whether  they  fluctuate  or  not. 

If  the  pus  is  contained  in  the  tube  and  the  tissues  are  too 
dense  to  penetrate  with  the  finger,  a  long  retractor  or  possibly 
two  are  introduced  into  the  culdesac  and  the  pyosalpinx  brought 
into  view  and  opened.  All  pus  collections  having  been  opened, 
the  question  of  irrigation  comes  up.  From  my  experience  I 
prefer  not  to  irrigate  immediately,  but  after  the  first  dressing, 
which  is  usually  on  the  fourth  day,  because  there  seems  to  be 
less  reaction  and  less  to  drain  if  irrigation  is  not  practised  at  the 
time  of  operation.  The  most  important  feature  of  this  oper- 
ation is  the  drainage,  and  upon  this  depends  the  success  of  the 
procedure. 

Formerly  rubber-tube  drainage  was  invariably  used  in  the 
culdesac,  but  now  gauze  is  usually  employed,  because  experience 
has  shown  that  with  the  latter  there  is  less  temperature,  less  pain, 
and  less  care  is  required  than  when  the  tubes  are  used.  The 
rubber  tube  increases  the  suppurative  process.  The  directions 
usually  given  in  text-books  and  the  method  practised  by  most 
surgeons  is  to  pack  the  cavity  lightly  with  a  strip  of  gauze  and 
drain  into  the  vagina.  This  often  results  in  a  rise  of  temperature 
•  days  and  the  premature  closing  of  the  vaginal  incision, 
because  the  strip  of  gauze  passed  into  the  vagina,  cannot  effi- 
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ciently  drain  the  mass  above  and  the  vaginal  incision  closes 
down  upon  the  strip  and  locks  up  the  secretions. 

The  method  that  I  have  used  for  the  last  ten  years,  and  with 
most  satisfactory  results,  was  suggested  by  Dr.  E.  P.  Mallett. 
In  this,  rolls  of  gauze,  made  after  the  manner  of  the  "  cigarette 
drain,"  are  used.  These  rolls  are  about  one-half  to  three-fourths 
of  an  inch  in  diameter,  and  are  long  enough  to  reach  pus  cavi- 
ties in  any  part  of  the  pelvis.  They  are  introduced  with  for- 
ceps either  by  sight  or  are  guided  by  a  finger  of  the  other  hand 
and  passed  through  the  vaginal  incision  into  each  pus  cavity  of 
diverticulum.  The  number  of  drains  used  depends  upon  the 
size  and  number  of  the  pus  cavities;  from  two  to  six  are  generally 
required.  This  arrangement  of  drains  prevents  the  incision  from 
closing  and  checks  the  hemorrhage  of  small  vessels  by  pres- 
sure, and  yet  does  not  interfere  with  the  drainage,  for  the 
secretions  pass  through  the  gauze  and  through  the  spaces  between 
the  rolls.  It  is  my  custom  to  use  the  rubber  tissue  covering  for 
the  rolls,  to  facilitate  their  removal,  but  this  is  not  essential. 
The  drains  remain  in  place  until  the  fourth  day,  unless  there  is 
considerable  rise  of  temperature,  and  in  that  case  they  are  re- 
moved earlier.  When  they  are  removed,  the  cavity  is  irrigated 
with  peroxide  of  hydrogen  and  followed  by  a  saline  solution,  and 
a  smaller  number  of  rolls  of  gauze  are  introduced.  This  dressing 
is  repeated  every  second  day  and  the  number  of  drains  di- 
minished until  the  drainage  ceases  and  the  incision  is  allowed  to 
close.  After  the  operation  the  patient  is  placed  in  the  so-called 
Fowler  position  until  after  the  fourth  day,  when  she  is  allowed 
to  sit  up. 

Among  the  patients  operated  upon,  collections  of  pus  were 
found  in  one  or  both  tubes,  in  the  ovaries,  in  the  lubes  and 
ovaries  combined  (tuboovarian  abscess).  Pus  was  found  in  the 
culdesac,  in  the  cellular  tissue  anterior  to  the  uterus  and  in  the 
folds  of  the  broad  ligaments. 

As  most  of  these  cases  were  hospital  patients,  it  has  been  impos- 
sible to  follow  many  of  them  in  after-life.  Within  the  past  year 
sixteen  were  traced,  and  they  all  reported  to  be  in  good  health. 

i  Ma-  ni  these  was  a  case  of  ovarian  abscess  which  was  incised 
and  drained  thirteen  years  ago,  and  she  has  remained  well  ever 
since.  This  case  was  remarkable  because  the  tubes  and  other 
ovary  appeared  to  be  perfectly  healthy,  and  yet  the  infection  was 
undoubtedly  gonorrheal,  showing  that  the  infection  of  the 
ovary  probably  occurred  through  the  lymphatics. 
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Another  patient  was  a  chorus  girl  who  had  two  large  tubal 
abscesses  undoubtedly  gonorrheal.  They  were  incised  and 
drained  seven  years  ago,  and  she  has  followed  her  vocation  with 
comfort  ever  since. 

In  several  of  these  cases  of  pus  in  the  pelvis  it  was  necessary 
to  explore  the  pus  cavity  and  break  up  the  adhesions  two  and, 
in  one  case,  three  times  before  a  cure  resulted.  This  was  done 
with  the  linger  while  the  patient  was  under  chloroform.  These 
subsequent  procedures  were  made  necessary  by  overlooked 
abscesses  in  the  pelvis  or  too  early  removal  of  the  drains. 

Xo  subsequent  pregnancy  has  occurred  among  this  class  of 
my  patients. 

In  1895  it  was  my  pleasure  to  hear  the  late  Dr.  F.  Henrotin 
read  a  paper  before  the  American  Gynecological  Society,  entitled 
''Conservative  Surgical  Treatment  of  Para-  and  Periuterine 
Septic  Disease."  It  was  a  strong  plea  for  early  vaginal  incision 
and  drainage  in  acute  cases  of  pelvic  inflammation,  and  im- 
pressed me  so  much  that  I  have  practised  that  method  whenever 
the  opportunity  offered.  As  Dr.  Henrotin  has  said,  these  acute 
cases  are  seldom  seen  in  the  hospital  operating-rooms,  but 
frequently  in  consultation.  The  two  cases  related  by  him 
were  infected  by  the  streptococci,  but  as  the  histories  of  the 
others  were  not  given,  the  nature  of  the  bacteria  is  not  men- 
tioned, but  the  principle  of  early  operative  interference  was 
carried  out. 

A  certain  proportion  of  cases  of  infection,  whether  gonorrheal 
or  streptococcic,  get  well  without  involving  the  appendages 
or  the  lymphatics,  and  therefore  the  accepted  teaching  is  to  do 
nothing  beyond  palliative  measures  or  possibly  to  curette  until 
collections  of  pus  form  or  systemic  infection  occurs;  then  they 
are  operated  upon  with  considerable  risk  to  their  lives  and  their 
pelvic  organs. 

The  rule  should  be  that  whenever  the  infection  has  extended 
beyond  the  uterus,  as  shown  by  induration  of  the  cellular  tissue 
or  swelling  of  the  tubes,  vaginal  incision  and  drainage  should  be 
performed.  I  have  followed  this  method  in  eleven  cases  pre- 
sumably of  streptococcic  infection,  and  the  results  have  been 
most  satisfactory. 

One  was  a  postoperative  case.  The  patient  was  a  young 
married  woman.  She  had  been  curetted,  her  cervix  and  peri- 
neum repaired.  The  abdomen  was  then  opened  and  her  appen- 
dix  removed   and   uterus   suspended,    all   at  one   sitting.     The 
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ovaries  and  tubes  were  found  to  be  normal.  There  was  little 
or  no  reaction,  and  her  recovery  seemed  all  that  could  be  desired. 
On  the  fourteenth  day,  having  a  normal  temperature,  she  was 
permitted  to  sit  up  in  bed,  and  was  to  have  been  out  of  bed  on  the 
day  following.  She  was  taken  with  a  severe  chill  and  her  tem- 
perature and  pulse  were  found  to  be  1030  and  no,  respectively. 
She  had  no  localized  pain  or  tenderness,  but  felt  and  looked 
extremely  ill.  Twelve  hours  later  her  temperature  had  reached 
1040  and  pulse  120.  She  was  examined  carefully  and  nothing 
was  found  to  account  for  her  condition.  The  cervix  and  peri- 
neum had  healed,  and  the  catgut  sutures  had  disappeared.  In 
another  twenty-four  hours,  or  two  days  after  the  begirfning  of  the 
attack,  her  temperature  in  the  night  registered  105. 8°  and  pulse 
130.  The  next  day  or  the  third  of  her  illness  some  induration 
was  felt  behind  and  to  the  left  of  the  cervix.  This  induration 
was  so  slight  that  it  seemed  hardly  possible  to  account  for  her 
symptoms,  but  no  other  abnormality  could  be  found.  She 
was  immediately  put  under  an  anesthetic  and  the  mucous  mem- 
brane behind  the  cervix  was  divided  with  the  scissors  as  before 
described.  The  finger  was  inserted  into  the  cellular  tissue  and 
the  indurated  mass  penetrated  and  drained  with  two  cigarettes. 
The  induration  was  at  the  base  of  the  left  broad  ligament,  and 
no  pus  could  be  distinguished  when  it  was  opened;  only  what 
appeared  to  be  serum  and  some  pyogenic  tissue.  As  all  else 
in  the  pelvis  appeared  normal,  there  was  nothing  to  do  but 
await  results.  Her  leukocyte  count  the  day  the  vaginal  incision 
was  made  was  found  to  be  30,000.  In  a  few  hours  after  the 
vaginal  incision  her  pulse  and  temperature  began  to  go  down,  and 
she  improved  almost  as  rapidly  as  she  had  become  ill.  On  the 
fourth  day  after  this  operation  she  had  another  rise  of  tem- 
perature, this  time  to  1030,  and  it  was  found  that  the  drains  had 
been  removed  too  soon  and  the  secretions  retained.  The  opening 
and  the  cavity  were  then  enlarged  with  the  finger  and  mure  drains 
introduced,  and  the  temperature  went  down  promptly  and  the 
recovery  was  uninterrupted. 

Another  ease  was  that  of  a  young  married  woman  seen  in 
consultation.  She  had  missed  two  periods  and  had  had  an 
aboi  tion  induced.  When  seen  on  the  third  day  of  her  illness  her 
temperature  was  1"-1  and  pulse  120.  The  uterus  was  large  and 
boggy,  but  quite  movable;  no  induration  was  felt  in  the  cellulai 
tissue.  The  uterus  was  then  gently  curetted  and  some  products 
of  conception  removed.     Alter  this  she  improved  for  two  days, 
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and  her  temperature  and  pulse  went  down  to  nearly  normal, 
but  on  the  third  day  after  the  curetting  she  began  to  complain 
of  intense  pain  in  the  pelvis  and  her  temperature  went  up  to 
103°.  At  this  time  an  examination  revealed  an  indurated  mass 
in  the  upper  posterior  wall  of  the  vagina  between  the  culdesac 
^nd  the  rectum. 

The  patient  was  immediately  anesthetized  and  a  transverse 
incision  made  behind  the  cervix.  The  finger  was  introduced  and 
the  mass  penetrated.  Bloody  serum  was  liberated  and  the 
cavity  drained  with  two  rolls  of  gauze.  In  a  few  hours  the  pain 
subsided  and  the  temperature  began  to  go  down,  and  by  the 
fourth  day,  when  the  drains  were  changed,  the  temperature 
and  pulse  were  normal.  The  patient  made  an  uninterrupted 
recovery. 

Another  case,  very  similar  to  the  last,  was  that  of  a  young 
woman  who  had  gone  ten  days  over  her  period.  She  had  at- 
rempted  to  bring  this  on  by  means  of  a  rubber  catheter  contain- 
ing a  stylet.  By  standing  with  one  foot  upon  the  seat  of  a  chair 
and  the  other  foot  upon  the  floor,  she  had  passed  this  instrument 
into  the  uterus.  The  operation  was  followed  by  some  bleeding 
and  pain,  but  to  make  assurance  doubly  sure,  the  instrument 
was  introduced  again  on  the  following  day  and  more  bleeding 
resulted.  The  next  day  she  had  a  chill  and  high  fever  and  in- 
tense  pelvic  pain  and  a  moderate  flow.  She  was  seen  by  me 
on  the  seventh  day.  Her  temperature  was  1040  and  pulse  130. 
The  uterus  was  larger  than  normal  and  fixed  in  the  pelvis  and 
excessively  tender.  An  indurated,  ill-defined  mass  was  felt  on 
the  left  side  of  the  cervix.  An  immediate  operation  was  ad- 
vised and  performed  the  same  day.  The  uterus  was  curetted, 
and  a  posterior  vaginal  incision  was  made  and  the  finger  was 
worked  into  the  tissue  and  the  mass  penetrated.  It  proved  to 
be  an  abscess  in  the  left  broad  ligament.  About  an  ounce  of 
pus  was  evacuated,  and  the  customary  drains  were  inserted. 
The  recovery  was  rapid  and  uneventful. 

In  the  three  cases  mentioned  the  peritoneal  cavity  was  not 
opened,  but  it  would  have  made  no  difference  had  it  been,  for  in 
several  other  cases  the  peritoneum  was  penetrated  and  no  harm 
resulted. 

The  treatment  of  acute  gonorrheal  salpingitis  and  ovaritis  by 
vaginal  incision  and  drainage  is  simplified  in  many  cases  by  the 
fact  that  when  suppuration  occurs  in  the  appendages,  the  swell- 
ing is  so  great  that  they  gravitate  into  the  culdesac,  where   they 
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can  be  easily  reached  from  the  vagina.  If  the  tubes  are  not  pal- 
pable the  inflammation  is  probably  not  virulent  and  recovery 
vvill  occur  spontaneously,  but  if  the  tubes  can  be  palpated  or 
there  is  induration  in  the  cellular  tissue,  then  vaginal  incision 
and  drainage  should  be  performed.  Care  must  be  exercised  in 
the  after-treatment  of  these  cases  because  of  the  tendency  of 
the  opening  in  the  tube  to  close  and  stop  the  drainage,  but  by 
attention  to  this  detail,  many  tubes  can  be  saved  from  further 
disorganization  and  restored  to  usefulness. 

Before  performing  vaginal  section  the  uterus  should  always  be 
curetted  thoroughly  and  an  application  of  pure  carbolic  acid  fol- 
lowed by  alcohol  be  made   to   the  endometrium. 

In  this  communication  the  writer  has  endeavored  to  call  atten- 
tion to  the  importance  of  early  vaginal  section  and  drainage  in 
pelvic  infections,  its  value  in  all  cases  of  pel  vie  suppurative  disease, 
whether  acute  or  chronic,  and  to  urge  the  drainage  of  inflamed 
cellular  tissue  by  vagina,  especially  in  those  cases  where  the  ap- 
pendages are  removed  by  laparotomy,  and  the  uterus  was  formerly 
sacrificed  in  the  so-called  radical  operation.  By  the  use  of  this 
drainage  it  will  not  be  necessary  to  remove  the  uterus  for  the 
relief  of  symptoms.  The  uterus  in  itself  is  a  relatively  harmless 
organ,  and  the  symptoms  attributed  to  it  are  caused  by  peri- 
uterine inflammations  and  adhesions — much  more  frequently 
by  the  periuterine  inflammation  than  by  adhesions. 

The  patients  suffering  from  pelvic  infection  are  usually 
young  women,  and  the  loss  of  their  ovaries  and  tubes  is  of  con- 
siderable importance  to  them  as  the  symptoms  of  artificial 
menopause  are  usually  pronounced  and  the  atrophic  changes 
frequent;  but  the  ultimate  results  in  this  class  of  cases  is  fortu- 
nate as  compared  with  some  that  come  under  observation  after 
the  uterus  has  also  been  removed.  In  them  senile  atrophy  occurs 
to  such  an  extent  that  sexual  intercourse  is  prevented  or  inter- 
fered with  or  they  are  rendered  miserable  by  a  senile  vaginitis  that 
resists  all  forms  of  treatment.  They  become  mentally  morbid 
and  are  unhappy  in  their  domestic  life.  <  >ne  of  these  patients 
will  do  more  to  prejudice  the  laity  against  surgery  than-  all 
that  could  be  written  or  said  by  mental  healers  or  osteopaths. 

At   the  present  time  these  unfortunates  are  not  so  numerous 
as  in   former  years.     If  by  early  surgical   intervention   disease 
may  be  arrested  and  tissue  and  organs  saved,  then  an  important 
step  in  true  conservatism  has  been  made. 
244  West  Seventy-third  Street. 
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Mv  apology  for  choosing  this  subject  is  that  it  has  received 
too  little  attention.  We  are  all  apt  to  interest  ourselves  in  some 
rare  condition  that  is  seldom  met  by  the  general  practitioner 
and  to  neglect  the  details  of  our  every-day  practice,  many  of 
which  could  be  vastly  improved. 

Hirst  gives  three  causes  for  laceration  : 

i.  A  relative  disproportion  in  size  between  the  outlet  of  the 
birth-canal  and  any  part  of  the  fetus,  which  makes  the  escape 
of  the  latter  a  physical  impossibility  without  a  laceration. 

2.  Such  a  rapid  expulsion  of  any  part  of  the  fetal  body  that 
the  maternal  tissues  cannot  gradually  dilate,  but  give  way 
before  the  sudden  strain  imposed  upon  them. 

3.  Any  abnormality  in  the  mechanism  of  labor  which  forces 
the  presenting  part  backward  against  the  center  of  the  perineum 
and  prevents  its  propulsion  forward  under  the  symphysis  pubis. 

In  the  first  category  may  be  classed  abnormal  presentations 
which  may  or  may  not  be  corrected. 

Lacerations  from  the  second  and  third  causes  can,  as  a  rule,  be 
prevented  by  the  proper  treatment  and  the  number  resulting 
from  the  first  cause  can  be  greatly  reduced. 

As  to  the  frequency  of  lacerations,  Olshausen  finds  2 1  per  cent, 
in  primiparae  and  4.7  per  cent,  in  multiparas.  According  to 
Winkel,  1  1.5  per  cent,  of  primiparae  need  repair  of  the  perineum. 
Hecker  finds  only  14  per  cent,  of  women  bearing  the  first  child 
alter  the  age  of  thirty  requiring  the  repair  of  the  perineum, 
evidently  a  difference  in  judgment  as  to  those  needing  repair. 
J.  C.  Wood,  in  his  "Gynecology,"  states  that  one-third  of  all 
primiparae  have  lacerations.  Shroder  found  a  rupture  of  the  peri- 
neum in  34.5  per  cent,  of  primiparae  and  9  percent,  of  multipara. 

To  describe  the  different  methods  proposed  by  obstetric 
writers  for  the  prevention  of  injuries  to  the  perineum  would  take 
much  time  and  be  of  no  practical  value. 

The  methods  generally  in  vogue  at  the  present  and  probably 
the  earliest  methods  used  may  be  summed  up  in  these  two  princi- 
ples: support  the  perineum  and  retard  the  expulsion  of  the  child. 
♦Read  before  the  Medical  Society  of  Amsterdam,  Maj    i,  1900. 
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In  1810  Michaelis  advised  incision  of  the  posterior  commissure, 
while  Eichelbery  advised  making  the  incision  on  the  sides,  the 
operation  now  known  as  episiotomy.  These  methods  are  now 
branded  as  meddlesome  midwifery  and  should  be  relegated 
to  the  dusty  shelves  of  obscurity  and  forgotten. 

Meigs,  in  his  "Treatise  on  Obstetrics,"  published  in  1S49,  says, 
"I  have  waited  six  hours  by  the  bedside  after  the  vertex  has 
begun  to  jut  out  between  the  labia,  the  patient  all  the  while 
suffering  severe  labor  pains  which  vainly  tended  to  expel  the 
head."  I  think  it  would  be  very  difficult  at  the  present  day  to 
find  a  practitioner  who  would  wait  that  length  of  time  if  he  had 
his  forceps  with  him.  He  also  states  that  a  towei  should  be 
held  against  the  perineum  to  support  it  during  the  pains,  also  to 
hold  the  head  back  if  pains  are  strong  and  there  is  danger  of 
laceration. 

Goodell  advises  introducing  a  finger  into  the  rectum  and 
raising  the  head  during  the  expulsive  effort.  This  procedure  is 
not  consistent  with  aseptic  midwifery,  and  besides  it  is  more 
likely  to  cause  rupture  than  to  prevent  it. 

Jewett,  in  the  "American  Text-book  of  Obstetrics,"  describes 
very  minutely  how  to  manage  the  second  stage  of  labor  to 
prevent  laceration  by  placing  the  patient  on  the  left  side  and 
holding  the  fingers  and  thumbs  in  a  certain  position  on  the  head 
and  on  the  maternal  parts.  These  minute  details  appear  weU 
in  print,  but  in  practice  the  results  do  not  justify  the  means. 

The  method  discovered  by  the  author  in  July,  1899,  and 
published  in  the  Medical  Council  in  September  of  the  same 
year,  is  as  follows:  After  the  cervix  uteri  is  dilated  to  the  size 
of  a  silver  dollar  or  a  little  larger  and  labor  pains  are  active,  the 
dilating  bag  of  Champetier  de  Ribes,  or  one  of  its  modifications, 
is  boiled,  lubricated,  and  introduced  into  the  vagina.  A  bulb 
syringe  is  connected  with  the  tube,  and  while  the  bag  is  held  in 
place  with  one  hand  the  other  slowly  forces  a  warm  antiseptic 
solution  or  sterile  water  into  the  bag  until  it  is  filled.  The  tube 
is  then  secured  by  clamp  or  stop-cock  and  the  bag  left  to  be 
expelled.  The  bag  must  be  filled  slowly,  as  the  rapid  dilatation 
causes  increase  of  pain  and  may  do  harm  to  the  maternal  parts. 
Fifteen  to  twenty  minutes  should  be  occupied  in  filling  the  bag. 

The  author  has  been  in  the  habit  of  administering  a  little 
chloroform  while  filling  the  bag,  especially  with  nervous  patients. 
When  hyoscine  and  morphine  have  been  used,  chloroform  is  not 
necessary.     A  large  pad  "i  gauze  01  cotton  is  wrung  oul  of  an 
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antiseptic  solution,  a  hole  made  through  the  center  and  slipped 
over  the  tube  against  the  vulva.  After  the  bag  is  introduced, 
it  must  be  held  during  each  pain  to  prevent  premature  expulsion 
which  might  cause  laceration. 

The  following  are  some  of  the  advantages  of  the  bag:  If  the 
pains  have  previously  been  of  cramp-like  character,  they  are 
at  once  changed  to  the  expulsive  type,  which  many  patients  say 
is  a  great  relief.  For  a  short  time  the  pains  are  more  frequent 
and  harder,  but  as  the  parts  bcome  accustomed  to  the  distention, 
the  contractions  appear  at  normal  intervals. 

With  the  bag  in  place  every  pain  accomplishes  a  double  pur- 
pose. While  the  head  is  dilating  the  cervix  and  wedging  its 
way  through  the  superior  strait,  the  bag  is  being  crowded  down 
by  the  head  and  is  slowly  dilating  the  soft  parts.  Thus  the 
second  stage  is  materially  shortened. 

The  cervix  which  is  pressed  between  the  bag  and  the  head 
dilates  more  rapidly  than  it  otherwise  would. 

The  presence  of  the  bag  in  the  vagina  stimulates  the  secreting 
glands  and  thus  keeps  the  passage  well  lubricated. 

You  all  know  how  frequently,  during  the  second  stage,  the 
pains  become  inefficient.  The  patient  does  not  seem  to  have 
the  power  or  the  desire  to  bear  down.  Then  is  the  time  we 
usually  administer  oxytocics  and  endeavor  to  stimulate  the  lag- 
ging pains  by  friction  over  the  abdomen  or  by  pressing  the 
finger  against  the  cervix,  or  if  in  a  hurry  instruments  are  applied 
and  a  laceration  is  the  result.  With  the  bag  these  measures  are 
usually  unnecessary  as  we  have  complete  control  over  the  pains. 
[f  we  think  a  pain  is  a  little  tardy  a  slight  pull  on  the  bag  will 
immediately  bring  on  the  pain.  If  the  pain  is  too  short,  slight 
traction  on  the  bag  will  cause  the  patient  to  bear  down  as  long  as 
desired.  If  the  expulsive  efforts  are  too  strong,  then  the  bag 
should  be  held  back  in  order  to  prevent  stretching  the  perineum 
too  rapidly. 

Many  instrumental  deliveries  can  be  avoided  and  labor  ter- 
minated naturally  in  a  reasonable  length  of  time  and  without 
laceration  by  using  the  bag. 

The  direction  of  the  force  is  always  toward  the  outlet  and  not 
toward  the  center  of  the  perineum,  as  sometimes  occurs. 

The  shape  of  the  bag  will  at  once  appeal  to  you  as  being  the 
best  means  for  dilating  the  perineum.  If  you  were  going  to 
split  a  log  you  would  not  hit  it  with  the  head  of  the  ax,  but  with 
the  blade.      It'  vmi  were  going  to  run  an  engine  through  a  snow 
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drift  you  would  put  on  a  snow  plow.  If  you  were  going  to 
dilate  the  urethra  you  would  not  try  to  introduce  the  largest 
sound  first,  but  would  choose  one  which  would  pass  easily,  and 
gradually  increase  the  size  till  the  largest  one  could  pass.  Why, 
then,  expect  a  child's  head  to  pass  safely  through  a  narrow 
vaginal  outlet  without  rupturing  it?  Is  not  the  bag  a  more 
practical  dilator?  The  child's  head  is  rigid,  unyielding,  and 
blunt;  the  bag  is  flexible  and  conical. 

The  head  comes  down  during  the  pain  and  then  recedes,  making 
the  dilatation  spasmodic.  The  bag  exerts  continuous  pressure 
and  thus  paralyzes  the  muscles.  The  head  is  suddenly  forced 
through  an  undilated  outlet.  The  bag  is  graduaHy  expelled, 
dilating  as  it  passes.  It  is  not  because  the  perineum  is  incapable 
of  dilating  sufficiently  to  allow  the  child  to  pass  that  it  is  lacer- 
ated, it  is  because  the  child  is  forced  through  before  it  has  time 
to  dilate. 

As  the  bag  is  about  to  be  expelled,  it  should  be  constantly 
held  in  order  to  get  the  full  benefit  of  its  largest  diameter.  The 
time  occupied  in  expelling  the  bag  is  usually  from  one  to  two 
hours,  depending  on  the  elasticity  of  the  tissues.  The  head 
usually  follows  close  behind.  In  one  case  the  effort  which 
expelled  the  bag  brought  head  and  shoulders  of  the  child.  In 
another  case  after  the  bag  was  expelled  the  patient  raised  on  her 
elbow  to  vomit.  The  effort  of  vomiting  expelled  the  head 
without  any  abdominal  pain. 

When  the  presenting  part  is  much  larger  than  the  bag,  a  little 
chloroform  should  be  given  as  it  passes  over  the  perineum. 
The  head  should  be  held  back,  and  between  pains  gradually 
worked  out  by  carefully  pressing  the  tissues  back  around  it  while 
it  is  being  pushed  up  from  under  the  pubic  arch  by  a  hand 
placed  behind  the  anus. 

It  is  not  necessary  to  state  that  great  care  must  also  be  exei 
cised  in  delivering  the  shoulders,  as  a  laceration  may  occur  at 
this  stage  after  the  head  has  passed  through  safel) 

In  smile  cases  it  becomes  necessary  to  use  forceps.  In  this 
event  the  application  and  extraction  are  much  facilitated  while 
tin    d;m^;-i  ui  laceration  is  greatly  reduced. 

The  author's  record  with  the  bag  is  as  follows:  The  bag  has 
been  used  in  eighty-seven  cases,  all  primiparae  except  two,  each 
of  which  had  shortly  before  had  a  perineorrhaphy.  Out  of  the 
eight  v  st\  en  cases  twelve  were  instrumental,  and  out  of  the  W  hole 
series  there  were  but  three  lace- rat  ions,  which  gives  approximately 
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31/2  per  cent.  In  the  first  case  the  bag  was  expelled  prematurely 
while  not  being  held.  This  caused  a  slight  laceration  which 
was  somewhat  enlarged  by  the  birth  of  the  child.  The  second 
case  was  instrumental.  The  third  was  a  very  difficult  instru- 
mental case,  the  laceration  being  caused  by  the  forceps  slipping 
off. 

While  at  the  New  York  Post-Graduate  in  1902  it  was  the 
author's  privilege  to  listen  to  a  lecture  by  Dr.  John  Osborn 
Polak,  of  Brooklyn,  in  which  he  demonstrated  the  use  of  the  bag 
for  the  prevention  of  laceration.  He  had  incidentally  dis- 
covered its  use  for  this  purpose  by  using  it  inside  the  uterus  to 
replace  the  bag  of  water  in  a  dry  labor.  The  case  progressed 
so  smoothly  that  the  bag  was  allowed  to  remain  till  it  was  ex- 
pelled. The  results  obtained  in  this  case  influenced  him  to  use 
it  in  other  cases  as  a  perineal  dilator,  and  at  the  time  referred  to 
he  was  using  it  in  nearly  all  primiparae  in  his  private  and  hospital 
practice. 

In  a  recent  letter  from  Dr.  Polak,  in  reply  to  inquiry  regarding 
his  experience  with  the  bag,  he  states  that  he  is  still  using  the 
modified  Champetier  bag  which  is  now  known  as  the  Voorhees 
bag;  that  his  results  are  less  than  5  per  cent,  of  lacerations  in 
primiparae  against  about  30  per  cent,  in  unprepared  vaginas. 
He  says:  "I  find  it  difficult  to  educate  men  in  the  use  of  the 
bag,  and  unless  it  is  done  cleanly  it  increases  risk  of  infection." 

The  author  has  never  had  a  case  of  infection  following  the  use 
of  the  bag.  If  the  genitals  are  properly  cleansed  and  the  bag 
boiled  there  is  no  reason  why  infection  should  result. 

Dr.  Richard  C.  Norris,  in  the  Amer.  Jour.  Obst.,  Septem- 
ber, 1908,  says:  "It  is  my  experience  that  next  to  a  disregard 
oi  aseptic  technic,  the  early  application  of  forceps  before  com- 
plete dilation  is  the  general  practitioner's  greatest  obstetric 
sin  oi  commission.  His  sin  of  omission  is  his  failure  to  use 
skillfully  a  dilating  bag.  The  practical  application  of  the 
methods  for  opening  the  birth  canal,  secundum  artem,  are  the 
most  important  advances  in  modern  obstetrics  and  not  the 
leasl  ol  these  advances  are  the  improved  dilating  bags  to  assist  a 
delayed  labor  and  prevent  in  great  measure  the  lacerations  thai 
formerly  so  frequently  resulted  from  instrumental  aid  to  delivery. 
Meddlesome  midwifery'  was  an  apt  term  for  the  preaseptic 
days  Helpful  midwifery'  should  now  be  substituted,  but 
only  by  those  who  can  invade  the  birth-canal  with  a  technic 
equal  to  that  of  the  abdominal  surgeon." 
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He  further  says:  "To  stimulate  uterine  contractions  and 
hasten  dilation  I  ordinarily  use  the  Voorhees  bag.  When  a  for- 
ceps operation  is  likely  to  follow,  the  Pomeroy  bag  is  chosen  for 
primipara?.  Its  efficient  dilation  of  the  lower  birth-canal 
surpasses  all  other  means  for  that  purpose;  its  only  drawback 
being  the  necessity  for  an  anesthetic  to  relieve  the  pain  caused 
by  its  introduction  in  primiparous  women." 

In  conclusion  I  wish  to  say  that  there  is  no  method  known  to 
medical  science  which  gives  us  such  complete  control  over  the 
second  stage  of  labor,  so  effectually  prevents  lacerations  of  the 
perineum,  and  gives  us  the  desired  end  results  as  does  the  intelli- 
gent use  of  the  hydrostatic  bag. 

So  far  as  the  author  has  been  able  to  ascertain,  the  article  in 
the  Medical  Council,  Aug.,  1899,  pages  270  and  271,  was  the  first 
publication  of  this  method  for  the  prevention  of  perineal  lacer- 
ations. 

145  East  Main  Street. 


INDUCTION    OF   LABOR   AT   TERM    AS   A    MATTER   OF 
ROUTINE.- 
by 
ADAM  H.  WRIGHT,  B.  A.,  M.  D.,  M.  R.  C.  S.  (Eng.), 


For  the  purposes  of  this  paper  it  will  be  considered  that  the 
duration  of  an  ordinary  pregnancy  is  about  270  days,  or  nine 
calendar  months,  at  the  end  of  which  time  the  patient  has  reached 
full  term.  It  will  also  be  supposed  that  pregnancy  may  be,  and 
is  frequently,  prolonged  three,  four,  or  five  weeks  after  term. 

The  following  is  a  brief  report  of  a  case  not  unusual  in  obstet- 
rical practice.  Mrs.  A.,  aged  thirty-five,  IY-para,  suffered 
considerably  from  vomiting  early  in  pregnancy,  and  other  effects 
of  toxemia  at  a  later  stage.  She  expected  labor  Januarv  1, 
and  made  arrangements  accordingly.  At  the  end  of  four  weeks 
thereafter  there  were  no  signs  of  labor.  Patient  became  very 
weary,  sleepless,  and  depressed.  Her  husband  became  cross 
and  angry,  as  he  wanted  to  go  to  British  Columbia,  but  was 
afraid  to  leave  his  wife  before  confinement  on  account  of  her 
serious  condition.  Apart  from  this  disappointment  he  was  not 
*Rcad  before  the  Toronto  Academy  of  Medicine,  February  iS,  1909. 
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pleased  about  paying  Si 8.00  a  week  to  the  waiting  nurse  who 
was  engaged  for  January  1.  The  accoucheur  started  for  Europe 
January  28,  leaving  in  his  place,  however,  a  competent  man. 
The  newcomer  had  rather  a  sorry  time  for  five  days,  but  was 
much  pleased  when  labor  commenced,  February  2.  The  labor 
was  prolonged  and  very  difficult,  forceps  being  used  finally. 
The  child,  well-formed,  healthy-looking,  and  weighing  12  1  2 
pounds,  died  in  half  an  hour.  The  mother  was  seriously  ill  for 
manv  weeks,  confined  to  her  bed  for  four  months,  and  now, 
four  vears  after,  has  not  fully  recovered  strength. 

This  case  illustrates  very  well  the  fact  that  unduly  prolonged 
pregnancv  involves  serious  danger  to  mother,  and  child,  and 
great  inconvenience  and  worry  to  friends,  nurse,  and  physician. 

These  evils  are  generally  recognized,  and  many  obstetricians 
say  we  should  induce  labor  before  grave  dangers  arise,  but  the 
recommendations  made  are  not  sufficiently  definite  to  be  of  much 
use,  especially  to  general  practitioners.  The  majority  of  obstet- 
ricians consider  that  the  induction  of  labor  is  a  serious  inter- 
ference with  Nature's  work,  involving  some  danger.  If,  however, 
we  can  perform  the  operation  in  such  a  way  that  it  causes  no 
danger,  or  at  least  very  much  less  danger  than  the  prolongation 
of  the  pregnancy,  to  the  patient,  we  might  justly  conclude  that 
early  interference  after  term  is  not  only  justifiable  but  advisable. 
Those  who  have  given  up  the  barbarous  methods  adopted  in 
so-called  accouchement  force  are  now  inducing  premature  labor 
by  simpler  means  and  with  much  less  danger  to  patients  as 
compared  with  the  results  of  a  few  years  ago. 

During  the  last  three  years  I  have  followed  a  rule  which  I 
have  been  reluctant  to  describe  until  I  had  sufficient  experience 
to  enable  me  to  recommend  it  with  confidence  to  others.  Thus 
far  I  am  well  pleased  with  the  results.  My  rule  is  to  commence 
to  induce  labor  within  three  days  after  the  patient  has  reached  term 
as  a  matter  of  routine  in  all  cases. 

The  following  reports  will  illustrate  to  some  extent  the  methods 
employed  and  the  results  obtained. 

Mrs.  B.,  aged  thirty.  Second  pregnancy.  Expected  con- 
finement June  10.  On  the  evening  of  June  10  the  nurse  was 
summoned,  and  on  her  arrival  prepared  the  patient  for  labor. 
On  the  following  morning  a  vaginal  tampon  was  introduced, 
after  which  the  patient  got  up  and  went  about  the  house  as  usual 
suffering  no  inconvenience  from  the  tampon.  Next  morning, 
June    12,    the   tampon   was   removed    and   another   introduced. 
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When  this  was  removed  on  the  following  day,  June  13,  the  cervix 
was  softened,  os  softened  and  slightly  dilated,  pelvic  floor  and 
vulva  softened  and  dilatable.  A  bougie  was  then  introduced 
into  the  uterus  and  a  tampon  into  the  vagina.  Uterine  con- 
tractions commenced  about  midnight,  fourteen  hours  after 
introduction,  and  the  child  was  born  four  hours  after.  Easy 
labor. 

Mrs.  C,  aged  forty.  Fourth  pregnancy.  Had  one  convulsion 
in  second  month  and  afterward  serious  symptoms  of  melan- 
cholia. When  five  months  advanced,  a  consultation  was  held, 
but  it  was  decided  not  to  empty  the  uterus  then.  Expected 
confinement  July  14.  No  sign  of  labor  July  15.  After  prep- 
aration a  vaginal  tampon  was  introduced.  On  the  next  day, 
July  16,  the  tampon  was  removed  and  a  second  introduced. 
Labor  commenced  six  hours  after,  the  parts  being  fully  dilated  in 
five  hours.     Easy  forceps  delivery. 

Mrs.  D.,  aged  thirty-two.  Third  pregnancy.  Expected  con- 
finement August  15.  No  sign  of  labor  August  18.  Introduced 
tampon,  and  the  patient  got  up  and  went  about  as  usual.  Next 
day,  August  19,  removed  tampon  and  introduced  second  tampon. 
August  20,  removed  this  tampon  and  introduced  bougie.  There 
was  some  resistance  after  the  bougie  had  been  passed  apparently 
three  inches  within  the  uterus,  but  with  a  little  coaxing  this  was 
overcome,  and  the  bougie  was  pushed  to  the  fundus.  The 
membranes  were  ruptured  high  up,  and  the  amniotic  fluid  com- 
menced to  discharge  while  the  tampon  was  being  introduced  into 
the  vagina.  The  operation  was  finished  at  1 1  a.  m.  Labor 
commenced  at  1  P.  M.,  and  the  child  was  born  at  4  P.  M.  Easy 
labor. 

It  was  noticed  in  these  and  other  similar  cases  that  it  was 
easy  to  induce  labor  at  term.  The  patient  is  not.  as  a  rule,  excited 
or  alarmed.  It  is  only  necessary  to  say,  "  We  will  not  do  much, 
but  we  wish  to  assist  Nature  in  bringing  on  labor."  After  the 
tamponade  the  patient  can  generally  go  about  and  do  her 
ordinary  work,  and  sometimes  does  not  even  know  that  the 
vagina  is  plugged.  As  a  rule,  she  does  not  know  after  the  intro- 
duction of  the  bougie  that  anything  of  the  sort  is  in  the  uterus. 
After  such  introduction,  however,  ii  i->  not  considered  advisable 
to  allow  1  he  patient  to  walk  about.  The  vaginal  tampon  appears 
to  have  to  a  two-fold  effect:  hirst,  it  softens  and  dilates  the 
cervix  and  tends  to  cause  uterine  contractions.  Second,  it 
Milieus  ;m<l  dilates  tin-  vagina,  pelvic  Boor,  and  perineal  body 
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in  a   way   that  makes  expulsion   or  extraction   through    these 
parts  much  more  easy  than  under  ordinary  circumstances. 

METHODS    OF    PROCEDURE. 

It  will  be  noticed  that  the  methods  employed  are  not  exactly 
those  of  Krause  or  Schauta,  but  are  a  combination  of  the  two. 
The  plan  (so  far  as  I  know),  first  recommended  by  Schauta, 
of  inducing  abortion  and  labor  by  vaginal  tamponade  would 
always  be  admirable  if  it  were  effectual.  Many  who  have  tried 
it  say  that  it  is  practically  useless.  But  do  such  men  understand 
Schauta's  method?  Certainly,  many  do  not.  In  the  first  place, 
it  may  be  stated  that  the  vagina  cannot  be  properly  plugged 
while  the  patient  is  lying  on  her  back  or  on  her  side.  The  patient 
must  be  put  in  Sim's  position.  The  perineum  and  pelvic  floor 
must  be  thoroughly  retracted  by  a  Sim's  speculum,  and  the 
vagina  properly  ballooned,  so  that  its  vault  being  thus  distended 
may  be  completely  filled  by  the  material  used  for  packing.  It  is 
only  necessary  to  pack  tightly  about  the  upper  two-thirds  of  the 
vagina.  The  mistake  commonly  made  of  packing  the  entrance 
of  the  vagina  tightly  generally  causes  great  pain,  and  frequently 
retention  of  urine. 

As  before  mentioned,  after  this  minor  operation  is  performed 
the  patient  may  walk  about  with  little  or  no  inconvenience. 
The  material  used  for  packing  is  5  per  cent,  iodoform  gauze  or  a 
rather  fine  iodoform  cheesecloth. 

In  introducing  a  gum  elastic  bougie  (n  or  12,  English  size) 
the  safest  way  is  to  place  the  patient  on  her  back,  introduce 
a  weight  speculum,  seize  the  anterior  lip  of  the  cervix  with  a 
Yolsellum  forceps,  pull  slightly,  pass  in  the  bougie,  and  push  it 
up  .jetween  the  membranes  and  the  uterine  wall  to  the  fundus 
if  possible.  Frequently,  we  do  not  use  the  weight  speculum,  but 
introduce  two  fingers  of  one  hand,  place  the  tips  behind  the  os, 
and  pass  in  the  bougie  over  these  finger-tips.  This  method  was 
adopted  in  the  case  of  Mrs.  D.,  but  it  will  be  noticed  that  the 
introduction  of  the  bougie  was  followed  by  an  outpour  of  amni- 
otic Quid.  It  may  appear  to  some  inconvenient  and  awkward, 
when  both  the  bougie  and  gauze  are  used,  to  place  the  patient 
on  her  back  for  the  introduction  of  the  bougie,  and  then  in  the 
semiprone  position  for  the  vaginal  tamponade.  This,  however, 
is  a  small  matter,  especially  if  one  is  assisted  by  a  skillful  muse. 

It  may  be  said  that  we  cannot  always  tell  when  the  patient 
has  reached  term.     That,  of  course,  is  true,  and  such  uncertainty 
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may  cause  some  perplexity.  Under  such  circumstances  we 
may  find  that  the  cervix  is  "taken  up,"  and  if  so  we  need  not 
delay.  In  any  case  it  is  better,  as  a  rule,  to  deliver  two  weeks 
before  term  than  to  wait  for  four  or  five  weeks  after  term. 

In  conclusion  the  following  recommendations  and  explana- 
tions are  made: 

Induce  labor  in  all  cases  within  two  or  three  days  after  the 
expected  date  of  confinement  without  waiting  for  any  signs  of 
labor. 

First  plug  the  vagina  according  to  the  Schauta  method,  making 
a  special  effort  to  pack  the  vault  tightly. 

After  packing  allow  the  patient  to  get  up  and  go  about  if  she 
wishes. 

Remove  the  tampon  in  twenty-four  hours,  introduce  a  new 
plug,  and  again  allow  the  patient  to  get  up  and  go  about  if  she 
chooses. 

Remove  the  second  tampon  in  twenty-four  hours  after  its 
introduction. 

If  by  this  time  labor  has  not  commenced  it  is  generally  advis- 
able to  pass  a  bougie  into  the  uterine  cavity  before  introducing 
the  third  tampon. 

In  such  cases  we  have  found  that  labor  always  commences 
shortly  after  this  Schauta-Krause  operation. 

In  a  fairly  large  proportion  of  cases  the  use  of  the  bougie  has 
not  been  found  necessary,  as  labor  comes  on  shortly  after  the 
first  or  second  vaginal  tamponade. 
30  Gerrard  Street.  East. 


INVERSION    OF   THE    UTERUS   OF   TWO    YEARS    AND 
FOUR  MONTHS'  DURATION  CURED  BY  POSTE- 
RIOR COLPOTOMY  AND   POSTERIOR 
SECTION  OF  THE  UTERUS. 

BY 
EDWARD  SEALY,  M.  D., 

Newark.  N.  J. 
ting  Surgeon  to  the  Hospital  foi  Women  and  Children. 

My  purpose  in  presenting  this  paper  is  to  place  upon  record 
an  example  of  a  rare  condition  and  also  to  offer  testimony  to  the 
superior  merit  of  a  particular  method  for  its  relief. 

Inversions  of  the  uterus  following  parturition  are  naturally 
classified  into  cases  of  very  recent  occurrence,  and  those  of  a 
duration  longer  than  a  few  days.     Most  of  the  recent  cases  are 
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susceptible  of  remedy  by  taxis,  and  it  is  to  those  of  longer  dura- 
tion that  my  comments  upon  operative  measures  will  refer. 

February  i,  1909,  there  appeared  at  my  clinic  at  the  Hospital 
for  Women  and  Children,  Mrs.  A.  F.,  who  gave  the  following 
history:  Married  nine  years,  twenty-nine  years  old.  She  had 
had  three  children,  normally  except  the  last,  which  was  born 
September  27,  1906 

The  head  presented,  but  owing  to  some  unascertained  dys- 
tocia, natural  delivery  could  not  be  accomplished,  and  internal 
version  was  performed  under  anesthesia.  Her  attending  physi- 
cian introduced  his  arm  to  the  elbow,  and  bringing  down  a  foot 
succeeded  in  delivering  a  living  child.  The  treatment  of  the 
third  stage  could  not  be  learned. 

Recovering  from  the  anesthetic,  the  patient  suffered  agonizing 
pain  which  continued  until  the  tenth  day,  and  which  could  be 
only  partially  relieved.  She  flowed  continuously,  with  exacer- 
bations at  menstrual  epochs  until  the  date  of  her  operation,  a 
period  exceeding  two  years  and  four  months. 

The  appearance  of  the  patient  indicated  profound  anemia, 
and  she  complained  of  great  physical  weakness. 

The  results  of  examination  were  as  follows:  My  finger  enter- 
ing the  vagina  came  in  contact  with  a  hard  but  elastic  mass, 
large  toward  the  vulvar  outlet,  and  narrowing  upward  until 
disappearing,  its  narrow  neck  being  encircled  by  a  hard  ring, 
evidently  the  cervical  ring.  The  finger  when  withdrawn  was 
found  covered  by  fresh  blood.  My  first  impression  was  that  of  a 
tumor  extruded  from  the  uterus.  But  bimanual  palpation 
convinced  me  that  I  had  to  deal  with  an  inversion  of  the  uterus 
of  long  standing.  This  opinion  being  supported  by  that  of  my 
colleagues,  the  patient  was  invited  to  enter  the  hospital  for 
operation. 

Debating  what  to  do  for  my  patient,  the  various  historic 
methods  were  carefully  reviewed. 

Taxis  with  its  modifications  has  an  unsatisfactory  history, 
except  in  very  recent  cases.  In  chronic  cases  it  has  had  some 
success,  many  failures,  ruptures  of  the  vagina,  and  deaths. 
The  operator  has  frequently  been  forced  to  do  hysterectomy. 

A  very  serious  argument  against  taxis  is  that  if  nominally 
successful — that  is,  if  the  operator  succeeds  in  reinverting  the 
uterus — the  organ  will  have  been  bruised  nearly,  if  not  quite,  to 
the  point  of  destruction  of  its  autonomy  as  living  tissue,  and 
metritis,  probably  septic  and  possibly  fatal,  is  the  likeliest  result. 
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Elastic  pressure,  alone  or  with  taxis,  has  been  sometimes 
successful,  but  has  proved  a  very  uncertain  and  unsafe  method, 
several  cases  of  fatal  peritonitis  from  elastic  pressure  alone  having 
been  reported,  and  one  fatal  case  in  the  hands  of  so  expert  an 
operator  as  Lawson  Tait. 

Rejecting  taxis  and  elastic  pressure  as  uncertain  and  unsatis- 
factory, the  various  cutting  operations  were  carefully  considered. 

The  brilliant  method  of  T.  G.  Thomas,  consisting  of  abdominal 
section  followed  by  dilatation  of  the  cervical  ring  from  above,  has 
had  more  failures  than  successes. 

Discission  of  the  cervix,  combined  with  taxis,  has  succeeded  in 
an  inversion  of  three  months'  standing,  but  it  seemed  to  me  that 
this  success  was  due  to  fortunate  conditions  that  do  not  usually 
prevail,  and  that  the  method  would  be  likely  to  fail  in  a  case 
of  longer  duration. 

Kiistner's  operation  of  posterior  colpotomy  followed  by  poste- 
rior median  incision  of  the  uterus,  leaving  the  cervical  ring 
intact,  the  fingers  being  introduced  through  the  two  incisions 
for  the  purpose  of  dilating  the  neck,  has  had  50  per  cent,  of 
failures. 

Anterior  colpotomy  with  anterior  discission  of  the  uterine  wall 
has  proved  a  successful  operation  in  the  hands  of  several  opera- 
tors, but  a  very  serious  objection  is  the  unfavorable  situation  of 
the  anterior  incision  for  drainage,  which  I  believe  should  never  be 
omitted. 

This  objection  led  to  its  rejection  in  favor  of  posterior  colpot- 
omy   with   median  discission  of    the  entire  posterior  wall,    an 

operation    first    suggested    by   Piccoli    (Ann.    de   Gynic,    1 |. 

Piccoli  never  had  an  opportunity  to  perform  the  operation,  but 
his  suggestion  was  made  with  such  definiteness  and  witli  so 
accurate  an  appreciation  of  the  difficulties  and  principles  in- 
volved as  to  entitle  him  to  the  honors  of  priority. 

The  operation  was  first  actually  performed  by  Josephson,  ami 
then  by  Morisani,  Enrico  Sava,  Westermark,  Barelius  and 
Heinricious,  the  success  being  complete  in  each  case. 

Hysterectomy  was  viewed  as  an  unfortunate  mutilation,  but 
was  held  in  reserve  lor  use  in  the  event  of  uncontrollable  hemor- 

1  ha:;.' 

My  patient  entered  the  hospital  February  -\  [909,  and  after 
careful  antiseptic  preparation  for  either  vaginal  or  abdominal 
scciii.11.  was  placed  up. .11  the  table  for  operation  tun  days  later. 

Under  ether  anesthesia  and  in  the  dorsal  position,  a  weight 
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speculum  introduced  in  the  vagina  exposed  the  red,  hemorrhagic 
body  of  the  inverted  uterus. 

Search  was  made  for  the  orifices  of  the  Fallopian  tubes  and 
that  of  the  left  tube  was  located  and  probed  to  a  depth  of  three- 
quarters  of  an  inch. 

After  a  tentative  effort  at  taxis,  two  forceps  were  placed  upon 
the  posterior  edge  of  the  cervical  ring,  and  the  cervical  tissue 
incised  between  them.  Another  brief  attempt  at  taxis  failing, 
the  incision  was  extended  about  three-quarters  of  an  inch  along 
the  wall  of  the  uterus,  and  deepened  to,  but  not  through  the 
peritoneum.  Taxis  again  failed,  and  it  became  evident  that  the 
resistance  to  reinversion  lay  not  in  the  neck  alone,  but  in  the 
entire  uterine  wall. 

The  posterior  vault  of  the  vagina  was  then  incised  and  the 
opening  into  the  peritoneal  cavity  enlarged  by  the  fingers  as  is 
customary  in  vaginal  hysterectomy,  and  a  pack  of  iodoform 
gauze  placed  in  the  culdesac. 

A  finger  was  then  introduced  through  the  culdesac  incision 
into  the  cavity  of  the  uterus,  and  upon  it  as  a  guide  the  posterior 
uterine  wall  was  divided  to  the  fundus,  care  being  exercised  to 
keep  the  incision  in  the  median  or  nonhemorrhagic  line,  when  it 
was  found  easy  to  reinvert  the  uterus.  The  incision  was  not 
made  to  its  full  length  at  one  stroke,  but  consisted  of  several 
short  incisions,  interspersed  with  taxis.  It  was  only  when  the 
fundus  was  reached  that  resistance  to  reinversion  was  overcome. 

Tl.j  uterine  incision  was  closed  by  deep  and  superficial  sutures 
of  chromic  gut,  from  the  fundus  to  the  vaginal  attachment,  the 
gauze  removed,  and  the  uterus  turned  through  the  culdesac 
opening  into  the  abdominal  cavity.  The  cervical  portion  was 
then  sutured  with  chromic  gut,  the  opening  into  the  culdesac 
narrowed  by  sutures,  and  fresh  gauze  placed  in  the  culdesac 
and  uterus. 

There  was  no  troublesome  bleeding  and  little  shock. 

The  patient  was  put  to  bed  in  the  Fowler  position,  and  the 
usual  after-treatment  for  vaginoperitoneal  operations  carried 
out,  the  gauze  being  removed  in  a  few  days. 

Prompt  and  perfect  union  occurred. 

There  was  a  perfectly  normal  menstruation  during  the  fifth 
week,  and  the  progress  of  convalescence  was  uninterrupted.  The 
patient  gained  steadily  in  color,  strength,  and  weight,  and  it  the 
end  of  seven  weeks  returned  to  her  home,  a  well  woman. 

I  lure  are  conclusions  I   have  formed  that  are  shared  by   the 
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surgeons  who  did  me  the  honor  to  witness  the  operation,  and  that 
I  will  briefly  state: 

i.  The  operation  is  not  difficult,  one  step  suggesting  another, 
and  the  work  moving  forward  by  a  natural  sequence  of  pro- 
cedures. 

2.  There  is  no  greater  risk  than  that  attaching  to  any  vagino- 
peritoneal operation. 

3.  Success  is  inevitable,  any  inverted  uterus,  of  however  long 
duration,  being  capable  of  rapid  and  easy  reinversion. 

In  the  minds  of  the  many  eminent  men  who  have  originated 
methods  for  the  reinversion  of  the  inverted  uterus,  a  predominant 
idea,  and  one  that  will  go  far  to  explain  their  indifferent  success, 
appears  to  have  been  that  the  only  obstacle  to  reinversion  lay  in 
the  contracted  cervical  neck. 

Matthews  Duncan  and  Piccoli  seem  to  have  been  the  only  ex- 
ceptions. 

Matthews  Duncan  was  even  inclined  to  refuse  all  importance 
to  the  contracted  neck. 

Piccoli  believed  that  the  resistance  lay  in  the  entire  uterine  wall, 
from  the  neck  to  the  fundus. 

My  perfect  opportunity  to  observe  the  exact  locality  of  resist- 
ance has  convinced  me  of  the  accuracy  of  the  view  enunciated 
by  Piccoli  and  the  importance  of  its  acceptance. 

A  thoughtful  consideration  of  the  structural  changes  naturally 
and  necessarily  occurring  in  the  muscular  layers  of  the  uterus 
during  the  prolonged  maintenance  of  its  inverted  condition  will 
render  apparent  the  reasonableness  of  this  view. 

The  problem  is  approximately  analogous  to  that  of  inserting 
the  normal  uterus,  which,  without  an  incision  equal  in  extent  to 
that  made  in  this  operation,  would  be  obviously  impossible. 

369  Washington  Street. 
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REPORT    OF    SIX   SUCCESSFUL    CESAREAN    SECTIONS 

WITH    SOME    REMARKS    ON    THE    REPEATED 

OPERATION.* 

BY 

G.  M.  BOYD,  M.  D., 

Professor  in  Clinical  Midwifery,  Medico-Chirurgical  College, 

Philadelphia. 

The  writer  has  elsewhere  reported  fourteen  successful  sections, 
and  now  desires  to  add  six  cases,  making  a  total  of  twenty  cases 
operated  on  without  fetal  or  maternal  mortality.  This  small 
number  of  cases  covers  his  experience  with  this  operation  in  the 
last  thirteen  years.  He  feels  that,  owing  to  the  simplicity  of  this 
surgical  procedure,  the  operation  of  Cesarean  section  may  be  too 
frequently  performed  at  the  present  time.  It  is  often  a 
mistake  to  end  labor  rapidly  by  section  when  the  child's  life 
is  jeopardized,]  and]  when]  the  child  is  dead,  section  is  too 
frequently  done  to  the  exclusion  of  the  obstetric  operations — 
craniotomy  or  embryotomy. 

The  solution  of  the  difficult  problem  of  when  and  in  what 
cases  to  operate  (for  the  majority  are  border-line  cases)  was 
reached  after  i.  careful  study  of  the  history  of  previous  labors, 
if  any;  2.  a  study  of  the  pelvis;  and  3.  a  test  of  labor.  The 
following  are  the  histories  of  the  six  cases: 

Cask  I.  Generally  Contracted  Pelvis,  with  Exostosis  over  the 
Promontory  of  the  Sacrum. — Mrs.  C,  born  in  the  United  States, 
twenty-five  years  old,  and  pregnant  for  the  third  time,  was  ad- 
mitted to  the  Medico-Chirurgical  Hospital  October  19,  1906. 
On  June  12,  1902,  she  was  delivered  of  her  first  child.  The  labor 
was  long  and  complicated  with  eclampsia,  and  ended  in  the  birth 
of  a  dead  baby.  Cesarean  section  was  performed  October  9, 
1905,  in  the  second  pregnancy  for  generally  contracted  pelivis. 
In  the  third  pregnancy  a  second  Cesarean  section  was  done 
November  12,  1906.  The  patient  went  into  labor  ear  y  in  the 
morning  of  that  day,  and  at  1  o'clock  a  celiohysterotomy  was 
performed.  The  incision  was  made  into  the  site  of  the  old 
cicatrix.  There  were  no  adhesions  of  the  omentum  or  between 
the  uterus  and  the  abdominal  wall.  Upon  the  anterior  surface 
of  the  uterus  could  be  seen  a  series  of  small  depressions,  the 
location  of  the  sutures  in  the  first  operation.  An  anterior 
longitudinal  incision  was  made  in  this  case;  and  a  male  infant, 
♦Read  at  meeting  of  Philadelphia  Obstetrical  Society,  May  6,  1909. 
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weighing  6  7/S  pounds,  was  rapidly  delivered.  The  patient  made 
a  good  recovery,  and  left  the  hospital  with  her  baby  December 
14,  1906. 

Case  II.  Funnel-shaped  Pelvis. — Mrs.  K.  R.,  aged  twenty- 
seven,  born  n  Ireland,  a  housewife  by  occupation,  was  admitted 
to  the  Philadelphia  Lying-in  Hospital  March  9,  1907,  having 
already  been  twelve  hours  in  labor.  She  had  had  the  usual 
diseases  of  childhood.  Her  first  menstruation  had  occurred 
in  her  nineteenth  year,  and  her  menstrual  history  had  always  been 
normal.  She  had  had  her  last  menstrual  period  June  3,  1906. 
This  period  lasted  three  days,  and  was  normal  in  character. 
She  had  had  two  previous  labors.  The  first  child  was  born 
May  8.  1903.  This  labor  was  very  long,  demanding  forceps. 
The  child  was  asphyxiated  and  lived  only  two  ctays.  Her 
second  child  was  born  June  18,  1904.  This  was  also  a  long 
labor,  demanding  the  use  of  instruments,  and  resulted  in  the 
birth  of  a  dead  infant.     Her  family  history  was  negative. 

On  examination,  the  patient  was  found  to  be  well  nourished, 
and  there  were  the  usual  signs  of  normal  pregnancy.  She  was 
evidently  at  term.  The  abdomen  was  somewhat  pendulous. 
On  abdominal  palpation,  the  fetal  ovoid  could  be  easily  outlined. 
The  head  was  found  at  the  brim  of  the  pelvis,  but  was  not  fixed. 
The  dorsal  plane  of  the  ovoid  was  felt  on  the  right  side,  and  the 
fetal  heart  on  the  same  side.  A  study  of  the  pelvis  showed  a 
general  contraction  of  the  internal  measurements,  resembling 
somewhat  an  Irish,  or  funnel,  pelvis.  After  twenty-four  hours' 
labor,  without  progress,  section  was  decided  upon.  This  decision 
was  easily  reached,  taking  into  consideration  her  previous 
history  of  two  hard  labors,  ending  disastrously  for  the  child; 
and  it  was  the  desire  of  the  mother  to  save  her  infant.  Celio- 
hysterotomy  was  performed,  and  no  attempt  was  made  to  sterilize 
the  patient.  The  child,  in  vigorous  health,  was  rapidly  extracted. 
Its  weight  was  81/2  pounds.  The  patient  made  a  good  recovery, 
the  only  complication  being  an  infection  of  one  stitch.  She  left 
the  hospital  three  weeks  after  the  date  of  operation. 

Case  III.  Generally  Contracted  Pelvis. — Mrs.  H.  S.,  aged 
thirty-two  years,  white,  a  second  time  pregnant,  was  admitted  to 
the  Philadelphia  Lying-in  Charity  July  22,  1907.  She  had  first 
menstruated  at  her  sixteenth  year,  and  had  always  been  normal 
in  this  respect.  Her  last  menstruation  had  occurred  October 
28,  1906.  This  period  was  lour  days  in  duration.  She  had 
had  one  miscarriage  at  the  third  month,  and  one  labor  at  term, 
about  three  Mars  before.  This  labor  had  been  very  prolonged, 
and  had  finally  resulted  in  a  Cesarean  section,  which  was  per- 
formed in  the  Episcopal  Hospital,  Philadelphia. 

Externa]  examination  showed  that  the  patient  was  near  the 
end  of  pregnancy.  A  large  median  cicatrix  of  the  abdomen 
showed  the  extent  of  the  previous  abdominal  incision.  The 
fetal  ovoid  was  easily  traced,  and    the  head  was   found    to  be 


boyd:  report  of  six  successful  cesarean  sections.     291 

movable  above  the  brim  of  the  pelvis.  The  uterus  seemed  to  be 
adherent  to  the  abdominal  wall.  The  pelvic  measurements 
were  as  follows:  interspinous  24  cm.;  intercristal  27  cm.; 
the  external  conjugate,  19  cm.  The  dorsal  plane  was  felt  on 
the  right  side,  and  the  fetal  heart  in  the  same  position.  On 
account  of  the  previous  history,  an  elective  Cesarean  section  was 
decided  upon,  and  was  performed  July  23,  about  one  week  prior 
to  the  term.  Very  extensive  omental  and  utero-abdominal 
adhesions  were  found.  It  was  necessary  to  make  the  second 
uterine  incision  at  a  higher  plane.  The  child  was  easily  removed 
and  was  in  a  healthy  condition.  Its  weight  was  eight  pounds. 
The  patient  made  an  uneventful  recovery,  and  left  the  hospital 
August  10,  three  weeks  after  her  admission. 

Case  IV.  Generally  Equally  Contracted  Pelvis. — Mrs.  M.  C, 
aged  thirty-five,  married  ten  years,  was  admitted  to  the  Medico- 
Chirurgical  Hospital  April  io,  1908.  Her  first  child  was  born 
in  1 901.  It  was  premature  and  died.  The  second  child  was 
born  in  1902.  The  labor,  at  term,  was  difficult.  The  child, 
however,  lived.  The  third  abor  was  in  1904.  It  was  prolonged, 
and  ended  in  the  death  of  the  infant.  The  fourth  labor  was  also 
very  difficult.  After  long  and  excessive  traction,  a  second  still- 
born infant  was  delivered.  The  patient,  on  admiss  on  to  the 
hospital,  was  pregnant  for  the  fifth  time,  and  was  advanced 
in  the  last  month  of  gestation. 

With  this  history  of  the  previous  difficult  labors  and  as  the 
patient  was  very  anxious  for  a  living  child,  an  elective  Cesarean 
section  was  performed  April  1,  1908.  An  anterior  longitudinal 
incision  was  made,  revealing  the  soft  placenta.  This  was 
separated  on  the  left  side  of  the  incision,  and  the  child  was 
quickly  extracted.  The  patient  made  a  rapid  recovery,  leaving 
the  hospital  in  ten  days  with  her  healthy  infant. 

Case  Y.  Dwarfed  Pelvis. — Mrs.  R.,  aged  twenty-six,  born  in 
Germany,  was  admitted  to  the  Medico-Chirurgical  Maternity 
January  1,  1909.  The  woman  was  a  primipara,  only  tkrei  feet 
tin  in*  Itrs  inheight.  Puberty  had  occurred  at  her  eighteenth  vear, 
and  her  menstrual  history  was  normal.  She  had  had  her  last 
menstrual  period  April  1,  190S,  and  was,  on  admission,  within 
two  weeks  of  term.  The  pelvis  was  symmetrical,  but  exceeding 
small.  The  measurements  were  as  follows:  Interspinous,  21 
cm.;  intercristal,  22  cm.;  external  conjugate,  14  cm.;  internal 
conjugate,  5  cm.  The  fetal  ovoid  was  easily  outlined.  The  head 
was  movable  and  bulged  over  the  'pubic  symphysis.  The  elect- 
ive celiohysterotomy  was  performed,  for  the  absolute  indication. 
A  longitudinal  incision  through  the  uterus  was  made,  cutting 
down  upon  the  placental  site.  Profuse  hemorrhage  followed, 
which  soon  ceased  after  the  extraction  of  the  child.  It  was 
alive,  and  weighed  five  pounds.  To  insure  drainage  in  this  case, 
slight  manual  dilatation  of  the  cervix  was  made  by  slipping  the 
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finger  down  through  the  internal  os.  The  convalescence  was 
uneventful,  mother  and  infant  leaving  the  hospital  three  weeks 
after  the  date  of  operation. 

Case  VI.  Generally  Contracted  Pelvis. — Mrs.  T.  D.,  married, 
a  secundipara,  seen  in  consultation,  was  admitted  to  the  Phila- 
delphia Lying-in  Charity  January  5,  1909.  She  had  been  in 
labor  twenty-two  hours.  The  membranes  were  ruptured,  and 
the  cervix  well  dilated.  Her  first  labor  had  been  long  and  diffi- 
cult, ending  in  craniotomy.  The  vertex  presented,  the  occiput 
to  the  right  and  posterior.  The  head  was  at  the  brim  and 
fixed.  External  measurements:  Interspinous,  23  cm.;  inter- 
cristal,  26  cm. ;  external  conjugate,  17  cm. ;  and  internal  conjugate, 
S  cm.  The  condition  of  mother  and  child  was  good.  A  careful 
examination  under  ether  and  a  tentative  forceps  traction  were 
made  without  success.  Failing  in  this,  a  celiohysterotomy  was 
performed.  An  incision  six  inches  in  length  was  made  in  the  ab- 
domen. Then  a  longitudinal  incision  was  made  through  the 
uterus,  and  a  living  child  weighing  eight  pounds  was  delivered. 
The  patient  left  the  hospital  at  the  end  of  the  second  week,  fully 
recovered. 

All  of  these  cases  were  operated  on  for  varying  degrees  of  con- 
traction. In  three  cases  the  elective  operation  was  performed. 
The  others  had  a  labor  test  of  seven  hours,  twenty-two  hours, 
and  twenty  hours,  respectively. 

Cases  I  and  III  were  repeated  sections  on  the  same  patients. 
We  have  had,  in  all,  five  repeated  sections.  It  may  be  of  inter- 
est to  review  these  cases  and  consider  this  phase  of  the  subject. 
We  shall  take  the  liberty  to  draw  from  a  paper  on  this  subject 
already  presented  to  this  society: 

Green,  in  the  American  Gynecological  Society's  Transactions, 
vol.  xxviii.,  1903,  concludes  his  article  on  the  "Repetition  of 
Cesarean  Section  in  the  Same  Patient,"  with  the  following 
remarks: 

"I  venture  to  assert  that  the  only  safe  and  moral  ground 
for  the  medical  profession  is  that  based  on  medical  science,  unin- 
fluenced by  sociological  considerations.  If  a  woman  comes  to 
Cesarean  section  and  recovers,  she  and  her  husband,  if  she  has 
one,  should  be  informed  of  her  condition  and  of  the  prognosis 
and  treatment  in  the  event  of  a  future  pregnancy.  If  such  a 
pregnancy  ensues,  the  responsibility  of  treatment  rests  with  the 
obstetric  surgeon,  but  the  responsibility  for  the  condition  rests 
elsewhere." 

Whitridge  Williams  distinguishes  between  pauper  patients  and 
women  in  the  upper  walks  of  life.     He  is  reported  to  have  said: 
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"I  do  not  believe  that  we  are  justified  in  allowing  pauper  pa- 
tients to  be  subjected  to  the  repeated  Cesarean  section,  unless 
they  particularly  desire  it."  As  regards  the  others,  he  is  re- 
ported to  have  said:  "They  should  be  made  to  share  the  respon- 
sibility with  the  physician.  In  such  cases  the  husband  and  wife 
have  the  right  to  demand  sterilization ;  although  I  should  earnestly 
dissuade  them  from  it  after  the  first  operation,  and  point  out 
to  them  the  possibility  of  the  subsequent  death  of  the  child  and 
the  absolute  impossibility  of  having  another  after  such  an  opera- 
tion. If,  however,  the  patient  requires  a  second  operation,  the 
matter  should  be  left  almost  entirely  in  her  hands;  but  my 
advice  would  tend  in  the  direction  of  rendering  her  sterile  at 
that  time,  as  no  matter  how  favorable  our  results  may  be,  an 
occasional  death  is  bound  to  occur." 

Ii  the  maternal  mortality  in  this  operation  to-day  were  30  or 
40  per  cent.,  then  it  would  not  be  right  to  repeat  the  section; 
but  when  it  has  been  reduced  to  as  low  as  5  or  6  per  cent,  (and  in 
my  own  series,  to  a  nil  mortality),  the  question  is  altered. 
Especially  is  this  the  case  when  we  know  that  the  percentage 
mortality  in  repeated  sections  is  often  lower  than  in  the  first  opera - 
tici.  Monroe  Kerr,  in  the  Amer.  Jour.  Obst.  for  June,  1905, 
reports  thirty  Cesarean  sections;  and  his  views  agree  so  fully  with 
my  own  that  I  shall  take  the  liberty  to  quote  him.     He  states: 

"First,  A  patient  should  be  sterilized  by  hysterectomy  if 
labor  has  been  in  progress  long  or  if  there  is  the  probability  of 
her  having  been  infected. 

"Second,  A  patient  should  be  sterilized,  and  preferably  by 
hysterectomy,  if  she  has  any  organic  disease,  such  as  valvular 
disease  of  the  heart,  phthisis,  etc.,  or  if  she  is  constitutionally 
very  debilitated. 

"Third,  With  the  good  results  now  obtained  by  Cesarean 
section,  and  especially  in  cases  where  the  operation  is  repeated, 
strong,  healthy,  uninfected  parturients  should  not  be  sterilized. 

"Fourth,  As  regards  how  often  the  operation  should  be  repeated, 
that  is  a  matter  which  at  present  must  be  decided  by  patient  and 
medical  adviser.  I  am,  however,  inclined  to  agree  with  Williams 
that  if  a  patient  has  undergone  the  operation  twice  or  thrice, 
she  should  be  sterilized." 

The  dangers  of  repeated  Cesarean  section  have  been  recentl) 
studied  by  Wallace  {Obstetrics  and  Gynecology  of  the  British 
Empire,  vol.  ii,  p.  555).     He  says:     "Taking  into  consideration 
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sixty  modern  cases,  Cesarean  section  was  performed  twice  in 
each  of  forty-three  cases  three  times  in  each  of  fifteen  cases; 
four  times  in  one  case,  and  five  times  in  one  case."  The  mortal- 
ity in  the  sixty  cases  works  out  9.5  per  cent.  Kerr  collected 
nineteen  cases  with  only  one  death,  a  mortality  of  6.3  per  cent. 
He  states  that  one  might  raise  the  objection  that  successful  cases 
are  the  ones  most  generally  reported,  but  if  one  looks  at  the 
table,  in  which  only  operators  who  have  reported  series  of  cases 
are  mentioned,  one  cannot  fail  to  be  struck  with  the  fact  that  the 
repeated  operations  show  a  very  small  mortality.  Wallace  has 
also  gone  into  the  question  of  adhesions  most  carefully,  and 
Spencer,  Sinclair,  Braun,  and  others  have  pointed  out  the  value 
of  such. 

The  following  is  a  brief  review  of  my  five  cases: 

Case  I. — Operated  upon  August  12,  1S97.  The  abdominal  in- 
cision was  made  to  the  side  of  the  old  scar,  and  the  omental 
adhesions  were  loosened  when  it  was  found  that  the  uterus  and 
the  abdominal  wall  were  firmly  united  at  the  lower  angle  offthe 
old  incision.  The  uterus  showed  no  evidence  of  the  first  incision. 
A  longitudinal  incision  was  made  in  the  uterus,  a  trifle  higher 
than  the  first  incision. 

Case  II. — February  13,  1900,  a  third  celiohysterotomy,  and  a 
second  repeated  operation,  was  performed  in  the  same  women 
before  mentioned.  The  incision  was  made  over  the  old  scar. 
Extensive  omental  and  uterine  adhesions  were  now  found.  It 
was  deemed  unwise  to  liberate  these  adhesions,  and  Fritsch's 
transverse  fundal  incision  was  made  through  the  uterine  wall. 

Case  III. — Operated  upon  February  2,  1903.  Omental 
adhesions  were  found,  and  the  uterus  was  attached  to  the 
abdominal  wall.  The  uterus  was  freed  in  this  case,  and  a  portion 
of  the  omentum  removed.  A  longitudinal  incision  in  the  uterus 
was  made. 

Case  IV. — Operated  upon  November  12,  1906.  The  incision 
was  made  at  the  site  of  the  old  cicatrix.  In  this  case  there  were 
no  adhesions.  Upon  the  anterior  surface  of  the  uterus  could  be 
seen  a  series  of  small  depressions,  the  location  of  the  sutures  in 
the  first  operation. 

Case  V.  Operated  upon  July  23,  1907.  Very  extensive 
Uteroabdominal  and  omental  adhesions  were  found,  necessitating 
.1  longitudinal  fundal  incision 

In  i  wo  cast's  of  Cesarean  section  perfoi med  1>\  Ken,  adhesions 
to  the  abdominal  wall  were  extensive.  In  one  of  these  cases  he 
employed  Fritsch's  fundal  incision,  and  in  the  other  the  anterior 
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longitudinal  incision.  Green's  experience  in  nine  cases  was 
practically  the  same.  In  only  one  case  were  there  no  adhesions. 
Of  ray  five  repeated  sections,  there  were  adhesions  in  four;  but 
in  one  case  none  were  found.  Fruhinsholz  (Ann.  de  Gynecol,  et 
d'Obstct.,  March,  1906)  discusses  whether  adhesions  of  the  uterus 
to  the  abdominal  wall,  which  are  often  found  after  Cesarean 
section,  constitute  a  danger  to  the  mother  sufficient  to  con- 
traindicate  leaving  the  uterus  after  the  first  section.  He  con- 
cludes that  this  operation  practised  three  or  more  times  in  the 
same  individual  is  legitimate,  and  is  even  to  be  recommended  on 
account  of  the  very  advantageous  results  to  the  child.  Such 
adhesions,  being  contracted  immediately  after  labor,  leave  the 
uterus  in  a  more  normal  position  than  do  those  contracted  after 
operations  to  fix  a  nonpregnant  uterus  to  the  abdominal  wall, 
since  the  latter  often  change  the  position  of  the  uterus.  From 
the  majority  of  published  observations  it  is  shown  that  the 
fecundity  of  the  woman  is  not  lessened  by  the  operation.  The 
risks  of  adhesion  are  to  be  considered,  but  they  are  not  so  great 
as  to  outweigh  the  value  of  the  operation. 

It  will  be  seen,  then,  that  the  repeated  Cesarean  section  is 
not  more  serious  than  the  primary  operation,  and  is  even  less 
serious.  The  danger  that  adhesions,  which  are  so  liable  to  form, 
may  cause  intestinal  trouble  is  but  remote.  Some  operators 
recommend  a  method  of  suturing  uterine  wounds  to  favor  the 
mi  million  of  adhesions.  This  course  is  advocated  by  Sinclair 
and  Wallace.  When  extensive  adhesions  take  place  there  is 
less  likelihood  of  rupture  of  the  scar;  and  in  the  repeated  operation 
it  is  possible  to  perform  a  subsequent  operation  without  opening 
the  peritoneal  cavity.  As  time  goes  on,  it  is  my  opinion  that, 
with  a  more  nearly  perfect  technic,  uteroabdominal  adhesions 
■ill  lie  found  less  frequent  and  less  extensive.  My  own  cases, 
I  feel,  bear  out  this  statement,  for  in  one  case  operated  upon  no 
adhesions  were  found. 

The  careful  immediate  preparation  of  the  patient  for  section 
will  first  be  of  importance.  In  addition  to  the  usual  preparation 
of  the  abdomen,  it  will  he  wise  In  follow  the  course  pursued  by 
Monroe  Kerr,  of  washing  the  vagina  very  carefully  with  lysol 
solution  (1  per  cent.  1.  The  size  and  position  of  the  abdominal 
incision  are  next  in  importance.  In  my  cases  the  incision  was 
made  below  the  umbilicus,  and  was  only  sufficiently  large  to 
enable  me  to  carry  out  the  further  steps  of  the  operation.      In- 
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cision  above  the  umbilicus  is  recommended  by  some  as  less 
likely  to  be  followed  by  hernia.  These  operators  also  recom- 
mend the  longitudinal  or  transverse  fundal  incision  in  the  uterus. 
The  advantage  claimed  for  this  method  of  operation  is  that 
when  it  is  completed,  the  uterine  wound  and  the  abdominal 
wound  are  not  in  contact,  for  the  emptied  uterus  takes  a  position 
below  the  umbilicus.  If  the  peritoneum  is  closed  over  the  uterine 
wound,  there  are  no  raw  surfaces  to  come  into  contact  and 
adhesions  do  not  take  place.  Involution  comes  on  almost  as 
rapidly  as  in  the  case  of  a  normal  delivery,  and  eventually  the 
uterus  assumes  a  normal  position  in  the  pelvis  without  adhe- 
sions. The  uterine  incision,  wrhether  it  be  low  or  at  the" fundus, 
and  whether  longitudinal  or  transverse,  should  be  a  clean 
incision,  only  large  enough  to  allow  of  extraction.  Great  care 
should  be  exercised  in  closing  this  wound.  I  have  been  afraid 
to  depend  upon  an  absorbable  suture,  and  have  always  used  fine 
silk.  The  advantages  of  the  silk  are  its  ease  of  sterilization 
and  its  strength.  After  placing  the  deeper  sutures,  involving  the 
musculature  of  the  uterus,  one  should  make  a  nice  coaptation 
of  the  peritoneum  with  superficial  sutures. 

In  the  past,  when  less  care  was  exercised  in  closing  the  uterine 
wall,  uteroabdominal  fistula  was  occasionally  reported,  and 
rupture  through  the  cicatrix  sometimes  occurred.  It  is  now 
generally  considered  that  such  a  danger  need  scarcely  be  reckoned 
with,  especially  among  those  who  are  strong  advocates  of  the  con- 
servative operation.  It  is,  however,  an  accident  that  must  be 
taken  into  consideration.  Richard  Werth  {Bed.  klin.  Woch., 
July  3,  1905)  has  collected  from  literature  eleven  cases  in  the  last 
twenty  years,  to  which  he  has  added  a  twelfth  occurring  in  his 
own  practice.  Some  of  these  ruptures  occurred  during  labor, 
while  others  took  place  before  the  onset  of  contraction  and 
hence  were  not  due  to  pains.  He  believes  that  when  the 
placenta  is  attached  over  the  site  of  the  scar,  the  wall  is  weakened 
there  by  the  changes  in  the  uterus  due  to  placenta]  implantation, 
so  that  the  growth  of  the  fetus  may  stretch  the  uterine  muscu 
lature  at  the  site  of  the  scar.  In  ten  of  the  cases  collected,  the 
rupture  occurred  before  labor.  The  symptoms  were  those  of 
internal  hemorrhage.  When  this  occurs  the  majority  of  oper- 
ators advocate  the  removal  of  the  ruptured  organ  by  supra- 
vaginal amputation,  and   in  extreme  cases  li\   Point's  operation. 

E.   E.   lull  (Amer.  Jour.  Oust.,  Dec,  1906)  reports  a    cast 
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of  second  Cesarean  section  in  a  patient  with  rupture  of  the 
uterus  at  the  site  of  the  first  operation.  In  the  first  section 
upon  this  patient  a  transverse  fundal  incision  had  been  made, 
and  the  wound  had  been  closed  with  three  layers  of  chromicized 
gut.  She  was  at  term  when  seen,  and  the  diagnosis  of  rupture 
of  the  uterus  was  not  made  prior  to  opening  the  abdominal 
cavity.  The  woman  did  not  present  the  usual  picture  of  shock  or 
of  severe  hemorrhage.  It  will  be  seen,  then,  that  the  danger  of 
rupture  is  a  real  one,  and  that  if  the  patient  is  not  sterilized, 
the  uterine  wound  must  be  closed  with  great  care.  In  a  sub- 
sequent pregnancy  the  patient  should  be  carefully  watched. 
1909  Spruce  Street. 


A  NEW  HYDROSTATIC  DILATOR.* 

BY 
CHARLES  B.  REYXOLDS,  M.   D., 

Assistant  Obstetrician    and    Gynecologist    to    Philadelphia   General   Hospital;    Assistant 

Obstetrician  to  Medico-Chirurgical  Hospital. 

Philadelphia. 


THE  hydrostatic  dilator  I  shall  exhibit  has  for  its  chief  ad- 
vantage the  ease  with  which  it  can  be  introduced  into  the 
parturient  cervix  canal  without  resorting  to  an  anesthetic. 

It  consists  of  a  reinforced  rubber  bag  with  a  hollow  rubber 
stem  perforated  with  four  holes  and  a  solid  rubber  tip  which 
extends  to  within  one-half  inch  of  the  base  of  the  bag.  In  its 
collapsed  condition  it  resembles  a  right-angle  triangle,  the  stem 
being  a  part  of  the  perpendicular. 

To  introduce  the  bag  a  blunt-pointed  metal  stylet  is  inserted 
into  the  rubber  stem  until  it  impinges  against  the  solid  rubber 
tip;  the  bag  is  then  rolled  around  the  rubber  stem  as  one  would 
roll  an  umbrella. 

The  rolled  bag  which  is  about  the  size  of  one's  middle  finger  is 
held  in  the  palmar  surface  of  the  hand,  with  the  tip  of  the  bag 
even  with  the  tips  of  the  index  and  middle  fingers.  The  labia 
are  separated  and  the  bag,  anointed  with  glycerin,  is  inserted 
into  the  vagina  until  the  finger  tips  touch  the  posterior  lip  of  the 
♦Exhibited  before  the  Philadelphia  Obstetrical  Society,  Thursday,   May  6,  1909. 
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cervix.  Force  is  exerted  on  the  stylet  by  the  external  hand  and 
the  bag  gently  pushed  through  the  cervical  canal.  The  fingers 
of  the  internal  hand  hold  the  bag  in  position  while  the  stylet  is 
being   withdrawn.     Sterile    water   is    then   forced    through    the 


rubber  stem  causing  the  bag  to  unroll  and  become  distended. 
A  Davidson  or  special  syringe  can  be  used  for  the  purpose. 
When  the  bag  is  distended  it  is  cone-shaped. 

A  clamp  can  be  placed  on  the  rubber  stem  and  traction  made 
if  indicated. 

The  bag  is  made  in  three  sizes  holding  four,  six,  and  ten  ounces 
of  water,  respectively. 

2003  Diamond  Street 


CESAREAN  SECTION  AT  TERM  FOR  A  TUMOR  OF  THE 
RECTOVAGINAL  SEPTUM. 

BY 
REUBEN  CROXSi  IN, 

Surgeon,  Philanthropine  Hospital,  New  York. 

Mrs.  J.  \\ '.,  twenty-eight  years  old,  was  seen  March  2,  1908, 
by  courtesy  of  her  physician,  Dr,  F.  E.  Bauer,  and  the  following 
history  elicited.  She  was  a  primipara  at  full  term.  Three 
months  previously  vaginal  examination  by  Dr.  Bauer  revealed 
nothing  abnormal.  Labor  began  February  27,  when  the  mem- 
branes ruptured, 

()n  vaginal  examination  a  large  mass  was  encountered  which 
practically  rilled  the  cavity  of  the  true  pelvis.  The  mass  began 
a  In  >u  1  one  inch  from  the  vulva,  and  occupied  the  anterior,  posterior, 
and  left  lateral  walls  of  the  pelvis.     Between  the  right  lateral  wall 
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of  the  pelvis  and  the  outer  convex  border  of  the  mass  there  was  a 
crescentic  space  three-fourths  inch  laterally  and  about  one  and 
one-fourth  inches  anteroposterior!}". 

Two  fingers  could  be  passed  between  the  right  wall  of  the  pelvis 
and  the  outer  convex  border  of  the  tumor  to  the  right  side  of  the 
brim  of  the  pelvis. 

The  brim  of  the  pelvis  was  entirely  filled  by  the  tumor  with 
the  exception  of  a  space  about  three-fourths  inch  in  diameter  to 
the  right,  where  the  cervix  and  fetal  head   were   encountered. 

The  consistency  of  the  tumor  was  hard,  but  its  exact  character 
was  not  determined. 

The  only  alternative  for  operative  interference  was  Cesarean 
section.  The  patient  was  delivered  of  a  healthy  child  by  Cesarean 
section,  March  2. 

As  the  patient  was  in  good  condition  the  uterus  was  not  ampu- 
tated, although  she  had  been  in  labor  for  three  days  and  the  bag  of 
water   had   ruptured   three   days   previously. 

At  the  operation  the  upper  pole  of  the  tumor  could  be  felt 
in  the  shape  of  a  horseshoe  beneath  the  parietal  peritoneum. 
It  had  no  connection  with  the  uterus  or  adnexse. 

Xo  attempt  was  made  to  extirpate  the  tumor. 

Her  convalescence  was  somewhat  delayed  by  the  peculiar 
contour  of  the  tumor,  which  prevented  proper  uterine  drainage. 
But  with  careful  nursing  and  intrauterine  douches  of  alcohol  and 
collargol  her  temperature  gradually  became  normal. 

She  was  discharged  with  her  baby  in  good  condition  March 
30,  with  the  understanding  that  the  enucleation  of  the  tumor 
would  be  attended  to  at  a  subsequent  date  when  her  condition 
warranted  surgical  interference. 

In  the  latter  part  of  April  she  developed  some  temperature 
and  the  tumor  felt  somewhat  boggy.  On  May  1,  she  returned 
with  a  tumor  protruding  through  the  anus  for  about  five  inches 
and  of  a  diameter  of  about  two  inches. 

Evidently  the  tumor  situated  in  the  rectovaginal  septum  had 
ulcerated  into  the  rectum. 

Under  anesthesia  the  finger  was  passed  into  the  rectum, 
where  at  a  distance  of  about  three  inches  from  the  anus  a  circular 
opening  was  encountered  in  the  anterior  rectal  wall  through 
which  the  tumoi  protruded.  The  finger  was  pushed  through  the 
circular  opening  into  the  rectovaginal  septum  and  the  balance 
of  the  tumor  easily  enucleated.  The  cavity  in  the  rectovaginal 
septum  was  drained  with  rubber  tubing,  the  extremity  of  the 
tubing  extending  beyond  the  amis. 

The  patient  was  finally  discharged  cured  May  23. 
The  interesting  points  in  this  case  were:  that  the  tumor 
evidently  grew  with  great  rapidity  in  the  last  three  months  of 
pregnancy,  that  the  uterus  was  not  amputated  notwithstanding 
the  rupture  of  the  amniotic  sac,  and  the  initial  onset  of  labor 
three  days  previously,  and  finally  the  ulceration  of  the  tumor 
into  the  rectum. 

133  West  One  hundred  ujd  Twenty-second  Strj 
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TRANSACTIONS  OF  THE  CHICAGO 
GYNECOLOGICAL  SOCIETY. 


Meeting  of  April  23,   1909. 
The  President,    Henry  F.  Lewis,  M.  D.,  in  the  Chair. 
Dr.  L.  E.  Frankenthal  described 

A  SIMPLE  OBSTETRICAL  DEVICE. 

Considering  the  great  sacrifice  to  the  integrity  of  the  soft  parts 
of  the  mother  and  the  often  either  fatal  or  permanent  injuries 
to  the  child  in  the  application  of  the  forceps  on  the  unengaged 
head  in  contractions  of  the  mother's  pelvis  of  lesser  degree,  the 
YValcher's  position  has  been  a  great  boon  to  both  mother  and 
child.     The  value  of  the  position  depends  upon  a  hyperflexion 


Correct   position. 

of  the  anterior  part  of  the  pelvic  inlet  upon  the  sacroiliac  joints, 
increasing  the  pelvic  inlet  from  1.5  2.5  cm.  The  Walchcr  s 
position  is  no  doubt  painful,  especially  if  the  bag  oi  waters  has 
not  ruptured,  it  necessitates  the  administration  oi  chloroform 
or  morphia  or  both,  it  requires  the  constant  attendance  of  one  or 
more  nurses,  ami  in  hospitals  a  special  bed  or  chair.  I  therefore, 
about  live  vears  ago,  decided  to  construct  a  harness  Oirst  out 
Of    bed    Sheets)    which    would    embody    all    the    advantages    anil 
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manv  more  with  none  of  the  disadvantages  of  the   Waleher's 
position  in  the  dorsal  decubitus  with  hanging  legs. 

The  patient  is  placed  on  her  side — that  side  which  contains 
the  part  that  is  to  rotate  to  the  front  and  advance — and  then  the 
harness  is  attached.  The  pelvic  bandage  had  better  be  applied 
first  and  tied  in  front,  then  the  chest  and  shoulder  bandage  next, 
tied  behind,  the  shoulders  and  the  ilium  being  on  a  line  with  one 
another  and  parallel  to  the  long  axis  of  the  bed.  Then  finally 
the  foot  bandages  are  applied  and  tied  behind,  the  thighs  being 
brought  at  an  obtuse  angle  to  the  pelvis.  This  angle  can  be 
considerablv  increased  after  the  patient  has  been  in  the  position 
for  some  little  time  by  gently  pushing  the  knees  backward, 
especiallv   is   this   true   if   the   liquor  amnii   has   escaped   since 


Incorrect  position. 

originally  applying  the  harness.  The  position  is  not  painful, 
a  nurse  is  not  required  any  more  than  in  any  obstetrical  case, 
nor  is  chloroform  or  morphia,  on  account  of  the  position  pi  i 
indicated.  Patients  do  not  beg  to  be  released,  though  three 
hours  is  the  longest  time  I  have  been  compelled  to  keep  a  patient 
in  the  position.  Bodily  warmth  can  better  be  maintained.  The 
soft  parts,  on  account  of  the  approach  of  the  lower  sacrum  and 
coccyx  to  the  ilium,  are  as  much  relaxed,  if  not  more  so,  than  in 
the  Waleher's  position.  There  is  no  edema  of  the  soft  parts 
nor  the  feet  on  account  of  the  position;  a  condition  I  have 
frequenth  observed  in  the  Waleher's  position.  The  impression 
on  the  patient  and  relatives  is  not  so  barbarous,  a  consideration 
by  no  means  to  be  overlooked.  The  accompanying  photographs 
will  better  illustrate,  than  I  can  describe  how  the  harness  should 
be  applied.  This  bandage  has  been  used  for  many  years  on 
many  cases  at  the  Michael  Reese  Maternity  and  in  my  own  private 
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work  and  that  of  Dr.  Frank  Cary,  and  has  been  of  immense 
value. 

Dr.  Alfred  D.  Kohn  read  (by  invitation)  a  paper  entitled 

COXSTIPATIOX  IN  WOMEN.* 
DISCUSSION. 

Dr.  George  Schmauch. — I  agree  with  many  of  the  state- 
ments made,  particularly  the  quotation  that  80  or  90  per  cent, 
of  female  trouble  is  due  to, constipation.  Text-books  on  gynecol- 
ogy say  very  little  about  the  treatment  of  chronic  constipation. 
The  doctor  referred  to  one  symptom  which  we  meet  often  in 
examining  women,  namely,  that  the  rectum  is  full  of  feces,  but 
en  inquiry  we  are  informed  that  the  patient  had  a  bowel  move- 
ment every  day.  The  bowels  of  such  patients  move,  but  not 
farther  than  in  the  atonic  rectum.  Parametritis  posterior, 
catarrh  of  the  tubes,  etc.,  are  often  caused  by  chronic  consti- 
pation. I  have  found  that  the  most  frequent  cause  of  consti- 
pation is  atony  of  the  rectum.  I  have  not  seen  much  good 
come  from  electrical  treatment.  I  use  mostly  injections  of 
sweel  oil  to  be  retained,  and  in  most  cases  this  treatment  is 
successful.  Some  patients  never  seem  to  empty  the  rectum 
completely,  and  in  such  cases  I  wash  out  the  rectum  after  the 
bowels  have  moved.  For  the  first  weeks  I  might  use  lukewarm 
lavage,  and  later  cold  water,  which  I  find  to  be  one  of  the  best 
tonics  for  combating  atony  of  the  rectum. 

A  very  serious  symptom  frequently  seen  in  constipation  is 
palpitation  of  the  heart  and  also  a  slight  edema  of  the  feet  and 
ankles,  but  all  these  things  are  easily  remedied  by  proper  treat- 
ment of  the  constipation. 

I  am  also  in  favor  of  examining  all  these  cases  with  the  recto- 
scope.  The  instrument  is  so  made  as  to  show  all  the  details 
high  up,  as  far  as  the  sigmoid  flexure.  This  gives  one  a  very 
beautiful  picture  of  the  pathologic  conditions  in  the  rectum. 

Dr.  Henry  F.  Lewis. — This  question  brings  up  the  matter  of 
normal  defecation,  which  is  really  very  complicated.  Dr. 
Kohn  referred  to  the  nervous  element  in  constipation,  and  I 
wish  that  he  had  said  more  about  the  physiology  of  defecation. 
Many  patients  come  to  us  with  apparent  pelvic  disease  or  with 
actual  pelvic  lesions,  where  the  real  trouble  is  due  to  const  ip.it  ion 
and  not  to  any  pathology  in  the  pelvic  organs.  The  ver)  fad 
of  the  existence  of  a  stimulus  which  brings  on  defecation  is 
rather  obscure.  This  stimulus  is  not  the  presence  of  feces  in  the 
rectum,  because  very  often  the  bowel  tails  to  evacuate  itself 
even  when  it  is  lull  of  feces.  Indeed,  feces  normally  remain  in 
the  lower  rectum  for  hours.  Perhaps  the  stimulus  ,.i  taking 
food  into  tlie  stomach  and  having  it  passed  on  into  the  bowel 
may  furnish  the  necessary  excitement. 

Dr.  Kohn  (closing  the  discussion). — I  do  not  wish  t<>  discuss 

*  For  original  an  ii  .'13. 
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the  nervous  mechanism  of  the  bowel  because  I  covered  that 
question  thoroughly  in  a  recent  paper  (Ch.  Medical  Recorder, 
Oct.,  1908).  There  is  one  point,  however,  which  I  omitted  to 
mention  and  that  is  the  matter  of  habit  in  defecation.  It  is  un- 
doubtedly true  that  many  cases  of  constipation  result  from  a 
neglect  to  form  a  habit.  It  is  not  uncommon  to  see  cases  of 
constipation  in  persons  who  previously  have  been  regular  in  the 
matter  of  evacuating  the  bowel,  but  owing  to  some  illness  which 
confines  them  to  bed,  or  a  journey,  have  gotten  out  of  the  habit 
of  defecating  at  a  certain  time.  However,  this  differs  in  dif- 
ferent individuals.  I  recall  one  young  man,  a  perfectly  healthv 
individual,  who  had  a  bowel  movement  every  morning  at  eight 
o'clock.  He  went  to  Europe  on  a  slow  steamer,  spending  most 
of  his  time  in  the  smoking-room,  eating,  smoking,  and  drinking. 
He  did  not  have  a  bowel  movement  for  ten  days,  the  time  he  was 
on  the  steamer  and  yet  felt  no  ill-effects.  Some  people  have  a 
regular  bowel  movement  only  once  or  twice  a  week,  and  vet  are 
perfectly  healthy.     It  is  entirely  a  question  of  the  individual. 

As  regards  the  treatment  of  so-called  spastic  constipation,  we 
might  take  up  von  Noorden's  method.  He  considers  all  kinds 
of  constipation  as  being  on  a  common  basis,  and  his  treatment 
consists  in  giving  very  coarse  foods.  He  claims  that  all  his 
cases  get  well,  but  that  has  not  been  my  own  experience.  This, 
the  spastic  variety  of  constipation,  requires  entirely  different 
treatment  from  the  atonic  kind.  It  is  found  usually  in  very  neu- 
rotic individuals,  and  it  is  analogous  in  some  ways  to  lead  poison- 
ing in  that  the  bowels  are  tightly  contracted.  These  patients  do 
best  under  the  administration  of  belladonna  and  opium,  although 
some  require  warm  baths  and  rest  cures  in  addition. 

Dr.  Emil  Ries  read  a  paper  entitled 

MECHANISM    OF    OCCLUSION    OF    THE    FALLOPIAN    TUBES.* 
DISCUSSION. 

Dr.  T.  J.  W ATKINS. — I  have  been  extremely  interested  in 
this  paper,  because  I  have  for  a  long  time  studied  the  condition 
macroscopically.  There  are  two  or  three  things  that  suggest 
themselves:  first,  whether  we  ever  get  an  occlusion  primarily, 
or  whether  it  is  always  secondary  to  an  occlusion  of  the  fimbriae 
after  they  become  glued  to  the  adjacent  peritoneum.  In  the 
acute  cases  one  always  finds  the  tube  occluded  by  being  glued 
to  the  adjacent  tissues,  and  it  would  stem  probable  that  the  cellu- 
lar infiltration  and  cell  proliferation  which  occurs  might  play 
an  important  part  in  tin-  mechanism  of  occlusion.  Another 
point  is  that  the  fimbria;  contain  very  little  tissue,  and  alter  they 
become  glued  to  the  adjacent  structures  and  are  thoroughly  in- 
filtrated with  round  cells,  the  amount  of  tissue  remaining  must  be 
very  small  when  the  process  goes  on  to  the  extent  of  shutting  off 
the  blood-vessels  in  the  fimbriae.     Another  rather  Lnterestingjcon- 

*  For  original  article  see  page  201. 
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dition  seen  in  the  clinical  study  of  these  cases  is  that  annular  oc- 
clusion occurs  more  often  in  mild  than  in  severe  cases.  Hydro- 
salpinx, for  instance,  is  the  result  of  an  infection  of  the  tube,  and 
there  is  often  present  a  scar-like  mark  at  the  outer  side  of  the 
fimbriae,  and  occlusion  occurs  by  annular  constriction.  I  would 
like  to  have  Dr.  Ries  tell  us  whether  he  thinks  that  the  method  of 
occlusion  has  any  relation  to  the  severity  of  the  infection. 

Dr.  Gustav  Kolischer. — The  explanation  Dr.  Ries  gave 
of  the  occlusion  of  the  tube  and  of  the  attachment  of  the  peri- 
toneal side  of  the  fimbriae  to  the  inside  of  the  tube  is  very  plaus- 
ible, but  I  would  like  to  ask  whether  inversion  or  intussusception 
of  the  fimbriae  is  absolutely  necessary  to  produce  occlusion.  The 
tube  might  be  occluded  by  infection,  causing  denudation  and  a 
growing  together  of  the  raw  surfaces.  I  would  like  to  "ask  this 
question,  for  the  reason  that  in  a  specimen  of  extrauterine  preg- 
nancy shown  in  Schauta's  clinic,  where  infection  occurred,  the 
fimbriae  were  found  to  be  attached  to  the  inside  of  the  sac  formed 
mostly  of  coagulated  blood.  The  tube  was  occluded,  although 
the  fimbriae  were  everted. 

Dr.  L.  E.  Frankenthal. — One  of  the  practical  points  to  be 
drawn  from  the  paper  and  one  I  have  practised  for  a  long  time 
is  the  following:  In  operating  upon  a  pyosalpinx,  whenever  for 
some  reason,  I  wish  to  save  the  uterus,  I  separate  as  many  ad- 
hesions as  I  dare  and  then  dissect  out  the  uterine  end  of  the  tube 
and  ligate  off  the  top  of  the  broad  ligament,  then  as  a  last  step 
I  remove  the  fimbriated  extremity  of  the  tube  after  having 
loosened  the  fimbriated  end  of  the  tube  from  its  adhesions,  be- 
cause in  my  own  experience,  the  cases  in  which  I  get  the  most 
leakage  are  those  where  I  used  to  go  down  into  the  culdesac 
and  separate  the  tube  first  at  the  fimbriated  extremity.  I  have 
extirpated  a  large  number  of  tubes  where  the  tube  was  patulous 
after  the  adhesions  were  separated  and  where  the  tube  proper, 
including  the  fimbiiae,  was  not  injured;  where,  therefore,  the  escape 
of  pus  occurred  through  the  patulous  fimbriated  extremity. 

Dr.  Ries  (closing  the  discussion). — This  paper  is  only  a  part 
of  what  might  be  said  on  the  subject.  No  reference  was  made, 
for  instance,  to  hematosalpinx.  I  have  not  gone  into  the  theories 
of  Nagel  and  others  as  to  the  inflammatory  origin  of  tubal 
occlusion  in  occlusion  of  the  vagina,  nor  have  I  considered  the  oc- 
clusion of  the  tube  in  tubal  pregnancy.  In  answer  to  Dr.  Wai 
kins'  question,  I  would  like  to  say  that  of  course  a  great  many 
combinations  are  possible  in  the  attachment  of  an  inflamed  tube 
to  surrounding  organs,  and  also  that  by  the  time  we  operate  the 
primary  attachments  which  lead  to  occlusion  of  the  tube  may 
have  yielded  to  such  an  extent  thai  only  tracts  of  the  original  at- 
tachments arc  found.  The  tube  can  become  adherent  and  free 
itself.  The  peritoneal  adhesions  are  so  incalculable  in  their 
course  that  it  would  be  presuming  on  our  knowledge  of  natural 
processes  to  lay  down  any  hard  and  fast  rules.  I  think  I  shall 
have  to  be  satisfied  by  saying  that  this  is  one  way  of  explaining  it . 


TRANSACTIONS    OF    THE    NEW   YORK   ACADEMY   OF   MEDICINE.       305 

I  have  not  gone  into  the  description  of  cases  with  more  violent 
infections  than  I  have  had  to  deal  with,  such  as  pyosalpinx  with 
enormously  thickened  walls,  or  tuboovarian  cysts  with  the 
fimbria?  turned  outward  away  from  the  tube.  I  should  like  to 
make  the  main  purpose  of  my  paper  a  suggestion  that  you  look 
at  the  tubes  you  remove  and  find  the  specimens  that  do  not 
agree  with  this  theory,  and  I  would  also  like  to  have  shown  me 
a  specimen  which  on  section  allows  me  to  demonstrate  what  I 
have  not  actually  seen,  but  constructed  and  diagrammatically 
represented  in  Fig.  8  accompanying  my  paper. 
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SECTION   ON  OBSTETRICS  AND  GYNECOLOGY. 

Meeting  of  January  28,  1909. 
J.  O.  Polak,  M.  D.,  in  the  Chair. 
Dr.  Abram  Brothers  presented  a 

LARGE  MULTILOCULAR  OVARIAN  CYST  AND  A    SUBMUCOUS    SESSILE 

FIBROID  TUMOR  SHOWING  MARKED  CIRCULATORY 

DISTURBANCES. 

On  January  15,  1909,  a  middle-aged  woman  was  referred  to  his 
service  at  the  Beth  Israel  Hospital.  She  complained  particularly 
of  uterine  hemorrhage.  She  presented  a  large  abdominal  tumor 
on  the  right  side  intimately  associated  with  a  distinctly  enlarged 
uterus.  Per  vaginam  a  gaping  cervix  admitted  the  index  finger 
which  recognized  a  submucous  sessile  tumor  which  bled  on  being 
touched.  A  diagnosis  of  multiple  fibroids  was  made  and 
hysterectomy  was  projected  for  the  following  day.  After  the 
abdomen  was  opened  a  large,  round,  multilocular  cyst  was  seen 
and  an  enlarged  uterus  showing  fibroid  nodules  on  its  surface. 
Both  were  removed,  including  the  left  and  right  Fallopian  tubes. 
The  left  normal  ovary  was  left  to  prevent  a  too  sudden  onset  of 
the  menopause.  The  ovarian  tumor  presented  nothing  unusual. 
The  uterus,  when  split  open,  showed  on  its  wall  a  sessile  sub 
mucous  fibroid  tumor  the  size  of  the  closed  fist.  The  mucous 
covering  of  this  tumor  was  intensely  congested,  suggesting  a 
beginning  sloughing  process  of  the  tumor.  The  microscopical 
examination  confirmed  the  diagnosis.  While  the  body  of  the 
tumor  showed  no  structural  change,  the  capsule  and  mucous 
covering  were  so  intensely  congested  that  it  was  apparently  only 
a  question  of  a  short  time  when  ulceration  or  sloughing  would 
have  ensued. 

There  were  two  points  of  interest  in  this  case.     First,   had 
this  patient  been  subjected  to  curettage  to  control  the  bleedic 
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it  seemed  to  him  this  process  would  have  expedited  the  sloughing 
and  jeopardized  the  life  of  the  woman.     Second,  why  should  a 
sessile  submucous  tumor  have  produced  such  extensive  circu- 
latory disturbances  as  to  threaten  sloughing  or  gangrene? 
Dr.  Henry  Dawson  Furniss  presented 

A     SIMPLE     METHOD     OF     DETECTING     INJURIES     OF     THE     URETER 
DURING  OPERATION. 

The  surest  method  was,  of  course,  to  make  the  ureters  more 
easily  recognized  by  passing  into  their  lumen  a  catheter  or 
bougie;  but  many  times  this  was  impracticable,  both  on  account 
of  the  conditions  presented  by  the  patient,  or  lack  of  experience 
on  the  part  of  the  operator.  The  ureter  might  be  cut,  the  cut 
portion  inspected,  and  then  there  might  be  doubt  as  to  its  iden- 
tity. A  simple  idea  was  to  give  these  patients  methylene  blue, 
three  doses  of  one  grain  each  in  the  twenty-four  hours  preceding 
operation,  or  to  inject  into  the  gluteal  muscles  twenty  minims 
of  a  4  per  cent,  aqueous  solution  of  indigo-carmine  just  before 
the  anesthetic  was  started  or  after  the  patient  had  lost  con- 
sciousness. Should  the  ureter  be  cut,  the  colored  urine  would 
quickly  stain  the  intraabdominal  gauze  pads,  and  give  warning 
that  the  ureter  had  been  injured.  If  the  ureter  was  cut  on  the 
distal  side  of  a  clamp  or  ligature,  he  believed  there  would  be 
enough  coloring  of  its  lumen  to  show. 

Dr.  Abram  Brothers  said  that  the  suggestion  offered  by  Dr. 
Furniss  was  very  ingenious.  Of  course  there  was  nothing  new 
in  the  idea  of  giving  drugs  where  one  suspected  that  the  ureter 
had  been  injured;  the  drugs  were  given  by  the  mouth  and  after- 
ward an  examination  by  eystoscope  was  made;  the  colored 
urine  would  be  seen  coming  from  the  normal  ureter,  while  it 
would  be  absent  from  the  injured  one.  Dr.  Furniss  had  im 
proved  upon  this  method.  However,  an  injury  to  the  ureter 
was  rather  infrequent,  and  he  believed  the  danger  of  injuring  it 
in  operations  had  been  exaggerated.  In  his  operative  work 
covering  a  period  of  about  fourteen  years,  he  had  injured  the 
ureter  but  three  times,  twice  when  doing  abdominal  work,  and 
once  when  doing  vaginal  work.  He  lost  two  of  these  cases.  In 
one  the  patient  would  have  died  whether  the  ureter  had  been 
cut  or  not.  The  second  case  Dr.  Furniss  had  assisted  him  in; 
he  did  an  hysterectomy  for  a  fibroid  uterus  associated  with 
such  an  alarming  hemorrhage  thai  clamps  had  to  be  used.  In 
tying  under  the  clamps,  the  ureter  was  caught.  Ureteral 
catheters  were  passed  on  both  sides.  On  the  left  side  the  catheter 
passed  readily  to  the  kidney;  but  on  the  right  side  the  cathetei 
went  a  distance  of  about  one  and  a  half  inches  and  went  no 
further.  This  patient  was  far  advanced  with  diabetes  and  suc- 
cumbed  on  the  table.  If  this  patient  had  been  in  better  physical 
condition  she  might  have  been  saved. 

Dr.  Hi  im  w  I ..  Collyer  thought  the  method  of  Dr.  Furniss 
was  valuable,  especially  in  eases  with  large  fibroid  tumors  where 
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the  ureters  were  likelv  to  be  distorted.  Discolored  fluid  did 
assist  largely  in  detecting  injured  parts. 

Dr.  Furniss  said  the  first  autopsy  he  ever  did  in  New  York 
showed  both  ureters  ligated  with  catgut.  If  this  patient  had 
lived  one  day  longer,  he  believed  the  obstruction  in  the  ureters 
would  have  been  overcome  because  the  sutures  were  softening 
and  were  just  about  to  give  way. 

Dr.  John  Van  Doren  Young  read  a  paper  on 

SACRAL  SUSPENSION  OF  THE  UTERUS. 

In  an  article  read  before  the  New  York  Obstetrical  Societv 
in  May,  1903,  and  published  in  the  New  York  Medical  R  cord, 
Oc  ober  24  of  the  same  year,  he  called  attention  to  the  importance 
of  the  uterosacral  ligaments  in  the  support  of  the  uterus.  Ex- 
perience since  that  time  had  served  to  strengthen  his  opinion  as 
to  their  value  as  factors  in  the  general  scheme  of  uterine  support. 
Analyzing  the  action  of  the  various  ligaments  which  attached 
the  uterus  to  the  bony  pelvis,  he  briefly  summarized  as  follows: 
The  broad  ligaments  on  either  side  prevented  lateral  displace- 
ment and  aided  in  uterine  support.  He  believed  that  the 
broad  ligaments  were  only  secondarily  supportive  in  their  action 
in  the  erect  position.  The  round  ligaments  acted  as  guy  ropes 
to  the  fundus  when  the  bladder  was  filled,  when  the  patient 
was  in  a  recumbent  position  and  also  in  the  early  months  of 
pregnancy.  They  could  not  be  considered  from  their  normal 
course  or  position  as  at  all  supportive  in  the  upright  position. 
When  the  uterosacral  ligaments  were  taken  into  consideration 
their  function,  whin  the  body  was  in  the  upright  position,  was 
particularly  supportive.  It  was  his  opinion  that  any  operation 
looking  to  the  relief  of  retroversion,  retroflexion  or  either  of 
these  combined  with  prolapse,  would  fall  short  of  giving  the 
desired  relief  unless  the  elasticity  and  strength  of  the  utero- 
sacral ligaments  were  taken  into  consideration. 

He  also  believed  that  the  reason  that  almost  every  anterior 
operation,  that  was,  every  operation  on  the  fundus  by  fixation 
or  suspension  or  some  form  of  round  ligament  operation 
or  broad  ligament  operation,  had  had  its  strong  supporters,  was 
the  fact  that  in  a  large  percentage  of  these  cases  the  uterosacral 
ligaments  were  not  stretched  beyond  their  elastic  limit  and,  there- 
fore, the  operation  which  held  the  fundus  forward  would  relieve 
the  condition.  Where,  however,  these  ligaments  were  stretched 
d  1  hen  elastic  limit,  any  operation  which  held  the  fundus 
forward  alone  would  fail.  In  following  out  any  method  of  treat 
ment  for  the  relief  of  retroversion  with  prolapse,  all  indicated 
Mm  H  al  procedures  such  as  curettage,  repair  of  the  cervix,  peri 
neorrhaphv,  anterior  colporrhaphv  and  removal  of  hemorrhoids, 
must  be  performed  as  adjuncts  to  the  operation  prior  to  any  intra- 
abdominal work.  When  the  abdomen  was  opened  it  was  firsl 
wise  to  investigate  the  condition  of  the  tubes  and  ovaries,  and 
to  do  whatever  work  was  necessarv  to  these  organs  and  at   the 
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same  time  break  up  all  adhesions  which  bind  the  omentum,  gut  or 
adnexa  to  the  uterine  body.  The  patient  was  then  raised  to  the 
extreme  Trendelenburg  position,  the  gut  was  taken  out  of  the 
pelvis,  and  held  above  the  brim  of  the  true  pelvis  by  pads  soaked 
in  normal  saline  solution.  With  the  contents  of  the  pelvis  brought 
fully  into  view,  the  fundus  was  grasped  by  a  double  tooth  vulsel- 
lum  and  held  well  under  the  symphysis  so  as  to  rotate  the  uterus 
on  its  mid-transverse  axis,  thereby  lifting  the  lower  segment. 
One  uterosacral  ligament  should  be  grasped  in  its  mid-portion 
by  a  long  abdominal  sponge-holder  and  drawn  well  into  view, 
and  the  amount  of  shortening  determined.  A  stitch  was  then 
introduced  through  the  uterine  wall  at  the  point  of  junction 
of  the  ligament,  this  stitch  giving  the  point  of  traction.  Care 
should  be  taken  to  make  this  stitch  embody  enough  tissue  to 
allow  it  to  be  drawn  firmly  without  fear  of  tearing.  The  liga- 
ment should  be  grasped  between  the  fingers  and  thumb  and  if  the 
ureter  was  felt  between  the  folds,  it  should  be  pushed  aside  later- 
ally to  avoid  being  included  in  the  stitch.  Having  identified  the 
ligament  and  located  the  ureter,  the  next  step  was  the  deter- 
mination of  the  point  at  which  the  ligament  should  be  sewn  to  the 
uterine  body.  To  do  this,  the  sponge-holder  should  be  drawn 
downward,  inward  and  forward,  thereby  putting  on  tension 
the  outer  or  upper  section  of  the  ligament;  then,  by  drawing  upon 
the  stitch  already  in  place,  a  point  was  readily  determined  at 
which  the  tension  of  the  ligament  would  meet  the  requirement. 
The  point  was  held  by  the  sponge-holder  and  the  stitch  alreadv 
in  place  was  passed  through  the  ligament,  to  include  all  three 
layers  of  the  ligament  near  its  insertion,  and  both  layers  of  the 
folded  end.  This  brought  the  fold  of  the  ligament  on  the  inner 
side  of  the  uterine  insertion.  The  middle  of  that  portion  of  the 
ligament  was  grasped  between  its  origin  and  the  stitch  above 
described  by  a  long  thin  jawed  clamp.  This  was  placed  on  the 
stretch  by  moving  the  point  of  the  clamp  backward,  upward  and 
slightly  outward.  The  three  folds  of  the  ligament  would  then  lie 
clearly  seen.  The  reduplicated  fold  should  be  outward  to  the 
shortened  ligament.  A  stitch  was  then  placed,  running  through 
the  three  layers,  beginning  at  the  outer,  through  the  middle  and 
then  the  inner  fold,  at  the  point  farthest  from  the  uterine  body. 
The  same  procedure  was  gone  through  with  by  a  center  stitch, 
midway  between  one  at  the  junction  of  the  uterine  end  and 
tin  stitch  nearest  the  sacrum.  In  placing  these  stitches  too 
great  importance  could  not  be  laid  upon  the  necessity  of  includ- 
ing all  three  of  the  folds  of  the  ligament.  A  sharp  knife  was  then 
taken  and  the  peritoneum  covering  the  three  folds  was  scarified, 
The  next  step  was  the  taking  of  a  line  catgut  suture  on  a  small 
needle  and  overhanding  these  three  layers  from  end  to  end  of 
the  reduplication,  The  procedure  was  followed  on  the  opposite 
side  and  the  operation  was  then  completed.  This  operation 
was  contraindicated  in  verv  stout  people  on  account  of  the  diffi- 
culty of  its  performance  and  where  there  was  retroflexion  of  the 
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body  of  the  uterus  with  little  or  no  prolapse.  It  was  of  particular 
value  in  retroversion  with  prolapse  and  eystocele.  Dr.  Young 
closed  his  paper  by  reporting  eight  cases.  The  points  of  ad- 
vantage in  the  operation  were  as  follows:  The  supporting  of  the 
uterus  in  its  normal  position  from  the  bony  structure  above; 
the  body  and  especially  the  fundus  were  freely  movable  for  all 
the  functions  of  the  body;  it  did  not  distort  but  reproduced  the 
curve  of  Carus.  In  the  event  of  pregnancy,  there  was  no  pos- 
sibility    of     dystocia. 

DISCUSSION. 

Dr.  A.  Stirmdorf  said  that  judged  from  a  purely  technical 
standpoint,  Dr.  Young's  procedure  for  securing  uterine  dorso- 
suspension  by  pleating  the  sacrouterine  folds  intraabdominally 
must  accomplish  that  object,  if  nothing  else.  Omitting  all  tech- 
nical discussion  on  the  method  as  such,  he  asked  that  they  direct 
their  attention  to  the  vital  question  that  must  obtrude  itself  in 
the  consideration  of  this  as  of  any  operation  proposed  for  the 
correction  of  uterine  retrodisplacement,  namely,  would  this 
operation  restore  not  only  the  anatomical  direction  of  the  uterus 
but  also  the  normal  physiological  poise  and  mobility  essential 
to  the  functions  of  that  organ? 

Dr.  Young's  theoretical  contentions  for  attacking  the  utero- 
sacral  folds  were  based  upon  his  observations  that  "the  sacral 
attachments  of  these  folds  suspend  the  uterus  from  the  highest 
point  of  the  pelvis  and  that  these  same  folds  are  usually  redun- 
dant and  lax  in  retroversions." 

As  for  the  first  contention,  it  seems  difficult  from  a  mechanical 
point  of  view  to  concede  greater  importance  to  the  suspension  of 
the  cervix  by  the  sacrouterine  folds  from  the  highest  point  than 
to  the  retention  of  the  fundus  by  the  round  ligaments  at  the 
lowest  point. 

As  for  the  second  contention,  namely,  the  laxity  or  redundancy 
of  the  uterosacral  folds,  one  could  not  escape  the  suspicion 
that  Dr.  Young's  method  attacked  a  result  rather  than  the 
cause  of  the  trouble;  for  it  was  an  easily  demonstrated  fact  that 
the  sacrouterine  folds  were  ligaments  in  name  only  and  not  in 
function.  They  were  in  reality  only  peritoneal  folds  whose 
elastic  and  muscular  elements  had  at  the  most  only  a  micro- 
scopic existence;  furthermore,  they  represented  the  weakest  and 
most  variable  structural  attachments  of  the  uterus,  as  obsi-i\c<l 
in  their  daily  routine  where  they  were  the  first  to  yield  to  the 
pull  of  the  vulsellum. 

I  'Urine  displacement  represented  abnormal  uterine  support  and 
any  corrective  procedure  must  be  based  upon  a  clear  concept  ion 
of  the  mechanism  of  its  normal  support  of  which  the  utero- 
sacral folds  presented  only  a  single  passive  factor. 

The  discussions  on  normal  uterine  support  had  not  attained 
finality  or  precision  to  the  present  time. 

In  his  paper  on  "Perineum,  Perineorrhaphy   and    Prolapse," 
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read  before  the  Medical  Association  of  the  Greater  City  of  New 
York,  and  published  in  the  Medical  Record,  April  i,  1905,  he 
attempted  to  elucidate  present  conceptions  on  this  subject, 
and  it  must  suffice  for  this  discussion  to  emphasize  that  all 
muscular  and  ligamentous  uterine  attachments,  and  especially 
those  constituting  the  pelvic  floor,  served  to  support  the  uterus — 
not  by  virtue  of  their  textural  resistance  to  displacements,  but  by 
acting  as  movahle  and  contractile  planes  that  deflected  the  dis- 
placing force  of  intraabdominal  pressure. 

Paradoxical  as  it  might  appear,  both  the  maintenance  and 
disturbance  of  uterine  equilibrium  were  the  result  of  the  same 
intraabdominal  pressure  under  the  influence  of  balanced  or 
unbalanced  deflection. 

As  a  single  illustration,  the  deflection  might  be  misdirected  by  a 
change  in  the  contours  of  the  pelvic  floor,  acquired,  congenital, 
or  by  the  abnormal  skeletal  planes  presented  by  the  so-called 
"Glenard  habitus"  with  its  resulting  general  splanchnoptosis. 

To  attempt  the  correction  of  a  uterine  deviation  resulting  from 
such  a  cause  by  pleating  the  uterosacral  folds  would  not  reflect 
credit  on  the  method,  and  it  followed  that,  in  a  given  case,  the 
etiological  factors  and  their  resultants  must  indicate  the 
particular  line  of  correction  to  be  followed.  No  one  method 
could  possibly  be  applicable  to  all  causes  and  cases. 

Their  armamentarium  for  the  cure  of  retrodisplacements  must 
include  orthopedic,  mechanical,  surgical  and  medical  means, 
any  or  all  the  operations  proposed  might  find  their  sphere  of 
usefulness,  when  they  had  reached  a  clear  correct  conception  of 
normal  uterine  support  and  base  their  corrective  procedures  on 
such  knowledge. 
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OBSTETRICS 

Treatment  of  Vesicovaginal  Fistula  by  the  Operation  of 
Bracquehaye. — A.  Brindeau  {L'Obstttrique,  March.  1909)  says 
vesicovaginal  fistula;  arc  becoming  more  and  more  rare,  owing 
to  greater  obstetrical  skill.  There  are  three  methods  of  operation  ; 
the  American  of  freshening,  the  French  of  " dddoublement " 
which  has  the  advantage  of  not  destroying  any  tissue  and  thus  not 
increasing  the  size  of  the  fistula,  and  that  of  reaching  the  fistula 
from  above  after  laparotomy.  Bracquehaye  instituted  a  mixed 
operation  which  is  successful  even  in  very  large  tistulae.  He 
makes  the  fistula  easily  accessible,  and  slowly  dilates  the  genital 
canal.  Asepsis  of  the  bladder  is  assured  by  the  use  of  urotropin 
and  lavage  with  permanganate  of  potash  or  nitrate  of  silver. 
A  circular  incision  is  made  around  the  fistula,  through  the  entire 
depth  ol  the  \aginal  mucosa.  Care  must  be  taken  not  to  tear 
the   ring   of   mucous   membrane.     A   collar  of   mucosa   is    thus 
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formed  around  the  fistula.  This  collar  of  membrane  is  turned 
in  so  that  it  replaces  that  of  the  bladder  and  is  sutured  together 
so  as  to  close  the  orifice.  The  denuded  surface  is  now  sutured 
in  a  straight  line  so  as  to  close  over  the  fistular  orifice.  An  im- 
mediate cure  is  generally  the  result.  The  author  details  eleven 
cases  successfully  operated  on  by  this  method. 

Injection  of  Broad  Ligaments  with  Quinine  for  Prolapsus 
Uteri. — J.  I.  Parsons  {Practitioner,  March,  1909)  favors  the 
treatment  of  prolapse  of  the  uterus  by  means  of  injections  of 
quinine  into  the  broad  ligaments,  the  object  being  to  irritate  the 
celb-lar  tissue  so  as  to  produce,  an  effusion  of  lymph  and  sub- 
sequently new  connective  tissue.  The  injection  is  made  on  each 
side  of  the  uterus  through  the  vaginal  wall  at  a  distance  of  three- 
quarters  of  an  inch  from  the  cervix,  and  a  little  below  the  level 
of  the  external  os.  The  needle  is  one  inch  long.  If  the  cervix 
is  much  enlarged,  the  point  of  injection  will  be  nearer  to  the 
cervix.  The  aim  of  the  operator  should  be  to  insert  the  needle 
exactly  halfway  between  the  position  of  normal  cervix  and  the 
pelvic  wall.  When  operating  on  cases  of  chronic  procidentia,  it 
is  advisable  to  inject  somewhat  lower  on  account  of  the  tendency 
of  the  bladder  to  pouch  down  on  each  side  of  the  cervix.  After 
the  injections  are  made,  the  operator  proceeds  to  antevert  the 
uterus  as  much  as  possible.  A  cup-and-stem  india-rubber 
vaginal  pessary  is  then  inserted,  and  secured  by  tapes  to  a  band 
round  the  waist.  It  may  be  removed  in  three  days.  The 
patient  lies  on  her  face  or  side  as  much  as  possible,  in  order  to 
throw  the  uterus  forward.  For  cases  of  chronic  procidentia,  it 
may  be  necessary  to  do  more  than  one  injection.  An  interval 
of  at  least  fourteen  days  should  elapse  before  the  second  injection. 
The  quantity  injected  should  also  be  less  by  one-third,  because 
the  patients  react  more.  For  a  case  of  prolapse  in  the  first  stage, 
a  week  to  ten  days  in  bed  may  be  sufficient,  followed  by  another 
ten  days  on  the  sofa.  If  a  ring  pessary  is  then  inserted  in  order 
to  take  the  weight  of  the  uterus,  the  patient  can  go  about  the 
house  and  out  for  drives,  but  must  still  avoid  anything  that  throws 
much  strain  on  the  uterus,  such  as  lifting  weights,  etc.  At  the 
end  of  three  months,  the  ligaments  are  usually  strong  enough  to 
do  without  the  ring,  but  the  full  strength  of  the  new  fibrous  tissue 
is  not  reached  under  six  mouths.  If  the  perineum  is  torn  it 
should  also  be  repaired,  It  is  claimed  that  the  operation  re- 
commended is  simple,  rapid,  safe,  effective  and  causes  no  pain. 

Nervous  Disorders  Simulating  Pelvic  Disease. — C.  T.  Dercum 
(Jour.  Amcr.  Med.  Assn.,  Mar.  13,  1909)  analyzes  412  gynecologi- 
cal cases  with  reference  to  the  occurrence  of  hysterical  or  neuras 
thenic  symptoms,  and  holds  that  there  is  no  relation  between 
hysterical  stigmata  and  pelvic  disease;  this  is  likewise  true  of  the 
symptoms  of  neurasthenia.  That  hysteria  and  neurasthenia  can 
coexist  with  pelvic  disease  goes  without  saying,  just  as  they  may 
coexist  with  a  brain  tumor  or  a  broken  leg.  The  statistics  given 
do  not  even  show  thai  neurasthenia  or  hysteria  exist  as  frequentlj 
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in  pelvic  diseases  as  in  other  visceral  affections.  The  facts  cited 
prove  that  operations  on  the  pelvic  and  other  viscera  for  the 
relief  of  nervous  symptoms  have  no  justification.  No  operation 
should  be  performed  which  has  no  positive  surgical  indications. 
When  this  subject  is  fully  understood  the  fastening  up  of  so-cal- 
led loose  kidneys,  the  removal  of  normal  ovaries  and  tubes,  of 
normal  uteri,  of  normal  appendices,  of  pieces  of  normal  coccygeal 
bone,  will  cease,  as  will  also  repair  of  trivial  cervical  lacerations. 

Primary  Ovarian  Actinomycosis. — Actinomycosis  is  one  of  the 
rarer  forms  of  infection  of  the  human  tissues,  while  actinomycosis 
of  the  ovary  constitutes  one  of  the  curiosities  of  gynecology,  only 
six  cases  of  this  condition  being  on  record.  In  none  of  these  has 
the  ovary  been  the  primary  seat  of  infection  but  has  been  infected 
by  extension  of  the  disease  originating  either  in  the  intestines  or 
in  the  vagina,  uterus,  and  Fallopian  tubes.  In  the  case  recorded 
by  F.  E.  Taylor  and  W.  E.  Fisher  (Lancet,  Mar.  13,  1909), 
the  ovary  was  the  primary  seat  of  the  disease.  Four  years 
before  admission,  the  patient  being  then  30  years  of  age, 
abdominal  pain  was  first  noticed.  It  was  felt  in  the  right 
hypogastrium,  being  very  severe  and  throbbing  in  character, 
and  was  aggravated  by  the  recumbent  posture  and  relieved  by- 
walking.  About  this  time  she  also  began  to  sweat  profusely  at 
nights  and  this  continued  until  admission.  Diagnoses  were 
made  of  uterine  displacement  and  suppurating  ovarian  cyst. 
Operation  for  removal  of  the  growth  was  followed  by  a  persistent 
sinus.  As  there  was  no  evidence  of  actinomycosis  of  adjacent 
structures,  the  organism  must  have  reached  the  ovary  by  way  of 
the  blood  stream,  possibly  primarily  through  the  tonsil. 

Primary  Carcinoma  of  the  Fallopian  Tube. — C.  C.  Xorris 
(Szirg.,  Gyn.,  Obst.,  March,  1909)  records  an  instance  of  this 
rare  condition  occurring  in  a  w.oman  of  twenty-seven.  He 
says  that  carcinoma  of  the  tube  is  one  hundred  times  as  rare  as 
carcinoma  of  the  fundus  of  the  uterus.  It  is  usually  unilateral. 
About  once  in  every  four  or  five  cases  it  will  be  found  bilateral. 
Histologically,  cancer  of  the  tube  may  be  either  papillary  or 
alveolar.  The  papillary  is  the  more  frequent.  Inflammation 
usually  precedes  the  cancer.  The  condition  may  occur  as  a 
degeneration  of  a  benign  papilloma,  but  is  usually  primarily 
malignant.  The  tumor  is  of  rapid  growth  and  gives  early 
metastasis.  The  symptoms  au-  watery,  blood  stained  leukorrhetf, 
and  atypical  hemorrhage,  usually  occurring  between  forty  01 
fifty  years  of  age.  The  symptoms  are  often  masked  by  those  of 
a  preexisting  pelvic  inflammatory  disease.  The  pelvic  examina- 
tion usually  reveals  a  condition  simulating  pelvic  inflammatory 
disease.  When  operating  on  patients  for  pelvic  inflammatory 
disease  who  are  at  the  cancer  age,  the  tube  should  be  opened 
befon  the  abdomen  is  closed  and  if  a  papilloma  is  found,  a 
radical  operation  should  be  performed.  A  tube,  the  seat  of  a 
cancer,  usually  resembles  a  hydrosalpinx  until  the  contents  are 
examined. 
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Diagnosis  of  Ovarian  Dermoid  Cysts. — J.  C.  MacEvitt  i.V.  Y. 
State  Jour.  Med.,  April,  1909)  has  attempted  to  formulate  the 
differential  diagnosis  of  dermoid  cyst  of  the  ovary.  He  concludes 
that,  with  the  additional  symptoms  which  he  has  been  able  to 
record:  i,  occasional  very  rapid  development;  2,  vomiting 
after  the  onset  of  pain;  3,  aggravation  of  pain  in  the  tumor 
for  a  few  days  prior  to  the  menstrual  epoch;  4,  unreliability 
of  Kuster's  sign — position  of  the  tumor  anterior  to  uterus; 
5,  irregularity  of  outline;  6,  abdominal  free  fluid,  the  diagno- 
sis of  ovarian  dermoids  can  never  be  positive — at  the  most  it  is 
inferential. 

Thymus  and  Ovaries. — Francesco  Yaltorta  (Ann.  di  Ostel. 
1  Gin.,  Jan.,  1909)  has  studied  the  relations  of  the  thymius  and 
the  ovaries  in  animals,  the  rabbit  being  the  one  chosen  for 
experiment.  He  finds  that  when  the  thymus  is  removed  from 
young  animals  the  operation  produces  a  marked  effect  on  the 
nutrition  of  the  animal  and  on  the  development  of  the  ovaries. 
Removal  of  the  ovaries  has  no  effect  on  the  thymus.  Grafting 
the  thymus  on  the  animal  does  not  affect  favorably  the  ovaries. 
Injection  of  extract  of  thymus  retards  the  lesions  of  the  ovaries 
in  animals  from  which  the  thymus  has  been  removed.  Injections 
of  ovarian  extract  do  not  affect  the  thymus.  Removal  of  thymus 
From  young  animals  has  more  effect  than  removal  of  the  ovaries. 
The  action  of  thymus  extract  on  the  circulation  is  due  to  the 
nucleo-isotonics  found  in  the  prepared  juice.  In  the  human 
body  the  thymus  reacts  to  disease  by  hypertrophy  of  the  organ, 
and  the  structure  of  the  ovaries  is  profoundly  altered,  as  occurs 
in  animals.  Hypertrophy  of  the  thymus  coincides  with  hyper- 
trophy of  the  lymphatic  glands. 

Ovarian  Opotherapy. — Paul  Dalche  (La  Gyn.,  March,  1909) 
defines  opotherapy  as  the  treatment  of  conditions  in  which  there 
is  irregularily  or  deficiency  of  any  secretion  bv  the  use  of  the 
juice  of  the  secreting  gland.  Ovarian  dystrophy  includes  insuf- 
fii  iency  and  hypofunction  of  the  ovary,  total  or  relative,  and 
incomplete.  There  may  also  be  hyperactivity  or  a  lack  of 
equilibrium.  Hyperactivity  of  one  glandular  organ  may 
coincide  with  impaired  function  of  another.  The  important 
elements  in  the  ovarian  tissue  are  the  corpus  luteum  and  the 
interstitial  cells.  The  belief  in  an  internal  secretion  of  the 
ovary  is  based  upon  menstruation,  puberty,  and  the  menopause 
with  their  accompanying  changes,  study  of  the  changes  in  cas- 
trated females,  and  examination  of  animals  before  and  after 
castration.  The  conclusion  from  these  researches  is  that  the 
ovarian  secretion  causes  congestion  of  the  uterine  and  ovarian 
vessels,  and  has  some  connection  with  menstruation;  it  causes 
increase  in  the  amount  of  urine  and  of  urea  excreted,  and  of  the 
total  elimination  of  nitrogen  and  phosphates.  Ovarian  medica- 
tion is  employed  in  the  form  ol  powdered  ovaries,  called  ovarine, 
in  doses  of  0.2  gram  twice  daily;  peptonized  ovaries,  which  are 
more  assimilable,  used  in  a  powder;  glycerinated  extract  of 
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ovaries,  dose  1.5  grams  per  day;  and  powder  of  the  corpus 
luteum  in  doses  of  0.8  gram.  The  treatment  must  be  continued 
for  a  long  time  in  order  to  get  good  effects.  The  indications  for 
this  form  of  treatment  are  ovarian  dystrophy,  shown  by  heat 
flashes,  sweating,  headache,  insomnia,  and  similar  symptoms, 
anemia,  increase  of  adipose  tissue,  etc.  Insufficiency  may  be 
congenital,  of  puberty,  of  the  menopause,  nervous,  congestive, 
or  nutritive.  Other  indications  are  hyperactivity  of  the  ovaries, 
ovarian  insufficiency  with  irregularity  of  menstruation;  cephal- 
algia of  puberty;  surgical  menopause;  various  nervous  conditions; 
polyglandular  syndromes,  including  variations  in  function 
of  the  suprarenals,  and  thyroids;  genital  accidents,  including 
metrorrhagia,  amenorrhea,  dysmenorrhea,  and  arrest  of  ovarian 
development;  sometimes  chlorosis  and  anemia;  simple  and 
exophthalmic  goitre;  obesity;  chronic  rheumatism  occurring  after 
the  menopause;  some  forms  of  psychoses,  and,  lastly,  surgical 
menopause. 

Mammary  Opotherapy  in  Gynecology. — Batuaud  (Jour,  de 
Med.  dt  Paris,  April  13,  1909)  advocates  the  use  of  the  dried 
mammary  gland  in  various  kinds  of  hemorrhage.  It  is  indicated 
in  menorrhagia  of  puberty,  in  ovarian  congestion  combined  with 
hemorrhage  in  young  women,  in  the  menorrhagia  of  salpingo- 
oophoritis,  in  fibroid  tumors  of  the  menopause,  in  hemorrhage 
of  uterine  sclerosis  at  the  menopause,  and  in  other  menopause 
hemorrhages.  It  is  useless  in  hemorrhage  from  malignant 
growths,  in  placental  retention,  and  with  mucous  or  fibrous 
polypi.  Its  effect  is  to  bring  back  the  normal  rhythm  of  menstru- 
ation as  to  amount,  frequency,  and  duration.  In  general,  it 
is  indicated  wherever  we  have  exaggerated  menstruation, 
prolonged  menstruation,  or  hemorrhage  between  the  normal 
periods.  The  dose  is  two  powders  of  50  grams  per  day,  or  twice 
as  much  at  the  period  of  irregular  hemorrhage. 

Use  of  Colloidal  Silver  in  Puerperal  Infection.  — Theuveny 
(Bull.  G  11.  de  I'll  tap.,  April  30,  1909)  has  made  use  of  colloidal 
silver  at  the  Beaujon  Maternity  Hospital  in  forty-two  cases 
that  became  infected  after  labor  or  abortion.  These  salts  were 
used  both  locally  and  by  intravenous  injection.  The  author 
concludes  that  metallic  silver  ferments  may  be  employed  with 
advantage  in  all  cases  of  puerperal  infection  They  are  especially 
useful  in  cases  of  medium  gravity,  in  which  they  render  a  service 
thai  is  second  to  no  othei  remedy.  The  must  useful  method  of 
administration  is  intravenous  injection,  in  doses  varying  from 
five  to  fifty  centigrams,  and  it  is  without  any  inconveniences. 
Application  of  colloidal  silver  on  tampons  after  curetting  is 
followed  bj  lowering  of  the  temperature  and  improvement  in 
jt  in  i.il  condition,  but  this  may  also  occur  with  simple  curetting 
and  injections  of  sterile  water.  Frictions  and  intra  uterine 
injections  of  collargol  are  somewhat  unsatisfactory  when  used 
without  any  intravenous  injection,  [f  curetting  has  not  been 
followed   aftei    .1   few    days   by   improvement,   the   intravenous 
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injections  are  to  be  used,  and  they  can  be  repeated  as  often  as 
necessary  without  any  inconveniences. 

Placenta  Praevia. — U.  B.  Mason  and  J.  T.  Williams  (Bost.  Med. 
Surg.  Jour.,  June  3,  1909)  present  an  analysis  of  155  cases  of 
placenta  praevia  at  the  Boston  Lying-in  Hospital.  They  con- 
clude that  improvement  in  the  results  of  the  treatment  of  placenta 
previa  is  to  be  expected  not  so  much  from  any  particular  rru  thod 
of  delivery  as  from  early  delivery.  The  advantages  of  early 
deliwry  are  as  great  for  the  child  as  for  the  mother.  Every 
patient  should  be  instructed  and  enabled  to  notify  a  competent 
obstetrician  at  once  of  any  uterine  hemorrhage  during  pregnancy, 
as  any  hemorrhage  during  the  second  half  of  pregnancy  demands 
an  immediate  investigation  of  the  contents  of  the  lower  uterine 
segment.  A  routine  vaginal  examination  should  be  made  on 
every  patient  at  the  end  of  the  seventh  month.  In  multipara?, 
rapid  dilatation,  followed  by  version  and  extraction,  offers  a  safe 
and  satisfactory  method  for  both  mother  and  child.  In  primi- 
parae,  at  the  beginning  of  hemorrhage,  while  still  in  good  con- 
dition, Cesarean  section  should  be  the  operation  of  choice. 

Rupture  of  the  Uterus.  —The  treatment  of  his  accident  recom- 
mended by  T.  \Y.  Eden  (Jour.  <>h<l.  Gyn.  Brit.  Emp.,  June,  1909) 
is  as  follows:  Incomplete  rupture  of  moderate  severity,  involv- 
ing only  the  lower  half  of  the  broad  ligament,  may  be  treated 
expectantly  by  drainage  or  packing.  Abdominal  section  for 
exploration  of  the  injury  and  arrest  of  hemorrhage  will,  as  a  rule, 
lie  required.  According  to  circumstances  this  may  be  followed 
(a)  by  packing  and  drainage;  (/>)  by  subtotal  hysterectomy^. 
In  most  cases  of  extensive  rupture,  whether  complete  or  incom- 
plete, removal  of  t he  uterus  is  required.  In  the  less  serious 
cases  of  extensive  rupture  not  attended  by  serious  bleeding, 
vaginal  hysterectomy  may  be  performed,  but  this  operation  has 
been  practised  in  comparatively  few  cases.  Suture  of  the 
rent  is  not  to  be  recommended  excepting  in  the  case  of  small 
I  i'  1  rations  unaccompanied  In  continued  bleeding,  and  accessible 
in  position  if  the  aseptic  management  of  the  labor  can  be  relied 

Method  of  Breech  Extraction. — G.  Rossier  (Ann.  de  Gyn. 
ei  d'Obsl.,  .May,  1909)  says  that  for  an  easy  delivery  in  breech 
presentations  the  infant  must  traverse  the  pelvis  in  the  natural 
attitude  with  the  arms  folded  on  the  chest,  and  rotation  must 
take  place  forward.  Hence  there  should  be  no  traction  on  the 
breech  or  lower  extremities  before  the  umbilicus  has  reached  the 
n!va  The  method  described  by  the  writer  consists  in  using 
traction  on  the  body  of  the  child  and  favoring  rotation  of  the 
trunk  through  the  three  diameters  of  the  entrance,  of  the  cavity, 
and  of  tin-  exit  of  the  basin.  Unfolding  of  the  arms  may  intei 
fere  with  rotation  and  favor  extension  of  the  head.  The  accouch 
eur  places  his  thumbs  parallel  with  each  other  on  die  posterioi 
of  the  buttocks  passes  upward  not  further  than  the 
sacrum  of  the  infant,  while  l lie  fingers  are  placed  on  the  thighs 
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An  excellent  hold  is  obtained,  allowing  of  the  use  of  much  trac- 
tive force.  The  child  is  forcibly  drawn  downward  with  traction 
in  the  axis  of  the  trunk,  which  brings  the  shoulders  under  the 
symphysis,  drawing  the  body  to  the  side  of  the  abdomen.  The 
anterior  shoulder  is  supported  on  the  symphysis,  the  posterior 
one  disengaging  itself  over  the  fourchette.  It  is  sometimes 
necessary  to  exercise  alternate  tractions  below  and  above  to 
disengage  the  shoulders.  The  birth  is  facilitated  by  drawing 
with  one  hand  on  the  trunk  while  the  other  placed  like  a  fork 
about  the  neck  directs  the  head  in  the  desired  direction.  This 
method  is  simple  and  rapid.  No  internal  maneuvers  are  nec- 
essary and  danger  of  infection  is  minimized.  The  quickness 
and  brief  danger  to  the  child  make  absolute  asepsis  unnecessary. 
Maternal  and  fetal  lesions  are  much  less  frequent  than  with  other 
methods. 

GYNECOLOGY   AND   ABDOMINAL   atJRGERY. 

Retroversions  of  the  Uterus. — H.  E.  Hayd  (Buff.  Med.  Join., 
March,  1909)  emphasizes  the  fact  that  not  every  case  of  retro- 
displaced  uterus  in  the  young  or  unmarried  or  married  woman 
requires  treatment.  If  they  produce  a  definite  symptomatology, 
the  Alexander  operation  should  be  employed,  if  the  case  be  an 
operable  one;  that  is,  if  the  uterus  is  freely  movable  and  the 
tubes  and  ovaries  are  healthy.  Retroversions  and  retroflexions 
in  the  young  and  unmarried  should  never  be  treated  by  pessaries, 
but  by  the  Alexander  operation.  Tampons  and  pessaries  have 
their  place  in  retrodisplacements  in  married  women  or  women 
who  have  been  pregnant,  but  they  accomplish  practically 
nothing  in  the  displacements  of  young  women.  The  Alexander 
operation  is  safe  and  without  mortality  incident  to  the  operation, 
and  no  harm  can  come  from  its  proper  performance;  even  if  the 
uterus  subsequently  falls,  the  patient  is  no  worse  off  than  she 
was  previous  to  the  operation.  It  does  not  in  any  way  interfere 
with  pregnancy  and  future  child-bearing,  but  on  the  contrary 
materially  helps  the  possibility  of  pregnancy.  No  pain  o\ 
distress  follows  the  operation  if  the  case  operated  upon  be  properly 
selected;  and  if  pain  and  suffering  result,  there  existed  at  the 
time  of  the  operation  latent  tubal  and  ovarian  trouble,  which 
soonei  "i  later  perhaps  would  have  required  a  radical  operation. 
If  it  becomes  necessary  to  do  a  celiotomy  on  a  person  who 
previously  had  an  Alexander  operati  11,  the  uterus  will  be  found 
in  its  normal  anteflexed  position,  which  is  necessary  in  evei  y  case, 
whether  the  tubes  and  ovaries  are  removed  or  not,  to  insure 
good  health  and  freedom  from  future  suffering.  Complicated 
•  rsions  m us  1  be  treated  on  general  surgical  principles  and 
prefei  ably  by  the  abdominal  route. 

Intestinal  Localization.  G.  H.  Monks  {Jour.  Amer.  Med  Iss'n, 
April  3,  [909)  reviews  the  means  of  intestinal  localization. 
lie  says  thai  the  following  features  enable  the  surgeon  to  de 
termine  approximately  to  what   pari   of  the  small  intestine  a 
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given  loop  belongs.  Near  its  upper  portion  the  bowel  is  usually 
thick,  of  large  caliber,  very  vascular,  and  it  contains  large  and 
numerous  valvulae  conniventcs,  which  can  easily  be  felt  through 
the  walls  of  the  intestine.  The  attached  mesentery — if  there  is 
not  too  much  fat  in  it — exhibits  large,  long,  straight  vessels 
radi  .ting  to  the  intestine  from  arches  (principally  primary)  deep 
in  the  mesentery.  Ordinarily  the  mesentery  here  is  likely  to  be 
thin  and  to  show  the  vessels,  and  between  them  translucent, 
or  even  transparent,  areas  close  to  the  intestine.  The  distin- 
guishing characteristics  of  a  loop  of  bowel  near  the  lower  end  of 
the  intestine,  and  of  the  mesentery  attached  to  it,  may  be  sum- 
marized as  follows:  The  bowel  is  usually  thin,  is  likely  to  be  of 
comparatively  small  caliber,  and  only  moderately  vascular; 
while  probably  no  valvulae  conniventes  can  be  felt  through  its 
walls.  The  attached  mesentery  has  relatively  small,  short, 
tortuous  vessels,  which  spring  from  secondary,  or  even  tertiary 
loops  deep  in  the  mesentery.  There  is  usually  more  fat  in  this 
part  i  >f  the  mesentery  than  there  is  in  that  part  opposite  a  loop 
near  the  upper  end  of  the  intestine,  and,  for  this  reason,  the 
mesentery  here  is  usually  thick  and  opaque  and  the  vessels  are 
obscured  or,  in  very  fat  mesenteries,  entirely  hidden.  In 
many  cases  little  tabs  of  fat  can  be  seen  extending  from  the 
mesentery  a  short  distance  on  each  side  of  the  bowel.  To 
determine  the  direction  of  the  bowel  in  any  given  loop  the  latter 
should  be  drawn  up  taut  out  of  the  wound  by  an  assistant,  keep- 
ing its  axis  parallel  with  that  of  the  root  of  the  mesentery,  while 
the  examiner  grasps  the  loop  between  the  thumb  on  one  side  of 
ils  mesentery  and  the  first  two  fingers  of  the  same  hand  on  the 
other.  If  nn  twist  is  detected  in  the  mesentery  the  examiner 
knows  that  the  end  of  the  loop  which  is  uppermost  is  actually 
the  nearer  to  the  duodenum.  If  a  twist  is  detected,  it  is  removed 
by  turning  the  bowel  until  none  can  be  found.  The  base  of 
the  pelvic  or  lowest  fold  of  the  mesentery  is  an  important  land- 
mark in  the  lower  abdomen,  and  it  can  usually  be  palpated  from 
a  wound  in  that  part  of  the  abdomen.  The  great  fossa  on  the 
left  of  the  abdomen  maybe  reached  from  a  wound  in  the  lower 
abdomen  by  carrying  the  tip  of  an  irrigating  nozzle  well  around 
the  pelvic  fold  of  the  mesentery,  and  then  pushing  it  upward. 
The  lowest  coil  of  the  ileum  can  he  picked  up  at  once  between 
the  surgeon's  thumb  and  finger  by  causing  them  to  grasp  the 
the  pelvic  fold  of  the  mesentery  and  the  loop  of  bowel 
which  is  attached  to  it. 

Perforation  of  the  Uterus  During  Instrumentation. — A.  P. 
Heineck  (Pac.  Med.  Join.,  Feb.,  March.  1909)  say  that  most 
tions  "l  this  type  occur  during  dilatation  of  the  cervix 
or  curettage  of  the  uterus.  lie  urges  that  there  should  he  no 
curettage  without  general  anesthesia,  so  that  movements  of 
the  patient  may  not  lead  to  such  an  accident,  and  no  curettage 
without  ample  cervical  dilatation  As  regards  treatment,  he 
advises  thai    n  the  uterus  is  nonseptic,  if  the  perforating  instru 
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ment  is  aseptic  and  if  it  can  also  be  reasonably  assumed  that 
there  is  an  absence  of  omental  or  intestinal  or  important  vascular 
lesions,  the  treatment  to  be  followed  is  one  of  armed  expectancy. 
The  patient  must  be  confined  to  bed  and  immobilization  en- 
joined for  at  least  three  days.  The  patient's  pulse,  temperature, 
facies,  and  abdomen  must  be  carefully  watched.  A  suppurative 
cellulitis,  signs  of  internal  hemorrhage,  etc.,  call  for  intervention. 
A  wick  of  gauze  may  be  inserted  into  the  uterus,  but  it  should 
not  be  introduced  much  beyond  the  internal  os.  In  all  cases 
in  which  there  has  been  a  prolapse  of  the  omentum,  or  of  intes- 
tines into  the  uterine  cavity;  in  all  cases  in  which  associated 
injuries  to  the  intestines  or  omentum  coexist,  or  in  which  there 
are  reasons  to  fear  a  significant  internal  hemorrhage,  laparotomy 
is  urgent.  Once  the  abdominal  wall  has  been  opened,  the  visceral 
lesion  must  be  repaired.  The  uterine  puncture,  if  small,  need 
not  be  sutured.  If  large,  if  of  the  nature  of  a  tear,  of  a  lacer- 
ation, it  is  better  that  it  be  sutured.  One  or  two  layers  of 
sutures  may  be  used.  Whether  small  or  large,  if  the  perforation 
be  the  seat  of  hemorrhage  it  should  be  sutured. 

Corpora  Lutea,  Menstruation,  and  Rut. — C.  Regaoud  and  G. 
Dubreuil  (Lyon  Med.,  March,  1909)  says  that  corpora  lutea 
appear  in  the  human  ovaries  only  between  puberty  and  the 
menopause.  The  hypothesis  that  the  corpora  lutea  of  the  ovary 
are  the  secreting  glands  of  these  structures,  producing  the 
internal  secretion,  is  histologically  probable.  But  these  organs 
are  not  the  cause  of  the  rut  in  dogs  and  other  female  animals, 
and  probably  are  not  the  cause  of  menstruation  in  the  woman. 

Functional  Relations  of  the  Corpora  Lutea  with  the  Non- 
pregnant Uterus. — C.  Regaoud  and  G.  Dubreuil  (Lyon  Mid., 
April  11,  1909)  also  consider  the  relations  of  the  corpora  lutea 
to  the  nonpregnant  uterus.  After  experiments  on  animals 
they  conclude  that  these  observations  show  that  rut  is  absolutely 
independent  of  the  presence  or  absence  of  corpora  lutea,  recent 
or  ancient,  in  the  ovaries.  In  rabbits  the  uterus  has  shown  no 
modifications  in  connection  with  the  rut,  and  the  rut  is  not 
generally  accompanied  by  appreciable  modifications  in  the 
uterus.  Involution  is  not  always  finished  two  <>i  three  weeks 
after  labor  has  taken  place,  especially  on  the  site  of  the  develop- 
ment of  the  placenta.  It  is  still  more  slow  after  abortion  with 
resorption  of  the  ovum.  In  the  absence  of  rut,  copulation,  and 
labor,  the  living  uterus  is  either  Sat,  soft,  pale,  and  not  con 
tractile  to  air  or  cylindroid,  hard,  rosy,  and  contractile.  The 
gravidic  hyperplasia  must  be  distinguished  from  the  pregravid 
modifications,  which  consist  in  changes  of  form,  diameter,  and 
circulation.  Vasomotor  effects  play  a  large  par)  in  these 
changes.  Pregnancy,  on  the  contrary,  produces  changes  in  the 
muscles  and  mucous  membrane  of  the  uterus.  If  we  say  that 
the  uterus  atrophies  when  the  formation  of  corpora  lutea  is 
suspended  long  enough,  we  acknowledge  that  this  atrophy  is 
caused  by  the  absence  of  the  corpora  lutea  and  their  secretion ; 
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but  this  is  absolutely  inexact.  By  the  use  of  statistics,  as  well 
as  by  experiment,  it  has  been  demonstrated  that  the  corpora  lutea 
have  no  causative  relation  to  the  variations  in  the  uterus  nor  to 
the  pregravidic  modifications.  These  modifications  occur  about 
thir  v  hours  after  copulation,  and  arrive  at  their  maximum 
development  on  the  third  or  fourth  day.  The  first  modifications 
after  the  rupture  of  the  follicle  begin  thirtv-iwo  hours  after 
coitus,  and  the  corpus  luteum  is  in  apogee  eight  or  ten  days  after 
connection. 

Ovarian  Transplantation.— Immediatelv  after  operation  for 
adherent  retroversion  of  the  uterus  and  removal  of  the  adnexa 
for  double  tubo-ovarian  disease,  G.  A.  Casalis  (Jour.  Obst. 
Gyn.  Bnt.  /:«/>.,  May,  1909)  transplanted  a  piece  of  the  fairly 
sound  ovarian  tissue  to  the  broad  ligament,  between  its  folds 
and  close  to  the  uterus.  Two  and  a  half  months  later  men- 
struation reappeared  and  has  recurred  every  twenty-four  or 
twenty-six  days  for  four  years.  During  the  last  year, 'however 
the  patient  has,  at  different  times,  been  seized  just  before  the 
onset  of  her  periods  with  peculiar  attacks  of  a  somewhat  alarmin°- 
character.  She  generally  has  a  violent  headache,  followed  bv 
an  intense  pain  over  one  part  or  other  of  the  abdomen.  She 
then  has  three  or  four  severe  rigors,  becomes  blue  in  the  face 
and  extremities,  almost  pulseless,  vomits  incessantly  and  fre- 
quently passes  one  or  two  offensive  motions.  Then  about 
tour  to  five  hours  after,  sometimes  much  sooner,  a  reaction  sets 
in;  she  breaks  into  a  heavy  perspiration,  the  face  is  flushed,  the 
pulse  bounding,  and  the  menses  almost  immediately  make  their 
appearance.  Contrary  to  her  own  statements,  the  flow  is 
evidently  lessening.  Bimanual  examination  shows  the  trans- 
planted ovary  not  to  have  decreased  greatly  in  size,  but  to  have 
become  hard,  probably  mostly  fibrous. 

Exophthalmic  Goitre  in  its  Relations  with  the  Function  of 
Reproduction  in  Women.— A.  Pinard  {Ann.  de  Gyn.  et  d'Obst 
May,  1909)  gives  the  history  of  an  interesting  case  of  exoph- 
thalmic goitre,  m  which  exophthalmos  began  at  puberty  and 
diminished  when  menstruation  was  established  regularly  and 
again  when  the  first  pregnancy  occurred.  Three  years  'after 
"lent  with  a  period  of  amenorrhea,  the  exophthalmic  goitre 
developed,  with  immediate  improvement  when  the  menses 
returned  normally.  During  a  second  pregnancy  with  abortion 
the  condition  remained  stationary.  During  the  third  pregnancy 
the  goiter  again  decreased  and  normal  labor  and  lactation  im 
proved  the  condition.  The  author  gives  observations  of  eight 
other  cases,  and  goes  on  to  consider  the  apparent  relations 
Between  pregnancy,  the  menses,  and  goitre.  The  opinion 
expressed  at  the  end  ol  his  review  is  that  the  syndrome  called 
exophthalmic  goitre  has  an  etiologic  relation  to  ovulation  and 
not  with  the  pregnant  or  puerperal  state.  As  soon  as  the 
harmonious  rhythm  of  the  reproductive  functions  is  established, 
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the  symptoms  are  relieved.  It  would  be  premature  to  say  that  a 
nervous  condition  is  always  present  in  these  persons,  and  that 
an  internal  secretion  in  relation  with  the  evolution  of  the  species 
may  be  the  cause  of  a  dyscrasia  producing  the  symptoms  of 
exophthalmic  goitre.  The  autointoxication  causing  this  dyscra- 
sia has  its  source  in  the  ovarian  glands  rather  than  in  the  thyroids. 
Elongation  of  the  Uterine  Nerves  in  Women. — Keiffer  {La 
Gyn.,  May,  1909)  believes  that  many  of  the  troubles  from  which 
women  suffer  are  due  to  a  contraction,  or  shortening  by  harden- 
ing of  the  surrounding  tissues,  of  the  uterine  nerves.  In  the 
normal  condition  all  the  tissues  are  perfectly  supple,  but  when 
the  tissues  undergo  congestion  or  exudation  the  nerves  are  short- 
ened and  pain  results.  The  author  claims  to  render  the  nerves 
freely  movable  by  means  of  massage  and  movements*  impressed 
upon  the  uterus  by  means  of  the  two  hands.  At  the  sides  of 
the  uterus  we  may  reach  the  nerves,  vessels,  and  muscles  of  the 
uterus,  and  may  massage  them.  In  case  of  subinvolution  after 
a  few  days  by  this  method  all  the  symptoms  may  be  removed. 
In  case  of  dysmenorrhea  with  a  hard  small  uterus  the  treat- 
ment renders  supple  the  broad  ligaments  and  uterosacral 
ligaments,  by  progressive  tractions.  Pain  in  such  cases  is 
erroneously  attributed  to  stenosis  and  dilatation  is  performed 
without  good  results.  All  kinds  of  sclerosis  except  that  caused 
by  the  gonococcus  are  relieved  by  nerve  elongation.  Adhesions 
of  the  tubes  are  benefited.  Results  are  so  rapid  as  to  be  almost 
miraculous.  The  movements  dissociate  the  agglomerated  nerv- 
ous elements,  increase  the  circulation  and  nutrition,  and  free 
the  sensorial  corpuscles  from  their  adhesions.  The  technic  is 
extremely  simple.  It  consists  in  stretching  the  ligaments 
and  at  the  same  time  exercising  a  certain  amount  of  traction 
on  them  at  their  insertion  into  the  uterus.  The  patient  is  placed 
in  the  gynecological  position,  with  bladder  and  rectum  empty 
and  the  abdominal  walls  relaxed.  The  table  should  be  low. 
The  abdominal  hand  pushes  the  uterus  down  to  the  vaginal 
finger,  placed  against  the  ligaments,  and  pushes  it  to  one  or  the 
other  side  forward  or  backward.  The  index  finger  may  be  in  the 
culdesac  of  Douglas  or  at  the  side  of  the  uterus.  The  treat- 
ment is  finished  by  movements  of  elevation  and  depression  of  the 
uterus.  The  different  movements  may  continue  from  two  to 
live  minutes  according  to  the  amount  of  pain  produced.  Hot 
douches  sin  mid  be  used  at  the  same  time,  with  ovules  of  glj  cerirj 
and  Brand!  massage. 
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IN  the  compilation  of  this  paper  no  attempt  has  been  made  to 
encompass  the  ent.re  literature  of  congenital  hypertrophic 
stenosis  of  the  pylorus  in  infancy.  Isolated  case  reports  of  the 
last  two  years  have  not  been  included.  The  majority  of  the 
cases  have  been  reported  by  English  authorities  and  most  of  the 
original  and  working  hypotheses  have  been  advanced  by  these 
physicians,  notably  Cautley,  of  London,  and  John  Thompson  of 
Edinburgh.  I  heartily  indorse  the  attitude  of  Pfaundler  in 
insisting  on  a  sharp  differentiation  between  spasm  of  the  pylorus 
and  congenital  hyertrophic  stenosis,  two  conditions  dissimilar 
in  every  way.  The  early  American  literature  was  rendered  less 
convincing  by  many  examples  of  this  confusion.  Pfaundler 
gives  the  credit  to  Hirschsprung  for  priority  in  "a  scientific 
clinical  recognition  of  pyloric  stenosis  of  infancy  (1887)  al- 
though Williamson  of  Edinburgh,  in  1 841  gave  an  accurate  de- 
scription of  a  scirrhus  of  the  stomach  probably  congenital  The 
next  to  scientifically  elucidate  this  subject  was  Dawosky  in  1842 

I  give  below  in  tabular  form  a  summary  of  sixty  cases  that  I 
have  found  reported.  .  .  .  Males  predominate  2.5  to  1  (Wachen- 
heim).  Cautley  gives  the  sexes  as"  equally  affected.  I  would 
personally  give  a  greater  predominance  to  males  than  even  that 
allowed  by  Wachenheim.  One  readily  gains  the  impression  by 
a  cursory  perusal  of  the  literature,  thai  the  etiological  factor  is 
not  ascertainable  at  present  and  many  plausible  and  unique 
theories  have  been  advanced  as  explanatory,  notably: 
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i.  The  ingestion  during  fetal  life  of  large  quantities  of  liquor 
amnii  and  the  stimulation  of  peristalsis  by  the  presence  of  al- 
buminoid substances  in  the  fluid  coupled  with  the  presence  of 
hydrochloric  acid  in  the  gastric  juice,  stimulating  an  imperfect 
coordination  of  the  nervous  mechanism  with  the  resultant 
action  of  non  synchronous  contraction  producing  a  condition  of 
apparent  obstruction  with  resultant  hypertrophy  (Pryor,  Bal- 
1  mtyne,  and  J.  Thompson). 

2.  Pyloric  hypertrophy  due  to  irritation  within  the  stomach 
during  extrauterine  life. 

3.  Functional  derangement  of  the  nervous  mechanism  with 
resultant  incoordination  of  the  different  muscular  layers. 

4.  That  a  primary  narrowness  of  lumen,  a  congenital  stenosis, 
is  followed  by  compensatory  hypertrophy  of  the  stomach,  and 
especially  of  the  pylorus 

5.  Developmental  hyperplasia  of  the  circular  layer  of  the 
pylorus. 

6.  Ibrahim's  theory  consists  in  the  presupposition  of  an  ana- 
tomical stenosis  in  early  infancy,  undergoing  spontaneous  cure  by 
compensatory  hypertrophy. 

These  various  hypotheses  are  interesting,  but  devoid  of  an 
element  of  conviction.  The  view  of  Cautley  (an  observer  to 
whom  we  owe  much  for  his  many  illuminating  essays  on  this  most 
interesting  condition)  that  the  pyloric  stenosis  is  due  to  a  de- 
velopment ;tl  hyperplasia  of  the  circular  muscular  layer  of  the 
pylorus  I  think  the  better  theory.  The  report  of  a  case  in  which 
■  as  found  postmortem  both  a  congenital  hyperplasia  of 
1  11I. u  muscle  of  the  anus  and  the  pylorus  would  tend.  I 
think,  to  support  Cautley's  opinion  of  a  developmental  hyper- 
plasia. Cautley's  contention  of  a  developmental  hyperplasia  may 
be  supported  by  assuming  the  existence  of  a  partial  macrosomnia 
i.e.  a  congenital  enlargement,  perhaps  hypertrophy  of  the 
circular  fibers  of  the  pylorus  originating  in  the  embryonic  or 
fetal  cycle  and  occurring  previous  to  any  trophic  disturbance  of 
the  nerves  that  can  be  advanced  as  explanatory  of  the  existing 
hypertrophy.  The  partial  macrosomnia  of  a  digit  is  an  example. 
.  .  .  The  absence  of  hypertrophy  of  the  longitudinal 
layei  tenders  untenable  Thompson's  theory  of  functional  de 
rangement  of  the  nervous  mechanism  of  the  pylorus.  "  Thomp 
son  presupposes  two  things:  1.  That  there  is  a  spasm  2.  Thai 
there  was  an  incoordination."  Guthrie  supports  Thompson's 
theory    by    the    following      normally    the   pylorus    relaxes    when 
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the  gastric  detrusors  are  at  work,  but  here  it  is  held  that  the 
pyloric  sphincter  becomes  obstinately  contracted  when  relaxa- 
tion is  required  and,  in  consequence  of  spasmodic  overaction, 
muscular  hypertrophy  ensues.  Tonic  contraction  need  not  give 
hypertrophy,  but  spasm  must.  "Prof.  Cunningham,  of  Edin- 
burgh says :  In  cases  of  long-standing  pyloric  obstruction  it  is  not 
the  sphincteric  ring  alone  that  is  at  fault  and  prevents  the  passage 
of  the  gastric  contents  into  the  duodenum.  The  circular 
musculature  of  the  entire  length  of  the  pyloric  canal,  by  its 
spasmodic  contraction  leads  to  the  closure  of  the  section  of  the 
stomach.  The  sphincteric  cylinder  in  its  whole  length  exercises 
a  double  function,  and  acts  both  as  a  retaining  and  as  an  expelling 
agent."  .  .  .  The  early  contention  of  Pfaundler  that  there  is  no 
hypertrophy  of  the  circular  layer,  but  that  it  is  a  normal  pylorus 
in  a  condition  of  systole  is  absolutely  fallacious,  for  the  carti- 
laginous tumor  has  been  seen  to  dilate  and  contract  at  operation 
without  losing  this  cartilaginous  consistency. 

Congenital  hypertrophic  stenosis  has  no  family  tendency. 
Voelcker  recites  a  case  occurring  in  one  of  twins  with  the  second 
baby  normal 

Symptoms. — The  vomiting  is  often  characteristic,  is  many 
times  projectile,  assuming  often  an  accumulative  character.  The 
date  of  onset  in  thirty-seven  cases  reported  by  Voelcker  was  as 
follows:  four  at  birth,  nine  at  two  weeks,  three  at  one  week, 
eleven  at  three  weeks,  five  at  four  weeks,  two  at  five  weeks,  two 
at  six  weeks,  and  one  at  eight  weeks.  The  vomitusis  bile-free, 
though  it  may  be  yellow  tinged.  There  is  an  increase  oi  ferment 
activity.  In  an  article  compiled  by  Miller  as  a  result  of  his 
original  work  in  the  examinations  of  stomach  contents  in 
atrophic  dyspepsia,  pyloric  stenosis,  and  acid  dyspepsia,  the 
following  interesting  table  is  found: 


Class 

Quantity 

Mui  in 

i  activity 

Total  at i- lit \ 

Atrophic 
dyspepsia 

Small 

Absent 

Low 

Pyloric 

stenosis 

Large 

Present 

Usually  high 

Variable  (usually  low) 

Acid 
dyspepsia 

1  Arge 

Absent 

iii.^h 
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The  stomach  contents  may  be  a  great  aid  in  the  differential 
diagnosis.  The  vomiting  may  be  painful  and  food  is  not  rel- 
ished. The  breath  is  sweet  and  the  tongue  clean.  The  vomit- 
ing may  disappear  for  long  intervals.  Improvement  may  or 
may  not  follow  the  cessation  of  vomiting.  Fifty  per  cent,  of 
these  patients  are  breast-fed.  There  is  nearly  always  a  pro- 
nounced constipation.  Cautley  recites  a  case  that  had  a  large 
normal  movement  eight  days  prior  to  death. 

Mdi  don  us  is  generally  pronounced,  though  some  cases  may 
show  large  gains  irregularly.  The  loss  of  weight  is  gradual  and 
generally  persistent.  However,  Nicoll  cites  a  case  in  which  he 
had  repeatedly  dismissed  the  diagnosis  of  congenital  hypertrophic 
stenosis  on  account  of  the  child's  "plump  and  well-nourished 
appearance."  This  case,  despite  the  nourishment,  died  of  ex- 
haustion from  vomiting  and  the  postmortem  specimen  was 
typical.  The  proof  of  a  clonic  spasm  of  the  pyloric  sphincter  is 
the  occurrence  of  motions  and  the  presence  at  times  of  diarrhea 
due  to  the  overloading  of  an  already  atrophic  intestinal  tract. 

A  palpable  pyloric  tumor  occurs  in  only  20  per  cent,  of  the 
cases  (Nicoll).  In  upward  of  80  per  cent,  nothing  abnormal 
can  be  detected  through  the  abdominal  parietes.  I  think  Nicoll 
rather  conservative  and  feel  confident  if  the  abdomen  is  gently 
kneaded  and  examined  between  the  thumb  and  four  fingers, 
as  advised  by  Carpenter,  that  the  tumor  will  generally  be  found 
palpable  except  in  that  small  percentage  of  cases  in  which  it 
lies  buried  beneath  the  hepatic  or  costal  margin.  The  finding  of 
a  tumor  is  not  considered  as  essential  to  positive  diagnosis. 
The  hypogastric  region  is  prominent,  although  the  stomach  is 
not  een  to  ''stand-up"  with  two  transverse  ridges,  simulating 
peristalsis,  as  in  pyloric  spasm,  due  to  acid  dyspepsia.  The 
tumor  has  the  consistency  of  cartilage,  is  cherry-sized  and  may 
demonstrate  contractility  and  dilatation.  It  is  common  to  lose 
it  after  once  palpating  it. 

Waves  of  peristalsis  (left  to  right)  arc  always  present  in  well- 
marked  cases.  This  finding  is  essential  to  diagnosis.  Kneading, 
ingestion  of  food,  or  a  local  irritation  will  excite  it. 

Anatomy  ami  Pathology. — The  first  indication  of  the  pylorus  in 
the  fetal  period  is  at  the  third  month.  It  is  formed  from  the 
foregut  and  the  circular  fibers  are  derived  from  the  mesoblast. 
The  pathology  of  congenital  hypertrophic  stenosis  must  arise 
during  the  fetal  period,  prior  to  any  nervous  mechanism  peculiar 
to  the  pylorus.  The  longitudinal  fibers  extend  down  from  the 
9 
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esophagus  and  some  of  them  interlace  with  the  circular  fibers 
of  the  sphincter,  constituting  dilator  fibers  (Jonnesco,  Luschka, 
and  Cunningham).  These  fibers  show  no  true  hypertrophy  and 
certainly  no  hyperplasia.  Cunningham  suggests  an  independent 
nerve-supply  for  the  pylorus,  allowing  the  possibility  of  an  in- 
dependent action  related  to  the  stomach  as  a  whole.  I  can 
attach  no  importance  to  this  hypothesis,  granting  an  independ- 
ent nerve-supply.  It  is  noteworthy  that  no  true  hyperplasia  has 
ever    been   shown    to   follow    a   spasmodic    tonic    condition    of 

any  sphincter Congenital  hypertrophic  stenosis  of  the 

pylorus  presents  a  distinct  pathogeny.  Dr.  George  Still  says 
that  a  pyloric  wall  exceeding  4  mm.  in  thickness  is  pathological. 
Most  postmortem  reports  give  the  pyloric  lumen  as  barely  ad- 
mitting a  probe.  This  is  due  to  postmortem  rigidity,  for  many 
operators  have  shown  antemortem  that  the  pylorus  would  admit 
a  catheter  (Dent,  Burghard,  and  Stiles).  Cautley's  enunciation 
of  the  pathology  is  eminently  proper,  namely,  that  it  is  "simple 
redundancy  of  fetal  growth."  The  pylorus  is  a  well-defined 
cartilaginous  mass,  fusiform,  sausage,  cherry,  or  cylindrical  in 
shape  with  a  contracted  lumen  due  to  the  mucous  membrane 
folds.  Microscopically  there  is  a  hypertrophy  of  the  circular 
muscular  fibers.  No  authentic  count  of  the  fibers  or  increase 
of  the  nuclei  has  ever  been  attempted  to  my  knowledge.  There 
are  no  inflammatory  changes  in  the  mucous  membrane  or  sub- 
mucosa.  The  stomach  wall  is  thin  and  the  pylorus  well  defined. 
The  intestinal  walls  are  atrophic.  The  esophagus  may  or  may 
not  be  dilated.  Finkelstein  and  carpenter  have  described  an 
hypertrophy  of  the  longitudinal  layer,  but  Heubner  humorously 
assigns  their  misapprehension  to  the  microscopic  examination 
of  oblique  sections.   .   .   . 

Diagnosis. — If  the  clinical  picture  was  well  known  by  general 
practitioners  and  if  more  postmortem  examinations  were  per- 
formed 011  infants  dying  with  persistent  vomiting,  I  am  ceitain 
thai  congenital  hypertrophic  stenosis  would  be  more  generally 
recognized  and  its  occurrence  would  be  found  not  uncommon. 
It  is  essentially  important  to  make  an  early  diagnosis  for  treat- 
ment  to  be  efficacious.  In  trained  hands  incipient  eases  ma)  be 
tized,  but  for  Cautley  to  say,  '  thai  mild  cases  may  exist, 
tliai  the  symptoms  may  not  be  of  much  moment,  and  may  be 
limited  to  dyspepsia  and  occasional  attacks  of  vomiting,  and 
thai  such  eases  may  terminate  in  later  life  from  dilatation  of  the 
stomach  and  hypertrophic  stenosis  of  the  pylorus,"  is  a  declara 
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tion  that  may  be  attended  by  dire  results  and  I  quote  the  state- 
ment but  to  condemn  it.  The  picture  is  typical  and  one  must 
insist  upon  the  presence  of  this  typical  picture  before  sub- 
jecting these  little  patients  to  operation.  Some  authors  insist 
on  the  presence  and  detection  of  the  small,  sausage-shaped  or 
cylindrical  cartilaginous  tumor  before  making  a  positive  diagnosis, 
others  ignore  its  absence.  It  has  been  repeatedly  shown  that  the 
pylorus  may  be  adherent  to  the  under  surface  of  the  liver, 
defying  detection.  I  am  personally  of  the  opinion  that  the 
palpation  of  the  small  tumor  is  the  least  significant  finding.  I 
believe  with  Cautley  in  the  great  importance  of  the  history  and 
that  one  may  always  be  able  to  differentiate  this  condition  from 
Pyloric  spasm  due  to  acid  dyspepsia.  The  finding  of  the  tumor 
ci  mlii ms  absolutely  the  diagnosis.  The  distinct  clinical  entity  is 
the  following:  A  fine  male  baby  is  born,  is  generally  breast-fed 
and  doing  well  until  the  second  to  fourth  week  when  vomiting, 
constipation,  and  marasmus  supervene.  The  baby's  diet  is  then 
changed  without  any  amelioration  of  the  condition.  On  physical 
examination  visible  peristalsis  and  tumor  are  found.  The  course 
is  generally  progressive,  though  marked  improvement  almost 
always  follows  lavage. 

Prognosis. — Landerer  in  1879  advocated  the  hypothesis  that 
the  pyloric  stenosis  of  later  life  is  congenital  in  origin.  Cautley 
supports  this  contention.  I  had  the  good  fortune  to  examine 
in  London  a  pathological  specimen  of  congenital  hypertrophic 
stenosis  in  a  small  child  eleven  months  of  age.  The  history  was 
that  the  child  was  treated  in  the  hospital  at  the  age  of  four 
months  for  constant  vomiting  since  birth.  There  had  ap- 
parently resulted  a  complete  cure  from  gastric  lavage.  He  re- 
turned to  the  hospital  when  eleven  months  of  age  with  a  severe 
attack  of  vomiting  and  diarrhea  and  died  within  a  few  days. 
At  the  postmortem  the  findings  were  typical  of  congenital 
hypertrophic  stenosis.  This  case  not  only  supports  the  pos- 
sible correctness  of  Landerer's  theory,  but  goes  far  in  supporting 
Cautley's  contention  of  an  original  developmental  hyperplasia. 

Treatment.  -In  Heubner's  opinion  many  of  these  cases  recover 
under  medical  treatment.  While  it  is  true  that  lavage  with  care- 
ful feeding  has  been  successful  in  some  of  the  reported  cases,  I 
think  it  cannot  be  gainsaid  that  the  treatment  is  preeminently 
surgical  and  the  mortality  is  directly  dependent  on  the  time  of 
operation  and  the  skill  and  celerity  of  the  operator.  Lavage  is 
a  valuable  adjunct  to  the  surgical  treatment.      before  the  opera 
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tion  is  performed  a  week's  lavage  should  be  resorted  to.  A 
compilation  by  Stiles,  of  Edinburgh,  of  the  character  and  result 
of  thirty-two  operations  performed  for  the  relief  of  this  condi- 
tion will  show  the  choice  of  procedure : 


Operations  Cured  Fatal 


Mortality 


Gastroenterostomy  (suture) 6  10  62% 

Gastroenterostomy  (button) o  1  100% 

Pylorectomy o  1  100% 

Pyloroplasty 3  3  $0% 

Divulsion 6  2  25% 

Commerce  Building. 


TRANSACTIONS  OF  THE 
AMERICAN  PEDIATRIC  SOCIETY. 


Meeting  of  May  27,   28  and   29,    1909.     IhlJ  in   Lenox,   Mass. 

The  Pn  rident,  Charles  P.  Putnam,  M.  D.,  of  Boston,  in  the 

Chair. 

president's  address. 

Dr.  Putnam  said  that  the  few  words  he  had  to  sav  were  in  line 
with  the  addresses  to  follow  on  "The  Position  and  Work  of  the 
American  Pediatric  Society  Toward  Public  (Questions. "  Physi- 
cians should  take  up  a  share  of  the  work  of  public  institutions 
for  children  in  their  own  communities.  Public  institutions  for 
children  were  in  fact,  to  a  great  extent,  great  hospitals  for  chronic 
patients.  The  State's  children,  whether  juvenile  offenders,  tru- 
ants, dependents  or  neglected  children,  should  not  be  taken  as 
being  on  the  whole  healthy  and  normal.  Unsanitary  influences 
in  the  home  are  often  responsible  for  the  dependency  and  delin- 
quency of  children.  Twelve  years  ago  three  unpaid  boards  of 
seven  persons  each  were  created  by  the  General  Court  of  Massa- 
chusetts to  take  charge  respectively  of  the  insane,  paupers,  and 
children's  institutions  of  the  city  of  Boston.  To  the  latter  de- 
partment four  separate  divisions  and  several  classes  of  children 
were  handed  over;  the  Mareella  Street  Home  and  Almshouse  1  •  > t 
children  with  321  inmates;  the  Parental  School  and  School  for 
Truants  with  141;  inmates;  the  House  of  Reform  with  144  in- 
mati  and  a  large  placing-out  department.  When  they  took 
charge  of  these  institutions  they  had  no  conception  of  the  great 


AMERICAN    PEDIATRIC    SOCIETY.  333 

opportunity  for  betterment  which  was  at  once  presented.  He 
described  the  conditions  found  in  these  institutions  and  sketched 
what  had  been  done  for  dependent  children  in  the  city  of  Boston. 
Work  of  this  kind  was  demanded  and  it  was  incumbent  of  them 
to  take  their  share  of  it. 

THE    POSITION    AXD    WORK    OF   THE    AMERICAN    PEDIATRIC    SO- 
CIETY  TOWARD    PUBLIC    QUESTIONS. 

Dr.  Thomas  Morgan  Rotch,  of  Boston,  appealed  to  the 
Society  to  aid  by  its  influence  in  safe-guarding  early  life.  The 
chief  point  which  should  be  aimed  at  would  be  to  persuade  the 
investigators  who  were  doing  such  good  work  all  over  the  country 
in  connection  with  the  different  phases  of  early  life  that  they  did 
not  know  sufficiently  all  of  the  different  sides  of  the  various 
questions  connected  with  children  to  allow  them  to  control  all  of 
the  work  themselves.  Many  workers  who  were  trying  to  reform 
the  laws  in  connection  with  child  labor  should  understand  that 
their  great  efforts  were  appreciated  by  the  medical  profession. 
Children  had  been  rescued  from  the  mills  and  the  various  kinds 
of  labor  which  they  were  made  to  perform  before  they  were 
readv  for  it,  then  it  was  the  province  of  the  pediatricians  to 
decide  what  those  children  were  able  to  do.  After  this  had  been 
decided,  it  was  the  province  of  the  legal  profession  to  inform  the 
legislators  what  laws  should  be  made  for  the  preservation  of  the 
child's  health  and  proper  development.  This  same  reasoning 
applied  to  those  who  had  charge  of  grading  the  schools  and 
kindergartens,  and  also  the  physical  sports,  both  of  boys  and 
girls,  during  their  different  stages  of  development.  He  then  ex- 
plained that  the  old  methods  used  to  determine  at  what  age  the 
child  should  be  in  the  various  grades  in  schools  and  when  he 
should  work,  for  instance,  in  the  mills,  had  mostly  depended 
upon  the  chronological  age,  as  well  as  upon  how  the  child  looked 
on  account  of  his  height  and  weight.  Dr.  Rotch  then  said  that 
children  differed,  even  though  they  were  of  the  same  age,  in  both 
physical  and  mental  development.  As  for  judging  by  means  of 
the  chronological  age,  the  results  varied  and  were  very  elusive. 
The  judges  of  criminal  courts,  and  lawyers,  in  various  cities,  had 
told  him  that  it  was  exceedingly  difficult  to  find  out  how  old 
children  really  were.  A  law  might  be  made  that  a  child  must  be 
so  many  vears  old  before  being  allowed  to  work  in  the  mills; 
and  yet  the  mills  were  found  to  be  filled  with  such  children  who 
were  under  tin-  age  limit.  The  reason  for  this  was  that  false 
returns    wen-    continuously    made    and,    in    many    cases,    there 

i  absolutely  no  record  of  when  the  child  was  born.  Under 
these  circumstances  he  allowed  that  heighl  and  weight  dif- 
fered in  a  chronological  point  of  view  by  as  much  as  one  year 
and  a  hall",  and  it  was  impossible  to  keep  children  out  of  the 
mills  in  a  State  where,  for  instance,  the  law  said  fourteen  years, 
because  although  perhaps  only  twelve  and  a  hah'  years  old  the 
child  seemed  fourteen.     For  four  years  he  had  been  endeavoring 
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to  obtain  some  more  exact  index,  not  a  chronological  age,  but  one 
of  development.  It  was  his  intention  to  be  able  to  decide  when 
a  child  should  work  in  the  mills  by  determining  whether  he  had 
proper  strength  derived  from  adequate  development  for  such 
work.  He  explained  that  the  osseous  system  corresponded  to 
the  steel  frame  work  of  a  building;  that  the  stronger  and  more 
perfect  and  the  higher  stage  of  development  of  the  osseous 
system  the  greater  the  strength  and  the  greater  the  resisting 
power  of  the  child.  He  did  not  in  any  way  ignore  muscles  and 
the  condition  of  the  various  organs  and  the  physiological  condi- 
tions of  childhood,  but  they  were  accessories  to  the  skeleton, 
just  as  plaster,  roofing  and  boarding-in  of  a  building  were  neces- 
sary to  make  a  good  building  outside  of  the  steel  framework. 
He  wished  to  present  to  the  Society  for  their  consideration  what 
he  called  an  anatomic  index.  The  development  of  the  ephiphysis 
presented  an  important  part  of  a  child's  development  so  far  as 
his  strength  was  concerned  and  showed  what  stage  of  develop- 
ment he  was  in.  These  epiphyses  could  be  studied  in  all  joints, 
whether  of  the  shoulder,  elbow,  knee  or  ankle,  but  the  joint  that 
was  the  easiest  to  reach  and  most  practical  for  forming  the  ana- 
tomic index  was  the  wrist.  Out  of  some  thousands  of  cases  of 
children  carefully  studied  with  the  Roentgen  ray,  children  who 
were  believed  to  be  normal  after  it  had  been  proven  that  they 
had  had  no  disease  which  would  interfere  with  the  development 
of  the  joints  and  in  whom  the  physical  conditions  seemed  to  be 
normal,  it  was  shown  that  in  the  vast  majority  of  cases  the 
normally  developed  wrist  developed  with  the  other  joints.  He, 
therefore,  presented  to  the  profession  as  an  anatomic  index  the 
development  of  the  wrist.  This  development  could  be  carried 
on  in  successive  grades  from  birth  to  fourteen  years  by  making 
use  of  the  appearance  of  the  osseous  centers  of  the  carpal  bones 
and  the  epiphysis  of  the  radius  and  ulna.  Having  once  made  a 
division,  for  instance,  alphabetically  from  "a"  to  "m."  the 
radiograph  could  be  taken  of  the  wrist  of  the  child,  and  this 
picture  would  represent  the  stage  of  the  child's  development. 
This  classification  for  development  could  be  used  for  all  ages. 
In  this  way  they  could  determine  whether  the  child  was  ready 
to  enter  kindergarten,  or  into  a  grade  in  the  school  and  keep  the 
place,  or  what  strain  in  athletic  contests  he  should  be  allowed  to 
undergo,  and  finally  what  forms  of  labor  and  work  he  was  ready 
to  perform.  An  index  of  this  kind,  instead  of  having  to  depend 
upon  the  ignorance  or  truth  of  the  parents  and  guardians,  would 
be  entirely  in  the  hands  of  the  physician.  Dr.  Rotch  spoke  of 
the  excellent  work  of  Pryor,  of  the  State  University  of  Kentucky, 
and  said  lie  had  been  much  encouraged  when  he  noticed  that  his 
observations  tallied  with  his  own.  Pryor  had  pointed  out,  and 
Dr.  Rotch  found  it  to  be  true  in  his  investigations,  that  the 
development  of  the  epiphysis,  especially  as  seen  in  the  osseous 
centers  of  the  wrist,  varied  in  differenl  races  and  in  different 
families,  but  thai  members  of  the  same  family  have  much  the 
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same  development.  The  development  of  girls,  however,  in  the 
earlv  period  of  their  existence,  surpasses  that  of  the  boys  of  the 
familv.  This  meant  that  the  osseous  centers  of  the  carpal  bones 
and  epiphysis  of  the  radius  and  ulna  appeared  earlier,  perhaps 
as  much  as  one  year,  in  girls  than  in  boys.  It  was  also  noted 
that  twins  had  the  same  development  for  the  same  sexes.  Dr. 
Rotch  said  he  wished  to  impress  upon  the  Society  that  in  no  way 
did  he  ignore  other  means  of  determining  whether  the  child  was 
ready  to  work  or  not,  or  to  enter  certain  grades  in  school;  the 
development  of  muscles  and  the  functions  of  organs  should  be 
taken  into  account.  The  different  stages  of  development  should 
be  grouped  at  different  periods  by  which  to  regulate  the  different 
phases  of  a  child's  life  and  safe-guard  strength.  The  precocious 
child  with  an  undeveloped  body  should  not  be  allowed  to  push 
upward  in  the  grades  in  the  schools;  such  an  individual  should 
wait  until  his  development  equaled  his  mental  condition. 
Although  in  the  future  some  better  index  might  be  found,  all  his 
investigations,  supported  by  the  work  of  Pryor,  pointed  toward 
the  anatomical  conditions  at  the  wrist  as  being  the  best.  He 
also  stated  that  Dr.  Crampton's  investigations  of  the  anatomic 
index  of  the  pubic  hair  should  point  to  the  fact  that  the  chrono- 
logical age,  as  a  guide  in  these  matters,  should  in  the  future  be 
put  aside.  He  believed,  however,  that  it  should  be  retained  for 
certain  legal  questions.  Dr.  Rotch  showed  a  series  of  pictures 
of  the  development  of  the  wrist  and  how  certain  pictures  of 
development  corresponded  to  the  kindergarten  age  partly,  to  the 
school  age  partly,  to  the  athletic  age,  and  partly  how  to  decide 
upon  different  forms  of  labor.  He  also  showed  how  he  had  in- 
vestigated the  findings  in  joints  to  determine  whether  there  had 
been  any  inflammation  in  the  joints.  Such  cases  should  be 
thrown  out,  even  though  the  joint  became  normal  again  for  the 
reason  that  the  congested  condition  of  the  joint  caused  the 
osseous  centers  to  develop  more  rapidly  in  that  joint  than  in 
others.  Therefore,  unless  this  be  taken  into  account,  the  idea  of 
the  anatomic  index  would  be  defeated.  Dr.  Crampton's  work 
showed  most  conclusively  that  the  chronological  age  should  not 
be  used.  The  influence  of  the  Society  should  be  brought  to 
bear  upon  educators  as  well  as  upon  labor  committees  to  influence 
them  to  look  al  the  work  which  they  were  engaged  in  from  some 
point  of  view  other  than  their  own. 

THE  NEED  OF,  ANT)  THE  RELATION  BETWEEN,  A  DEFINITE  ANA- 
TOMIC DEVELOPMENT  AND  CHILD  LABOR. 

Dr.  Linnai  i  -  E.  I.\  Fetra,  of  New  York,  believed  that  the 
American  Pediatric  Society  should  take  a  lead  in  devising  a  plan 
for  safeguarding  child-life;  the  publication  of  the  discussions  of 
the  Sociel  j  in  this  matter  would  call  the  attention  of  editors  and 
writers  in  the  medical  and  lay  press  to  its  importance.  The 
great  difficulty  in  safeguarding  the  child  was  in  the  nonenforce- 
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ment  of  the  laws  in  the  States  where  the  laws  were  good.  Physi- 
cians should  take  a  part  in  the  creation  of  public  sentiment. 
The  problems  presented  differed  in  various  parts  of  the  country. 
There  was  a  lack  of  uniformity  in  legal  requirements.  A  question 
which  should  be  studied  was,  What  was  the  minimum  physical 
development  for  a  child  to  undertake  various  kinds  of  work5 
The  hours  and  conditions  connected  with  the  various  kinds  of 
work  should  also  be  investigated.  In  1907  there  were  admitted 
to  ten  schools  for  the  blind  242  new  pupils,  and  of  these  fifty- 
nine,  or  about  25  per  cent.,  were  blind  because  of  ophthalmia 
neonatorum.  Blindness  occurring  in  these  fifty-nine  children 
was  needless.  In  New  York  6,ooo  or  7,000  people  were  blind 
because  the  Crede  method  of  prophylaxis  had  not  been  used. 
He  believed  the  keystone  in  this  matter  was  the  establishment 
of  an  age  limit  for  compulsory  attendance  at  schools  and  the  age 
of  employment  being  fourteen  years.  The  New  York  laws  re- 
quired documental  evidences  of  age  and  a  school  course  of  not 
less  than  eight  years.  The  only  reason  for  an  age  limit  was  to 
determine  the  physical  fitness  of  the  child.  No  child  less  than 
60  inches  in  height  or  less  than  ninety  pounds  in  weight  should 
be  employed.  A  certain  gynecologist  had  told  him  that  it  was  his 
experience  to  find  that  shop  girls  were  very  apt  to  have  an  in- 
fantile type  cervix  and  an  undeveloped  uterus  from  standing  too 
much  during  their  early  menstrual  life.  He  thought  that  size 
and  weight  were  no  indices  of  mental  development. 

THE    NEED    OF,    AND    THE    RELATION    BETWEEN,    A    DEFINITE 

ANATOMIC    DEVELOPMENT    AND    THE    ATHLETICS 
OF    EARLY    LIFE. 

Dr.  Samuel  S.  Adams,  of  Washington,  said  that  the  American 
Pediatric  Society  had  never  taken  the  stand  that  it  should  have 
taken  in  national  affairs.  Having  been  intimately  connected 
with  legislation,  constructive  as  well  as  obstructive,  for  the  pasl 
thirty  years  in  the  Capitol,  his  observation  had  been  thai  the 
medical  profession  was  more  apt  to  be  engaged  in  obstructing 
legislation  than  in  the  construction  of  laws.  If  there  was  in  any 
society  a  body  of  men  competent  to  speak  upon  questions  re- 
lating to  children  from  their  birth  to  maturity,  it  was  this  body. 
They  should  assume  the  position  they  were  entitled  to,  and  speak 
with  authority  on  questions  of  public  interest  on  the  health  and 
development  of  the  child.  They  should  take  a  decided  stand 
in  regulating  the  time  at  which  a  child  should  enter  athletics 
in  primary  and  in  high  schools  and  colleges.  They  should  have  a 
general  supervision  over  the  children  until  they  were  sixteen  or 
eighteen  years  old.  They  should  examine  the  children  and 
advise  the  parent  whether  or  not  the  boy  should  engage  in  base- 
ball or  the  i;irl  in  basketball.  In  questions  of  this  sort,  such  as 
concerned  the  child's  health,  whether  of  national  or  local  mi 
port,  the  medical  man  was  the  one  to  step  forward. 
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THE  NEED  OF,  AND  THE  RELATION  BETWEEN,  A  DEFINITE  AXAH  'MIC 
DEVELOPMENT  AND  THE  GRADING  OF  KINDERGARTENS. 

Dr.  Isaac  A.  Abt,  of  Chicago,  believed  that  the  anatomic 
index  offered  a  possibility  of  great  value  in  estimating  the  child's 
developmental  condition.  There  were  different  kinds  of  kinder- 
gartens, and  results  depended  as  much  upon  the  kindergarten 
teachers  as  upon  the  children.  He  believed  that  this  work  would 
be  a  great  help  in  estimating  the  developmental  condition  of  the 
child;  some  accurate  index  was  very  necessary;  as  yet  they  had 
no  way  of  estimating  the  physical  status  of  a  child  in  the  kinder- 
garten; before  sending  a  child  to  the  kindergarten  they  had  as 
yet  no  method  of  estimating  the  physical  development,  and  he 
thought  that  if  the  anatomic  index  of  children  in  the  kinder- 
garten was  controlled  by  a  fatigue  curve,  it  might  be  valuable. 
In  the  idea  of  getting  legislature  to  interfere,  rushing  headlong 
into  the  political  arena,  he  did  not  think  they  are  right;  they 
had  better  find  out  how  they  stood  in  regard  to  Dr.  Rotch's 
work.  It  was  hardly  the  province  of  the  Society  to  get  tangled 
up  in  politics  or  political  affairs.  They  should  attempt  to 
stimulate  scientific  work  and  keep  out  of  the  political  arena. 

THE    NEED    OF,    AND    THE    RELATION    BETWEEN,  A    DEFINITE    ANA- 
TOMIC  DEVELOPMENT  AND  THE  GRADING  OF  SCHOOLS. 

Dr.  Charles  Gilmore  Kerley,  of  New  York,  believed  that 
in  a  subject  like  the  one  under  discussion,  a  very  broad  one, 
the)  should  begin  at  the  bottom,  and  that  meant  they  should 
see  that  instruction  was  given  in  the  homes  to  parents  as  to 
how  they  should  live,  how  the  children  should  live,  and  how  they 
should  bring  up  their  children.  The  first  five  years  of  a  child's 
life  was  a  very  important  period  as  it  related  to  development, 
nutrition,  general  care,  and  particularly  to  his  later  career  as  a 
citizen.  He  called  attention  to  Dr.  McDonald's  statement 
ilia!  55  per  cent,  of  the  children  in  the  public  schools  were 
defective  and  15  percent,  noneducational,  education  being  lost 
Upon  them.  The  statistics  based  upon  height  and  weight  he 
believed  to  be  unreliable.  With  regard  to  the  position  of  the 
Societ)  as  to  whether  it  should  consider  the  matter  relating 
to  child  study  in  a  general  way,  he  believed  that  if  they  did  not 
do  it  they  would  be  compelled  to  sit  by  and  see  others  do  it. 

THE    MEDICAL  WORK    IX    THE    JUVENILE    COURT    OF   CHICAGO. 

Dr.  F.  S.  Churchill,  of  Chicago,  read  a  paper  which  was 
based  on  the  examinations  of  2,7.s*  children  appeal  ing  before  the 
Juvenile  Court  during  the  last  year.  lie  divided  them  into 
the  dependent  and  delinquent  groups.  A  dependent  child  was 
one  who  had  not  had  efficient  care.  A  delinquent  child  was  one 
who  had  transgressed  the  law.  Seventy-seven  per  cent,  were 
of  foreign  1  orn  parentage.     Anion-  the  dependents  90  per  cent. 
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were  Americans,  Germans,  Polish,  Italian,  Bohemian,  and 
Jewish.  Among  the  delinquents  95  per  cent,  were  the  same 
plus  Norwegians  and  French.  In  proportion  to  the  total  popu- 
lation the  Poles  lead.  They  paid  especial  attention  to  height, 
weight,  chest  girth,  condition  of  the  tonsils,  adenoids,  condition 
of  the  eyes,  ears',  teeth,  heart,  lungs,  skin,  and  the  frequency  of 
venereal  disease.  Very  little  organic  disease  was  found,  but 
striking  data  were  the  high  percentage  of  carious  teeth  and 
enlarged  tonsils,  cervical  glands,  defective  eye-sight,  ear  affections, 
and  frequent  gonorrheal  disease  among  the  girls.  There  were 
practically  no  acute  diseases  because  the  probation  officer  was 
not  allowed  to  bring  any  sick  child  to  the  court  dispensary 
and,  therefore,  the  spread  of  disease  was  prevented,.  Among 
the  dependents,  both  boys  and  girls,  during  their  earlier  years, 
ran  closely  to  the  normal,  although  a  little  below.  But  among  the 
delinquents  the  older  boys  and  girls  were  very  much  below 
the  normal.  This  showed  the  strain  and  the  ctress  of  life  was 
beginning  to  tell  even  before  the  age  of  puberty.  The  exception 
to  this  general  observation  was  the  weight  of  sixteen-year-old 
girls;  they  averaged  twenty  pounds  heavier  than  the  normal  girls. 
This  was  due  to  the  fact  that  all  these  girls  were  handsome,  well 
formed  and  very  attractive  to  men  who  caused  their  downfall. 

Dr.  L.  Emmet  Holt,  New  York,  felt  sorry  that  such  a  large 
part  of  the  work  of  the  Society  should  be  devoted  to  subjects 
of  this  kind;  he  believed  the  Society  did  its  best  work  along 
research  lines  in  matters  relating  to  diseases  of  children.  Research 
work  should  be  encouraged.  With  regard  to  the  anatomic  studies, 
they  should  be  controlled  by  observation  of  a  number  of  people 
before  they,  as  a  Society,  went  on  record  as  believing  in  them. 

Dr.  Kerley  was  surprised  at  Dr.  Churchill's  figures;  he  gave 
the  number  of  children  appearing  before  the  Juvenile  Court  in 
Chicago  as  2,758;  in  New  York  they  numbered  in  one  year  over 
1 1 ,000. 

Dr.  Chcrchill  replied  that  this  was  the  annual  number  of 
children  that  appeared  before  the  Juvenile  Court,  and  the  num- 
ber was  diminishing  rather  than  increasing,  because  of  voluntary 
protective  leagues  that  had  been  formed;  they  went  out  into  the 
districts  of  the  city  uprooting  dance  halls,  and  soon  did  very 
good  work. 

Dr.  Walter  Lester  Carr,  New  York,  said  that  they  were 
organized  to  study  diseases  of  children,  and  he  asked  how  far 
they  could  go  without  overstepping.  Personally,  he  was  of  the 
opinion  that  many  of  them  as  individuals,  as  members  of  commit- 
tees, etc.,  could  do  a  good  deal,  but  the  work  of  the  Society  should 
be  carried  out  in  a  medical  way. 

Dr.  Rotch  said  that  what  hi'  presented  was  only  one  factor 
of  a  problem  which  must  be  worked  out  step  by  step.  I  Ic  did  not 
sic  why  they  should  not  take  up  one  factor  of  the  problem  and 
see  whither  it  was  righl  or  wrong.  As  to  devoting  themselves 
entirely  to  medical  subjects,  it  seemed  to  him  that  all  over  the 
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world  it  was  recognized  in  the  great  teaching  centers  that  prophy- 
laxis in  children  was  a  great  part  of  the  work  of  the  medical  pro- 
fession. To  say  that  this  is  not  medical  work  was  wrong.  He 
believed  it  was  their  duty  to  give  their  knowledge  to  the  public. 
It  was  as  much  a  medical  as  any  scientific  article  Dr.  Can 
could  write  on  the  subject;  it  was  prophylaxis.  He  did  not  see 
how  they  could  call  what  he  offered  them  as  sociological:  they 
were  absolutely  medical  facts.  In  New  York  there  were  10,000 
children  taken  from  the  sweat  shops  and  mills,  and  this  was  done 
by  a  good  set  of  people,  and  they  should  be  told  by  the  physicians 
just  what  should  be  done  with  these  children.  They  were  not 
entering  politics;  how  were  the  judges  and  lawyers  to  decide 
what  was  best  for  these  children  unless  they  told  them.  Some 
one  must  say  what  should  be  done  with  these  children,  and  who 
could  do  it  better  than  they.  Height  and  weight  were  elu 
sive;  statistics  were  elusive  and  misleading;  such  statistics  would 
not  be  used  at  all  if  a  better  method  was  found.  They  were  be- 
hind the  times  if  they  kept  on  using  such  statistics  and  if  they  did 
not  use  what  was  shown  to  be  better.  Prophylaxis  was  a  great 
part  of  medical  work  of  the  future. 

A  FEW  OF  THE  THINGS   WHICH  THE  PEDIATRIST 
SHOULD  TEACH. 

Dr.  P.  J.  Eaton,  Pittsburg,  made  a  plea  for  common  sense 
teaching  of  pediatrics.  Children  were  born,  as  a  rule,  healthy, 
and  yet  many  died  before  the  age  of  three  years;  the  moral, 
physical,  and  mental  training  of  these  children  should  begin  with 
birth.  Babies  had  certain  rights;  they  had  a  right  to  live  and 
to  be  comfortable  and  grow,  and  this  all  depended  upon  certain 
rules  which  should  be  enforced  from  birth.  The  baby  should 
have  accurate  and  regular  habits;  they  should  be  taught  to 
employ  certain  functions,  to  feed  at  certain  intervals,  etc.  It 
was  easy  to  teach  a  young  baby  to  defecate  regularly.  Taking 
a  bath,  followed  by  a  meal  and  then  a  nap  was  very  simple,  but 
it  was  worthy  of  teaching.  The  children,  too,  should  be  taught 
to  sleep.  It  was  said  once  that  "she  who  rocks  the  cradle  rules 
the  world";  now  it  was  "she  who  rocks  the  cradle  spoils  the 
world."  The  Lord  knew  besl  when  He  made  breast-milk  for 
babies.  Mothers  and  nurses  should  be  taught  what  good  miik 
was  and  where  it  could  be  obtained,  if  the  breast-milk  was  not 
obtainable.  The  mothers  should  be  taught  that  the  advice 
of  a  skilled  medical  man  was  far  superior  to  what  was  found 
in  printed  books.  The  less  the  baby  was  handled  the  better. 
He  asked  that  more  sensible  clothing  should  be  made  for  the 
baby,  that  more  fresh  air  should  be  given  the  growing  child  in 
order  that  he  might  have  plenty  of  oxygen  for  metabolism. 
After  the  first  few  days  of  life  the  child  should  lie  in  the  open  air, 
and  he  should  sleep  where  there  was  a  free  flow  of  outdoor  air 
in  abundance.  As  the  child  grew  the  question  of  diet  became 
a  live  one.      A  good  rule  to  follow  was  that  "tilings  which  need 
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chewing  require  teeth  for  grinding."  Some  believed  it  to  be  a 
crime  to  put  the  lancet  to  the  gums;  teething  was  a  physiological 
process  when  it  was  normal;  if  normal  there  should  be  no  inter- 
ference, but  if  the  gums  were  tough  they  should  be  cut.  To 
sweeten  a  child's  disposition  often  nothing  was  better  than  to 
lance  the  gums. 

A    CASE    OF    CEREBRAL    HEMORRHAGE    (BIRTH)    WITH 
OPERATION. 

Dr.  Frank  S.  Meare,  New  York,  reported  the  case  of  a  child 
delivered  by  a  difficult  forceps  operation.  The  child  was  born 
asphyxiated  and  was  with  difficulty  resuscitated,  but  became  of 
good  color.  That  same  evening  there  was  found  a  facial  palsy 
of  the  left  side;  the  left  arm  was  rigid,  and  the  hand  was  flexed 
at  the  wrist.  The  left  leg  was  rigid,  and  the  knee-jerk  was  ex- 
aggerated. There  were  convulsive  movements,  especially  of  the 
upper  part  of  the  body.  Thirty  hours  after  birth  the  color  was 
still  good,  the  pulse  strong,  and  the  child  cried  a  good  deal. 
The  next  morning  the  child  was  cyanotic,  and  Dr.  Taylor  was 
called  in.  Operation  was  decided  upon.  A  clot  was  found  and 
removed.  No  improvement  followed  and  the  child  died  one  hour 
later.  The  postmortem  showed  that  in  addition  to  the  clot  that 
was  removed  at  operation,  there  was  an  extension  of  it  along 
the  fissure  of  Sylvius. 

Dr.  Alfred  S.  Taylor  presented  the  specimen  which  showed 
that  the  beginning  of  the  hemorrhage  was  around  the  outer  end 
of  the  Sylvian  fissure;  there  was  an  extension  of  the  clot,  how  i  \  er, 
through  the  fissure  of  Sylvius  toward  the  base  of  the  brain  and 
an  extension  forward  under  the  frontal  and  backward  to  the  tem- 
perosphenoidal  lobes,  and  a  particularly  marked  extension  down- 
ward to  the  front  surface  of  the  hind-brain. 

The  cases  he  considered  best  for  operative  interference  were 
those  in  which  the  clots  were  confined  to  the  upper  surface  of  the 
brain.  The  best  evidences  of  the  presence  of  clot  would  be  the 
focal  symptoms  of  the  motor  apparatus.  When  the  clot  was  situ- 
ated at  the  base  of  the  brain  there  would  be  pressure  upon  the 
vital  centers,  and  respiration  and  circulation  would  lie  influenced. 
To  obtain  the  best  results  one  should  operate  at  the  earliest  pos- 
sible   moment. 

Dr.  LaFetra  said  that  when  the  cord  was  found  to  be  around 
the  neck  of  the  newl)  born  infant,  one  should  he  on  tin-  lookout 
for  cerebral  hemorrhage  occurring  shortly  after  birth.  In 
looking  up  the  reports  of  the  Sloane  Maternity  Hospital  he 
found  that  in  a  large  proportion  of  the  cases  of  cerebral  hemor- 
rhage (Ik-  cord  was  found  to  lie  encircling  the  neck. 

Dr.  Henry  Koplik,  New  York,  said  that  the  operation  for 
cerebral  hemorrhage  in  the  new  born  was  one  that  must  cause  one 
to  think  before  undertaking  it ,  and  it  was  \  ei  y  difficult  to  decide 
whethei  to  operate  oi  ui  >1 . 

Dr.  John  Lovktt  Morse,  Boston,  said  he  had  been  struck 
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by  the  irregularity  of  symptoms  in  these  cases,  and  especially  by 
the  late  development  of  symptoms.  He  always  thought  that 
they  appeared  within  the  first  ten  or  twelve  hours,  but  there  wen- 
reports  of  cases  in  which  the  first  symptoms  appeared  on  the 
third  or  fourth  day.  We  should  remember,  too,  that  there  were 
other  conditions  which  gave  symptoms  of  a  similar  nature,  of 
cerebral  pressure.  One  should  be  very  cautious  in  making  a 
diagnosis  of  cerebral  hemorrhage  in  the  new-born.  It  was  a 
serious  thing  to  recommend  an  operation  for  cerebral  hemor- 
rhage when  a  dose  of  castor  oil  would  clear  up  the  symptoms. 
A  bulging  of  the  fontanel  indicated  cerebral  hemorrhage. 
Another  symptom  he  had  not  seen  mentioned  was  the  flowing 
of  blood  from  the  nose  or  from  the  back  of  the  throat,  the  blood 
presumably  coming  through  the  cribriform  plate  of  the  ethmoid 
bone.     In  doubtful  cases  resort  might  be  had  to  lumbar  puncture. 

Dr.  Holt  said  that  when  one  saw  these  children  when  twelve 
or  fourteen  months  old  or  older,  with  symptoms  resulting  from 
cerebral  hemorrhage  occurring  at  birth,  one  felt  justified  in  doing 
anything;  yet  he  agreed  with  Dr.  Morse  that  the  difficulties  of 
diagnosis  were  extremely  great.  In  the  first  place  all  these  hemor- 
rhages were  very  profuse,  and  one  could  not  be  sure  at  operation 
that  all  the  clots  were  removed.  The  bulging  of  the  fontanel 
was  the  best  single  symptom  in  diagnosis.  No  importance 
should  be  attached  to  the  bloody  fluid  in  lumbar  puncture. 
They  should  have  localized  symptoms;  but  when  the  symptoms 
were  general,  as  rigidity  and  convulsions,  they  were  very  much  in 
the  dark.  In  some  cases  operated  upon,  nothing  had  been 
found. 

Dr.  Putnam  asked  Dr.  Taylor  the  number  of  successful 
Operations  that  had  been  recorded. 

Dr.  Taylor  replied  that  Gushing,  of  Baltimore,  had  saved  two 
out  of  four  cases  operated  on.  The  two  cases  in  which  he  had 
been  interested  in  died  a  lew  minutes  after  operation,  but  both 
were  in  bad  condition  before  operation. 

Dr.  Frf.emax,  in  connection  with  cases  with  bulging  fontanels, 
said  that  he  saw  such  a  case  in  consultation  a  short  time  ago  and 
with  this  there  were  very  marked  symptoms.  Operation  was 
refused.  At  five  months  the  child  had  improved  and  was  im- 
proving ever  since.  There  were  now  no  convulsions;  there  were 
no  indications  but  what  the  child  was  getting  quite  well  without 
i  tperal  ion. 

Dr.  CHURCHILL  said  that  when  one  considered  what  happened 
to  children  when  they  were  allowed  to  live  under  these  circum 
he  though!    that   one  was  justified  in  advising  almost 
.iii>  t  hing   for  their  relief. 

Dr.  Samuel  McC.  IIamii.i.,  Philadelphia,  said  he  was  in  accord 
with  what  Dr.  Holt  had  stated  regarding  the  difficulty  in  diagno- 
sis. 1  [e  had  se  -n  a  number  of  t  hese  eases  and  even  followed  many 
to  autopsy.  He  had  seen  many  cases  closely  simulating  eases  of 
cerebral    hemorrhage    which    yet    at    autopsj    showed  nothing. 
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Where  there  had  been  definite  localized  symptoms  there  had 
been  no  mistake  in  the  diagnosis. 

Dr.  Taylor  did  not  want  to  be  misunderstood  as  saying  that 
every  case  that  developed  cerebral  symptoms  should  be  operated 
upon.  If  there  was  a  focal  lesion,  the  best  chance  for  recovery 
was  offered  by  operation.  This  subject  of  surgical  interference 
in  these  cases  should  be  taken  up,  studied,  and  fought  over  by 
men  from  different  standpoints.  The  dangers  of  the  operation 
he  thought  were  apt  to  be  magnified.  If  a  child  was  subjected 
to  a  short  operation,  and  if  very  little  general  anesthetic  was 
given,  there  was  not  much  danger. 

danger  to  the  new-born  from  gas  heaters. 

Dr.  E.  W.  Saunders,  St.  Louis,  said  that  in  many  houses  no 
provision  was  made  for  the  ingress  of  fresh  air  or  the  egress  of  foul 
air,  and  it  was  hoped  the  builders  of  houses  would  be  influenced  in 
correcting  this.  The  apartment  house  was  inimical  to  an  in- 
crease in  the  population;  gas  heaters  were  also  inimical  to  the  life 
of  the  newly-born.  Many  cases  of  atelectasis  might  be  due  to 
carbon  monoxide  poisoning.  He  reported  the  case  of  a  nurse  and 
baby  sleeping  in  an  air-tight  room  with  a  movable  gas  heater 
burning  all  night;  death  resulted  from  the  generated  carbon 
monoxide  gas. 

Dr.  Adams  reported  the  case  of  a  government  clerk  who  re- 
turned home  from  his  work  to  find  his  mother,  his  wife,  and  baby 
dead,  a  cooking  stove  in  the  room  had  been  burning  and  all  three 
had  died  of  carbon  monoxide  poisoning.  The  wife  was  evidently 
cooking  and  was  taken  sick;  the  mother  was  found  in  a  kneeling 
posture  over  the  woman  with  a  bottle  of  ammonia  at  her  side. 
The  baby  was  in  a  cage  on  the  floor  dead.  There  was  great 
danger  in  the  creation  of  carbon  monoxide  as  shown  by  the  experi- 
ments of  the  Agriculture  Department ;  it  was  k  owna  iiu  "back- 
fire." If  certain  stoves  had  no  protector,  and  if  the  fire  was 
lighted  and  went  out,  and  then  relit,  there  was  great  dai 
carbon  monoxide  being  created. 

SPASMODIC    STENOSIS  OF  THE   ESOPHAGUS:    A  CAM:    DEMON- 
STRATED   BY    THE    X-RAY. 

Dr.  L.  E.  La  Fetra,  New  York,  reported  this  case  which  was 
interesting  from  the  standpoint  of  diagnosis.  1  te  saw  the  patient 
last  April  because  of  attacks  of  vomiting;  the  child  was  sixteen 
months  of  age.  He  was  told  that  on  the  third  day  after  birth 
there  was  a  discharge  of  dark  blood  from  the  mouth.  Nursing 
was  attempted  for  three  and  a  half  weeks  and  then  stopped.  The 
vomiting  or  regurgitation  occurred  at  or  after  every  feeding. 
The  stools  were  small.  Artificial  feeding  had  to  be  employed,  and 
the  child  did  well  foj  one  week  and  then  again  regurgitated. 
Upon  carefully  questioning  the  family  he  learned  thai  the 
vomiting   occurred    while    taking    food,    and    seldom    afterward. 
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Two  or  three  hours  after  feeding  strings  of  mucus  would  be 
brought  up.  When  the  baby  was  one  year  old  he  weighed 
fifteen  pounds.  A  tube  was  passed  six  and  a  half  inches  when 
it  met  with  an  obstruction.  A  large  quantity  of  mucus  was 
obtained.  The  baby  vomited  alongside  the  tube.  The  babv 
vomited  a  yellowish  mucus  with  the  fresh  food  after  taking  four 
spoonfuls  in  the  morning.  He  thought  there  was  a  pouch  of  some 
size  along  the  esophagus,  and  that  the  vomited  matter  came 
from  this  pouch  rather  than  from  the  esophagus.  Coughing 
was  brought  on  by  swallowing.  After  feeding  there  was  dull- 
ness to  the  right  of  the  sternum.  The  radiographic  pictures 
taken  by  Dr.  Caldwell  before  and  after  eating  were  shown.  The 
.v-ray  before  feeding  showed  nothing  abnormal ;  but  after  feeding 
there  was  shown  a  shadow  which  extended  to  the  seventh  dorsal 
vertebra,  terminating  in  a  conical-shaped  pouch  toward  the  liver. 
The  stomach  was  apparently  contracted,  with  an  hour-glass  ap- 
pearance. This  was  a  case  of  spasmodic  stenosis  of  the  esopha- 
gus, and  not  a  case  of  cardiospasm. 

Dr.  Rotch  said  that  this  showed  what  the  .r-ray  could  do;  this 
was  one  of  a  set  of  cases  in  which  the  Roentgen  rav  was  indicated 
as  a  means  of  diagnosis.  He  said  he  had  had  one  case  of  a  pouch 
being  situated  lower  down  in  the  esophagus,  and  they  were  afraid 
to  pass  a  stiff  sound,  and  it  seemed  impossible  to  make  a  diagno- 
sis. This  patient  was  Roentgen-rayed  and  a  diagnosis  made. 
In  time  this  patient  died  of  exhaustion  and  at  the  postmortem 
conditions  were  found  that  would  not  warrant  the  use  of  the 
sound,  because  of  the  danger  of  perforating  the  sac. 

influenza:     the    part    it    plays    in    hospital    infections; 
the    value   of   cultures   as   a    means   of   diagnosis; 
influenza  carriers. 

Dr.  L.   Emmett  Holt,  New  York,  referred  to  the  frequency 

with  which  infections  occurred  in  hospitals,  and  said  that  it 
was  his  opinion  that  influenza  was  responsible  for  a  large  number 
of  them,  and  an  attempt  had  been  made  to  see  how  much  a 
part  it  did  play,  and  experiments  had  been  undertaken  since 
January  i,  to  determine  what  value  could  be  attached  to  throat 
cultures  as  a  means  of  diagnosis.  Cultures  were  taken  of  the 
throats  of  all  the  inmates  of  the  Babies'  Hospital  including  the 
nurses  and  resident  physicians  who  came  in  contact  with  the 
children.  It  was  known  that  the  bacillus  of  influenza  only  grew 
in  media  containing  hemoglobin.  Much  of  the  success'  depended 
upon  the  manner  of  taking  the  culture.  The  bacilli  were 
difficult  to  obtain  unless  bronchial  secretions  were  present. 
The  child  was  made  to  cough  by  irritating  the  pharynx  with 
a  piece  of  cotton  on  an  artery  clamp.  There  were  312  cultures 
taken  from  198  persons.  Cultures  were  positive  in  eighty-five, 
suspected  in  forty-two,  nonsuspected  in  forty-three,  and  among 
these    were    fifteen    nurses.      Cultures    were    negative    in     112, 
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suspected  in  sixteen,  nonsuspected  in  ninety-seven,  and  among 
these  were  twenty-eight  nurses.  Among  no  positive  influenza, 
the  pneumococci  were  positive  in  fifty-three,  and  negative  in 
fifty-seven.  Among  202  negative  influenza,  the  pneumococci 
were  positive  in  fifty-six  and  negative  in  146. 

Among  forty-seven  routine  autopsies  the  following  was  noted : 
Marasmus  and  terminal  pneumonia,  eight  cases;  influenza 
bacilli  positive  in  two,  negative  in  six,  the  pneumococci  positive 
in  one,  negative  in  seven.  Acute  bronchopneumonia,  fourteen 
cases;  the  influenza  bacilli  positive  in  two,  negative  in  six; 
the  pneumococci  positive  in  one,  negative  in  seven.  Acute 
bronchitis,  two  cases;  the  influenza  bacilli  positive  in  two,  nega- 
tive in  none;  the  pneumococci  positive  in  one,  negative  in  one. 
In  tuberculosis  of  the  brain  and  lungs,  eight  had  meningitis. 
Pulmonary  tuberculosis,  ten  cases;  influenza  bacilli  positive 
in  three,  negative  in  seven;  pneumococci  positive  in  two,  negative 
in  eight.  Xon tuberculous  disease,  thirteen  cases;  influenza 
bacilli  positive  in  one,  negative  in  twelve;  pneumococci  positive 
in  four,  negative  in  nine.  Of  140  cases  suspected,  forty-three 
gave  positive  and  ninety-seven  negative.  Among  the  cases  that 
were  negative  at  the  first  culture,  eleven  were  positive  after- 
ward. Only  sixteen  healthy  individuals  showed  the  presence 
of  the  influenza  bacillus;  eight  of  these  showed  the  pneumococci, 
while  eight  did  not;  four  had  Klebs-Loeffler  bacilli.  Twenty- 
eight  healthy  persons  showed  neither  the  pneumococcus  nor 
the  influenza  bacilli.  When  an  otitis  media  was  present,  there 
was  great  danger  of  looking  upon  it  as  the  principal  disease. 
In  no  case  was  the  organism  recovered  from  the  heart's  blood. 
In  conclusion  he  said  that  a  great  deal  of  value  might  be  at- 
tached to  the  sputum  as  a  means  of  diagnosis,  and  much  depended 
upon  the  technic  employed  in  taking  the  cultures.  The 
influenza  bacillus  persisted  in  the  bronchia]  secretions.  The 
cultures  showed  the  association  of  the  influenza  bacillus  with  the 
pneumococcus  in  a  great  number  of  the  patients.  Influenza 
bacillus  was  a  large  factor  in  house  infections  and  was  hard  to 
deal  with. 

Dr.  Rotch  said  that  there  was  yet  much  to  be  learned  in 
regard  to  this  disease,  and  one  was  apt  to  make  a  di; 
before  he  should.  This  was  a  difficult  disease  to  deal  with. 
Dr.  Rotch  referred  to  the  work  that  was  being  carried  on  at  the 
Massachusetts  General  Hospital  in  Boston;  they  recognized 
that  there  was  a  clinical  influenza  and  the  work  there  seemed  to 
show  that  the  supposed  organism  of  influenza  was  not  the  cause 
of  the  disease;  thai  was,  it  was  not  the  cause  of  influenza  anj 
more  than  were  other  organisms.  They  found  that  25  per  cent, 
of  the  cases  of   commoi  1  1    cold    in   the  interepidemic 

periods,  without  the  clinical  symptoms  of  influenza,  showed 
the  influenza  bacillus  in  large  numbers.  Thej  concluded 
that  the  influenza  bacillus,  so-called,  must  be  excluded  as  a 
cause  of  clinical   influenza.     They   had   no   more   right    to   saj 
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that  this  organism  had  any  more  to  do  with  influenza,  from  an 
etiological  standpoint,  than  the  staphylococcus,  pneumococcus, 
or  other  pyogenic  cocci.  This  was  the  result  of  their  investiga- 
tions; whether  these  would  be  upheld  later  he  did  not  know. 

Dr.  John  Howlaxd,  New  York,  said  that  in  the  recent 
epidemic  of  influenza  in  Xew  York  it  was  very  difficult  to  find 
the  tvpical  so-called  Pfeiffer  bacillus.  There  was,  however, 
a  large  group  of  allied  organisms. 

Dr.  Koplik  referred  to  the  ambiguity  of  these  organisms. 
Several  vears  ago  he  took  cultures  from  the  throats  of  every 
child  in  his  service,  looking  for  the  diphtheria  bacillus;  among 
300  cases,  children  with  normal  throats,  thirty-five  had  to  be 
sent  out  because  of  the  presence  of  the  diphtheria  bacilli  in  the 
throat,  although  they  had  no  diphtheria.  This  brought  up  the 
question  of  the  ambiguity  of  the  microorganisms. 

Dr.  Abt  said  that  in  a  hospital  with  which  he  was  connected 
in  Chicago  now  and  then  there  would  appear  an  epidemic  of 
diphtheria  and  its  origin  could  not  be  traced.  One  of  the  dis- 
pensary doctors  took  a  culture  of  everybody's  throat  and  he 
found  that  one  nurse,  a  little  blonde,  had  a  great  number  of 
bacilli  in  her  throat  and  was  responsible  for  these  outbreaks  of 
diphtheria.  She  was  a  dangerous  person  to  have  around,  and 
so  was  sent  to  the  isolation  department.  Day  after  day  cultures 
were  made  and  she  reacted  positively.  Later  she  was  taken 
back  into  the  wards,  and,  another  outbreak  occurring,  she 
was  sent  away.     The  epidemics  then  ceased. 

Dr.  Hamill  said  that  for  two  years  in  an  institution  in 
Philadelphia  they  had  met  with  a  large  number  of  infants  who 
gave  charts  of  the  character  of  Dr.  Holt's,  and  they  had  tried  to 
determine  the  cause  of  the  peculiar  recurring  temperatures.  He 
had  been  having  cultures  made  from  the  nasal  secretions  and 
had  been  trying  to  persuade  himself  that  the  temperature 
depended  upon  some  infectious  organism. 

Dr.  Thomas  S.  Socthworth,  New  York,  said  that  there 
seemed  to  be  a  diversity  of  opinion  as  to  the  exact  organism 
responsible  for  this  condition,  but  it  was  certainly  a  fact  that 
there  existed  a  clinical  entitv  which  by  exclusion  they  were  in 
the  habit  of  calling  influenza.  During  the  months  of  January, 
February,  and  March  they  had  had  a  series  of  ward  epidemics 
of  what  they  called  influenza;  the  peculiar  temperatures  that 
were  recorded  during  that  time  were  apparently  due  to  the 
ward  epidemics  going  from  child  to  child  ;  they  were  accompanied, 
too,  by  a  large  number  of  ear  cases  which  was  also  confirmatory 
of  the  diagnoses  made.  A  great  many  of  these  temperatures 
were  very  striking  in  the  way  in  which  they  fell  after  paracentesis 
was  performed.  This  led  him  to  believe  that  a  good  many  oi 
these  cases  of  rises  in  the  temperature  dining  the  prolonged 
attacks  of  influenza  were  due  to  the  otitic  involvement.  There 
was  no  doubt  regarding  the  infectiousness  of  the  cases.  Influenza 
should  be  considered  as  much  an  infectious  disease  as  many  of 
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the  minor  exanthemata  and  the  cases  isolated.  This  fact 
must  be  recognized  in  the  future  if  they  are  to  save  these  babies 
from  serious  complications. 

Dr.  Miller  believed  that  the  presence  of  the  diphtheria 
bacilli  in  the  throat  of  a  person  was  at  all  times  a  menace.  One 
of  the  resident  physicians  at  the  hospital  carried  these  bacilli 
in  his  throat  for  six  or  eight  weeks,  and  at  last  he  got  diphtheria. 
If  the  presence  of  these  bacilli  in  his  throat  was  a  menace  to  him- 
self, they  must  be  a  menace  to  others. 

Dr.  La  Fetra  said  that  during  the  past  two  years  he  had  to  stay 
the  hands  of  the  aural  surgeon  from  doing  sinus  and  thrombosis 
operations,  as  well  as  operations  upon  the  mastoid.  They  were 
too  hasty  in  wanting  to  operate. 

Dr.  Henry  L.  K.  Shaw,  Albany,  referred  to  an  epidemic  of 
influenza  that  occurred  at  St.  Margaret's  home  four  years  ago; 
two  babies  died  and  the  report  came  in  that  the  deaths  were  due 
to  influenza.  The  thought  occurred  to  him  to  obtain  cultures  and 
try  to  demonstrate  the  bacillus.  The  pathologist  told  him  that 
they  could  not  be  obtained  from  the  nasal  secretion,  but  that  they 
should  try  to  get  them  from  the  blood.  The  question  then  arose, 
How  could  they  get  them  from  the  blood?  He  finally  found  an 
expedient.  When  the  baby  cried,  the  temporal  vein  became 
very  prominent ;  then  a  needle  was  inserted  and  the  blood  obtained . 
They  found  that  many  of  the  cases  called  influenza  were  not 
influenza  at  all.     He  reported  a  case  of  influenza  meningitis. 

Dr.  Churchill  reported  a  case  of  influenza  meningitis  occur- 
ring in  twins  four  or  five  days  old.  They  were  suddenly  taken 
sick,  but  with  no  signs  of  a  typical  meningitis.  There  was 
nothing  to  account  for  the  condition  of  affairs,  but  twenty-four 
hours  before  death  there  appeared  the  characteristic  symptoms 
of  meningitis.  At  autopsy  a  very  virulent  meningitis  was 
found.  The  cultures  showed  a  perfect  growth  of  the  influenza 
bacillus. 

Dr.  Koplik  reported  six  cases  of  influenza  meningitis  seen 
within  the  last  few  years. 

Dr.  Kerley  had  seen  many  operations  done  which  he  did  not 
consider  justifiable,  and  he  took  the  attitude  that  an  aurist 
must  have  definite  symptoms  of  his  own,  and  not  consider  the 
fever  in  these  cases  at  all. 

PNEUMOCOCCIC    INFEC  I  I'    \ 

Dr.  Walter  Lester  Carr,  New  York,  said  that  the  pneu- 
mococcus  might  be  recovered  from  the  blood  in  croupous  pneu- 
monia and  similar  affections,  and  that  much  of  the  grip  and  grip- 
pal affections  were  in  lad  due  to  the  pneumococcus.  lie  gave 
a  review  of  the  literature  in  which  pneumococeic  infection  oc- 
curred in  various  organs  and  tissues  of  the  body.  He  reported  one 
case,  a  child  of  eighteen  months,  with  pneumonia  which  was 
followed  by  a  very  marked  invasion  of  the  conjunctiva;  then' 
was  a  very  mat  kid  pneumococeic  infection  and  recc\  ei  y  followed 
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without  any  trouble.     But  the  child  at  last  succumbed  because 
of  an  attack  of  meningitis  six  months  after  the  pneumonia. 

REPORT  OF   A   CASE   OF   LONG-STANDING   EMPYEMA,    WITH    A 

NOTE   ON   RACE   AS   A   PREDISPOSING    FACTOR   IN   THE 

OCCURRENCE    OF    EMPYEMA. 

Dr.  Alfred  Hand,  Jr.,  Philadelphia,  reported  the  case  of  a 
girl,  three  and  a  half  years  old,  who  weighed  eight  pounds  and 
fourteen  ounces.  From  the  history  given  it  seems  that  empyema 
had  existed  for  about  twenty  months.  A  study  of  the  statistics 
of  the  Children's  Hospital  of  Philadelphia  for  ten  years  showed 
that  the  number  of  cases  of  empyema  among  the  white  children 
was  about  10  per  cent,  of  the  pneumonias;  among  the  colored 
children  empyema  occurred  in  less  than  i  per  cent,  of  the  pneu- 
monias. There  were  three  cases  of  empyema  among  the  colored 
race,  but  none  of  them  showed  the  metapneumonic  form.  In 
the  case  reported,  resection  of  a  rib  was  made  under  cocaine,  and 
one-quarter  of  an  inch  of  thickened  pleura  penetrated.  About 
one  ounce  of  greenish  pus  was  evacuated.  The  child  succumbed 
one  month  later  during  the  heated  term.  It  was  interesting  to 
note  that  there  were  852  cases  of  pneumonia  among  the  white 
children,  and  ninety-nine  of  them  had  empyema,  more  than  11 
per  cent.  Whereas  among  205  pneumonia  cases  occurring  in 
colored  children,  only  two  had  empyema,  a  percentage  of  less 
than  1  per  cent. 

Dr.  Freeman  said  that  they  had  found  at  the  Foundling 
Hospital  that  resection  of  a  rib  in  these  cases  was  absolutelv 
unnecessary. 

Dr.  Adams  referred  to  the  difficulty  of  diagnosis  in  these  cases. 
In  the  Children's  Hospital  from  40  to  50  per  cent,  of  the 
casts  were  colored  and  yet  among  these  cases  he  could  not  recall 
a  typical  case  of  empyema  occurring. 

(To  br  continued) 
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TRANSACTIONS  OF  THE  NEW  YORK 
ACADEMY  OF  MEDICINE. 


Meeting  of  April  15,  1909. 

The  President,  John  A.  Wyeth,  M.  D.,  in  the  Chair. 

This  meeting  was  held  under  the   auspices  of  the  Section  on 
Pediatrics. 

The  Pathology  of  the  Status  Lymphaiicus  with  Lantern  Demon- 
stration.— Dr.  Alfred  Scott  Warthin,  University  of  Xlichigan, 
stated  that  an  enlarged  thymus  plays  an  important  part  as  an 
etiological  factor  in  cases  of  sudden  death,  and  that  back  of 
this  enlarged  thymus  is  an  interesting  pathological  picture 
which  means  something.  While  not  prepared  to  state  exactly 
what  this  meaning  is,  he  had  a  few  ideas  on  the  subject.  Deaths 
due  to  mechanical  obstruction  from  enlarged  thymus  presented 
rather  peculiar  symptoms.  Enlarged  thymus  with  sudden 
death  associated  with  enlarged  lymphatic  glands  was  observed  as 
early  as  the  seventeenth  century.  In  the  eighteenth  century 
the  part  played  by  the  thymus  was  recognized.  Dr.  Warthin  had 
been  fortunate  in  seeing  a  number  of  these  cases.  Until  recently 
the  minute  or  microscopical  anatomy  had  not  been  touched 
upon.  His  experience  had  covered  the  whole  group  uusally  seen 
in  this  disease.  There  was  sudden  death  during  anesthesia,  spon- 
taneous sudden  death,  sudden  death  after  examinations  or  after 
having  gone  into  the  water,  etc.  There  were  cases  associated 
with  marked  asthma,  with  marked  stridor;  also  cases  in  which 
diphtheria  antitoxin  had  been  administered.  During  the  past 
four  years  10  per  cent,  of  the  cases  dying  in  this  sudden  manner 
were  autopsy  cases  and  these  did  not  include  cases  of  Graves' 
disease  showing  enlarged  thymus.  There  was  acromegaly  in 
one  case  and  pernicious  anemia  in  another.  The  fact  that  the 
enlarged  thymus  was  a  feature  constantly  present  in  all  these 
cases  had  led  him  to  look  upon  this  thymus  as  an  important 
th  ng  to  consider.  Their  pathological  findings  led  him  to  look 
around  for  living  cases.  This  because  of  an  idea  he  had  that 
this  condition  was  not  so  very  uncommon  and  might  be  diagnosed 
during  life.  In  his  own  town  he  found  two  children  with  pecu 
liar  stridor,  and  he  could  state  positively  that  these  children  had 
enlarged  thymus;  the  percussion  area  was  large  and  definite 
and  the  *-ray  showed  the  shadow  of  the  enlarged  thymus. 
Some  cases  had  been  apparently  cured  under  simple  treatment. 
The  cases  were  treated  on  the  ground  that  there  existed  a  chronic 
affection;  the  symptoms  would  disappear  sometimes  to  return 
again.  In  all  cases  there  was  enlargement  of  the  thymus,  and  in 
the  majority   there  was  mure  or  less  enlargement  of  the  other 
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lymphatic  structures,  not  necessarily  all,  but  sometimes  one  set 
of  lymphatics  and  sometimes  another  set.  The  lymphatic  glands 
presented  a  rather  uniform  appearance  in  all  cases  examined 
microscopically;  the  spleen,  bone-marrow,  and  other  tissues  also 
presented  a  fairly  uniform  picture.  The  one  absolute  feature 
present  in  all  cases  was  a  hyperplasia  of  the  thymus.  The 
lymph  nodes  in  two  cases  seen  shortly  after  birth  showed  a 
different  picture.  Many  lantern  slides  were  used  to  illustrate 
Dr.   Warthin's  remarks. 

Dr.  L.  Emmett  Holt,  in  discussing  the  clinical  features  of 
status  lymphaticus,  said  that  he  was  not  quite  in  accord  with  what 
Dr.  Warthin  had  said  regarding  the  clinical  features  of  this 
condition.  His  experience  with  status  lymphaticus  had  been 
mostly  with  infants  of  from  four  to  eighteen  months  of  age.  In 
these  children  the  clinical  manifestations  were  quite  different 
from  those  that  Dr.  Warthin  described.  In  order  to  illustrate, 
Dr.  Holt  related  the  case  of  an  infant  three  months  of  age,  weigh- 
ing six  pounds  that  had  been  very  difficult  to  feed  and  had  been 
under  his  observation  for  a  month.  During  this  time  the  infant 
seemed  to  be  perfectly  well  except  for  symptoms  referable  to 
the  digestive  tract.  The  digestion  improved  and  the  child 
gained  two  pounds  in  weight,  when  one  night  about  10  o'clock 
the  child  vomited  and  seemed  quite  ill.  At  3  o'clock  the  next 
morning  the  child  was  in  collapse.  The  temperature  was  1030 
and  respiration  100  per  minute.  There  was  intense  prostration, 
moderate  dyspnea,  but  no  stridor.  The  child  did  not  rally  from 
this  condition  and  died  thirteen  hours  after  the  first  symptoms. 
The  autopsy  showed  acute  congestion  of  the  lungs  with  beginning 
bronchopneumonia,  the  general  lesions  of  the  status  lymphaticus, 
together  with  an  enormous  thymus  resembling  the  one  Dr. 
Warthin  had  shown  in  the  picture.  Dr.  Holt  said  that  most  of 
his  cases  were  of  this  type.  They  were  children  slightly  rachitic, 
who  had  been  regarded  as  previously  healthy  and  who  even 
when  under  observation  for  some  time  had  shown  no  symptoms 
referable  to  the  thymus.  From  apparently  slight  cause  they 
suddenly  developed  most  severe  symptoms,  and  death  usually 
followed  in  from  twelve  to  twenty-four  hours.  The  associated 
condit  on  which  most  frequently  had  seemed  to  act  as  a  cause 
which  precipitated  the  acute  attack  was  bronchitis,  broncho- 
pneumonia and  in  several  cases  the  beginning  of  some  acute 
infectious  disease.  Four  symptoms  were  usually  present  in  such 
cases  in  the  terminal  stages  of  the  disease;  intense  prostration, 
dyspnea  and  cyanosis,  convuls  ons,  and  fever,  which  was  often 
very  high.  The  dyspnea  was  seldom  of  the  obstructive  type 
In  one  case  which  was  under  observation  for  thirty-six  hours, 
intubation  was  tried,  but  gave  no  relief.  Although  he  felt  satis- 
fied that  he  was  dealing  with  an  enlarged  thymus,  he  had  found 
it  impossible  to  map  out  the  thymus  by  percussion.  He  had 
tried  this  in  other  cases  in  which  he  felt  certain  that  the  thymus 
was  enlarged,  but  failed;  yet  at  autopsy  an  enlarged   thymus 
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was  found  to  be  present.  He  therefore  believed  that  mapping 
out  an  enlarged  thymus  in  infants  was  an  uncertain  procedure. 
It  could  not  be  relied  upon.  Children  suffering  from  status  lym- 
phaticus  had  very  feeble  resistance  and  showed  great  suscepti- 
bility to  many  adverse  conditions.  The  slightest  thing,  like  the 
prick  of  a  needle,  anesthesia,  acute  indigestion,  the  beginning  of 
some  acute  illness,  seemed  sufficient  to  disturb  the  delicate 
balance  and  precipitate  the  fatal  attack.  He  was  of  the  opinion 
that  the  great  prostration,  the  extreme  restlessness,  cyanosis,  con- 
vulsions, etc.,  point  to  a  toxic  condition  rather  than  to  mechanical 
obstruction.  It  was  often  hard  to  reconcile  the  clinical  picture 
with  the  pathological  findings.  He  could  not  accept  the  obstruc- 
tive theory  as  being  applicable  to  all  cases  of  status  lymphaticus, 
especially  in  young  infants.  It  was  not  an  extremely  tincommon 
condition,  one  or  two  examples  occurring  in  the  course  of  a  year  in 
1 20  autopsies.  The  condition  was  often,  though  not  always 
associated  with  rachitis.  The  enlargement  of  external  glands 
noted  in  older  children  he  had  not  found  to  be  common  in  infants. 

Dr.  Joseph  A.  Blake  discussed  the  surgical  aspects  of 
status  lymphaticus.  He  said  that  hitherto  he  had  held  a  view 
quite  different  from  that  taken  by  Dr.  Warthin.  Some  six  or 
seven  years  ago  he  had  been  unfortunate  in  meeting  with  eight 
cases  of  sudden  death  within  one  year  in  Roosevelt  Hospital. 
These  were  attributed  to  status  lymphaticus.  These  cases 
had  occurred  suddenly  either  during  or  shortly  after  the  admin- 
istration of  an  anesthetic.  All  the  patients  died  without  symp- 
toms of  obstruction  to  respiration.  They  seemed  to  go  into 
collapse  and  to  die  from  heart  failure. 

In  one  case  death  occurred  twenty  four  hours  after  the  anes- 
thetic was  administered,  the  patient  dying  in  coma.  In  this 
case  death  might  possibly  have  been  due  to  necrosis  of  the  liver, 
resulting  from  the  anesthetic,  although  at  autopsy  the  signs  of 
status  lymphaticus  were  present.  One  patient  died  at  the  end 
of  an  operation  for  Graves'  disease  while  the  bandage  was  being 
applied.  This  patient  had  gone  through  the  operation  well, 
but  the  heart  failed,  respiration  ceased,  and  death  occurred  within 
a  few  minutes.  This  patient  was  an  adult  and  at  autopsy 
the  thymus  weighed  13,5  grains.  Although  there  was  a  very 
large  thyroid  as  well  as  thymus,  there  was  no  interference 
with  respiration.  There  were  mentioned  in  literature  several 
cases  of  so-called  thymic  asthma  with  obstructive  symptoms 
which  seemed  to  have  been  cured  by  an  operation  which  might 
be  termed  thymopexy.  The  thymus  was  not  removed,  but 
stitched  to  the  manubrium  so  as  to  relieve  tracheal  compression. 
It  was  shown  a  few  years  ago  that  in  intubating  these  patients 
to  relieve  pressure  the  tubes  would  not  pass  the  thymus  unless 
they  wen-  extremely  long.  The  question  of  interest  to  the  sur- 
geon in  cases  of  status  lymphaticus  was  the  choice  of  an  anes- 
thetic and  also  whether  operation  should  be  performed  at  all  in 
these   cases.     When   onlv    a    minoi    operation    was   called   for, 
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such  as  the  removal  of  adenoids  or  tonsils,  one  should  hesitate. 
The  diagnosis  of  status  lymphaticus  was  so  uncertain  that  it 
was  almost  impossible  to  refuse  to  operate  in  cases  that  de- 
manded it.  Most  of  the  cases  reported  had  died  under  the 
administration  of  chloroform.  Three  of  the  four  deaths  that 
occurred  under  his  observation  were  under  ether  narcosis.  He 
preferred,  however,  to  give  ether  and  not  chloroform,  as  in  his 
experience  death  had  resulted  from  cardiac  failure.  It  might 
be  said  that  some  of  the  deaths  attributed  to  the  status  lymphat- 
icus during  the  administration  of  chloroform  might  be  due  to  the 
effects  of  the  chloroform  upon  the  liver. 

Dr.  A.  Jacobi  believed  that  cases  of  sudden  death  during 
status  lymphaticus  were  not  always  due  to  that  condition  alone. 
One  case  described  showed  at  autopsy  an  extensive  broncho- 
pneumonia; the  respirations  in  this  case  had  numbered  ioo 
per  minute,  with  marked  increase  in  temperature,  vomiting,  etc. 
One  should  remember  that  not  only  were  the  blood-vessels  of  the 
lungs  enlarged,  but  those  in  the  neighborhood  as  well.  In 
regard  to  the  surgical  aspect  of  these  cases  Dr.  Jacobi  recalled 
an  operation  performed  by  Rehn  at  Frankfort-on-the-Main  in 
1893  or  1894  in  which  the  thymus  was  not  removed,  but  was 
stitched  to  the  anterior  wall.  There  were  a  number  of  such 
cases  now  on  record.  Within  the  past  two  months  he  was  sure 
he  had  seen  the  report  of  a  case  in  which  a  favorable  result 
had  been  obtained  by  the  removal  of  the  entire  organ.  One 
point  should  not  be  lost  sight  of,  that  was  that  the  space  between 
the  sternum  and  the  vertebral  column  was  a  narrow  one,  only 
2.2  cm.,  and  slight  changes  in  the  size  of  the  blood-vessels  were 
likely  to  give  rise  to  an  obstruction  of  respiration,  and  to  such 
an  extent  that  even  death  might  occur.  In  such  cases  occurring 
in  children  if  the  head  was  bent  forcibly  backward  or  if  the  babies 
were  lying  in  an  uncomfortable  position,  the  difficulty  in  respira- 
tion was  removed  by  bending  the  head  forward.  The  diagnosis 
of  enlargement  of  the  thymus  was  not  so  difficult  as  it  appeared 
to  some;  one  who  saw  these  cases  often  enough  might  easily 
make  a  diagnosis  in  the  majority  of  them.  One  could  not 
detect  the  thymus  gland  while  the  baby  was  lving  on  its  back. 
but  it  the  baby  was  turned  over  and  raised  gently  the  thymus 
would  be  found.  Dullness  behind  the  manubrium  was  quite 
characteristic  of  enlarged  thymus.  Dr.  Jacobi  related  his 
lust  (-as,-  ,,i  tliis  nature;  when  he  arrived  at  "the  house  the  baby 
had  just  died,  lie  tried  to  detect  the  thymus  with  the  baby 
lying  on  its  bark,  but  could  not.  When  "he  turned  the  baby 
over  he  could  readily  detect  this  organ.  When  the  child  was 
again  put  on  its  back  he  could  not  find  the  thymus,  but  upon 
turning  it  again  it  was  readily  detected.  The  status  lymphaticus 
might  be  the  cause  of  difficulty  in  respiration,  occasional  con- 
vulsions, and  sudden  death  partly  from  an  hypertrophy  and 
partly  from  congestion  of  the  thymus.  Laryngismus  sii'i. lulus 
had  seldom  anything   to  do   with   enlarged    thymus;   many  of 
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these  cases  were  due  to  cranial  rickets.  A  considerable  amount 
of  cranial  and  meningeal  injection  as  well  as  edema  of  the  brain 
was  present  in  these  cases.  In  some  cases  there  was  a  beginning 
hydrocephalus.  If  the  rickets  was  successfully  treated  the 
patients  got  well,  but  that  took  time.  The  prognosis  depended 
upon  the  possibility  of  relieving  the  cerebral  changes  connected 
with  rickets;  until  that  was  accomplished  one  could  not  be  sure 
that  the  baby  would  not  die  suddenly.  Five  or  six  weeks  were 
required  to  get  the  baby  in  nonrachitic  condition.  The  laryngis- 
mus in  most  cases  did  not  result  from  the  enlarged  thymus, 
but  was  the  result  of  the  edema  of  the  brain,  which  was  connected 
with  rachitic  tabes.  There  were  certain  complications  in  most 
of  the  cases;  most  were  adipose,  heavy,  rotund,  and^  backward 
in  muscular  development.  In  all  these  cases  it  was  necessary 
to  improve  the  general  condition.  The  child  should  be  carefully 
watched  and  the  head  kept  well  forward. 

Dr.  John  A.  Wyeth,  in  discussing  the  paper,  referred  to  an 
article  by  Dr.  W.  Humes  Roberts,  of  California,  published  in  the 
Laryngoscope  for  1908;  this  paper  reported  a  series  of  seven 
cases  of  death  occurring  in  children  who  were  operated  upon  for 
adenoids,  and  in  which,  postmortem,  the  status  lymphaticus  was 
demonstrated.  In  these  cases  death  occurred  under  the  anes- 
thetic or  immediately  after  the  operation,  and  the  thymus  was 
found  enlarged  in  every  instance.  A  series  of  thirty  cases  was 
also  reviewed  of  status  lymphaticus  which  ended  fatally  during 
narcosis.  Chloroform  was  the  fatal  agent  in  seventeen  cases; 
ether  in  six;  chloroform  and  ether  mixed  in  five,  and  nitrous 
oxide  gas  in  two.  Dr.  Wyeth  said  that  his  personal  experience 
was  confined  to  a  single  case,  a  boy  of  eleven  years,  who  came  to 
the  clinic  two  hours  after  having  eaten  a  hearty  meal.  The 
child  had  received  an  injury  to  the  ring-finger  from  which  had 
resu'ted  infection,  lymphangitis,  and  a  metastatic  abscess  in  the 
epitrochlear  region  at  the  elbow.  The  boy  had  a  temperature 
of  1010,  but  complained  of  no  pain.  There  was  no  appreciable 
lymphatic  enlargement  in  the  neck  or  eleswhere,  and  nothing  in 
the  action  of  the  heart  to  suggest  status  lymphaticus.  Chloroform 
was  given  as  least  apt  to  produce  nausea  so  soon  alter  a  meal. 
A  single  incision  was  made  and  the  abscess  cavity  mopped  out 
with  gauze  and  the  anesthetic  discontinued.  With  its  discon- 
tinuance the  child  gave  a  gasp,  the  pulse  ceased  at  the  wrist, 
and  all  efforts  at  resuscitation  which  were  kept  up  for  half  an 
hour  failed.  The  child  had  died  instantly  from  heart  paralysis. 
At  an  autopsy  made  by  the  coroner  do  mention  of  an  enlarged 
thymus  was  made,  but  the  glands  of  the  mesentery  were  enlarged 
and  soft.  The  physician  who  performed  the  autop  y  pic 
nounced  the  cause  of  death  due  to  chloroform,  the  patient  suffer- 
ing from  status  lymphaticus. 

Dr.  John  Rowland  said  that  there  was  not  much  for  dis- 
cussion upon  so  unsettled  a  subject  as  status  lymphaticus. 
There  was  the  greatest    difference  of  opinion  in   regard   to   the 


NEW    YORK   ACADEMY    OF    MEDICIXE.  353 

cause  of  death  and  the  evidence  of  compression.  As  Dr.  Warthin 
had  stated  there  was  a  division  into  two  camps,  those  who 
beheved  that  pressure  caused  death  and  those  who  d?d  not 
bel.eye  this  It  was  undoubtedly  true  that  evidences  o  com 
pression  had  been  found  at  autopsy,  but  such  observations Td 
been  extremely  rare;  the  great  majority  of  pathologist  had 
tailed I  tc .observe it.  Friedleben,  Paltauf,  and  Richte exp resslv 
stated  that  they  had  never  seen  it.     Paltauf  dissected  the  Ka 

■mZ2°™  aUd  W*  bef°re  °penin«  the  thorax  as  Dr. SE 
insisted  upon,  and  always  with  negative  results 

l.n^H  ■,snir'VRDHSf  ihiS  meth°d  f°r  man>'  >"ears  at  the  Found- 
ing Hospital  and  had  never  seen  compression,  and  during  the 
last  seven  years  at  the  same  institution,   Dr.  Howland  saS Fthat 
his  experience  had  been  similar.     It  seemed  to  be  the  consensus 
of  opinion   that   there  was  almost  always  lack  o    evidence  of 
compression  at  autopsy.     Some  claimed  that  the  congestion  or 
edema   responsible   lor    the    pressure   disappeared    after   death 
This   contention   made   clinical   proof  in   opposition   necessary 
In  the  great  majority  of  instances  the  victims  of  status  Ivmphat' 
cus  died  suddenly      Theoretically  it  was  impossible  to  concehe 
that  a  congested  thymus  could  exert  sufficient  pressure  to  cause 
death  in  an  individual  who  up  to  the  very  time  of  hTs  decease 
showed  no  signs  of  dyspnea.     The  testimony  of  those  who  had 
seen _chddren  die  suddenly  was  also  conclusive.     In  the  course 
of fit  teen  years  Pott  saw  four  children  die  of  status  lymph  dcus 
while  he  was  examining  them.     There  was  cyanosis   Snvufsive 
^vements,  and  gasping  respiration,  but  in  even    instance    he 
hear,  had  stopped  beating  when  he  examinedit,  and  attempts  at 
^Piration  wc,  continued  for  a  time.     Such  was  not  the  else 
!        aTfa'     Escherick  had  had  similar  experience      There 
«as  lack  of  great  and  persistent  cyanosis  in  childreTdvin?  S 
symptoms  that  had  lasted  for  several  hours.     The  edema 
one  would  expect  from  pressure  on  the  great  veins  was  alTolack 

'yspnea  and  not  like  thai  seen  with  actual  obstruction  and  there 
was  not  the  supraclavicular,  suprasternal,  and  epigSr^reFrac 
,W;v""l(l  result  if  air  "«  Prevented  from  Tutoring  3Te 
chest.  The  dyspnea  came  and  went  with  great  rapidity  and 
death  might  occur  without  any.  In  cases  that  had  been  operated 
upon  for  thymus  obstruction  with  recovery  dvspnea  had I  been 
constan  and  unremitting.  I,  had  lasted  for  weeks  in  SieSs 
and  Rein's  case.  It  had  lasted  three  months  in  iLhardt's 
case  and  in  von  Purrucker's  two  and  one-half  years  AlmOS 
all  oi  hose  who  have  observed  the  cluneal  course  of  such  cases 
deny  hat  the  symptoms  of  tracheal  obstruction  have  £5 
present  Therefore  it  seemed  to  him  thai  except  in  a  very  smaS 
percentage  of  cases  anatomical  and  clinical  evidence  o7d£rh 
from  pressure  was  want,,,-.  \\\.  were  stii,  wj,i,,,„t  "=  r  f  ? 
explanation  for  death  in  siatus  fvmpLtk u s  tH°Ut  a  Sat,sfactory 
Dr.  James  Ewing  said  that  while  in  Vienna,  in  1895,  he  had 
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seen  Kolico  demonstrate  several  cases  of  "constitutio  lymph- 
atiea"  at  autopsy.  In  these  cases  the  thymus  was  persistent  or 
enlarged,  the  faucial,  intestinal,  and  splenic  lymphoid  follicles  were 
hyperplastic,  the  aorta  was  usually  small,  there  were  often  signs 
of  rachitis,  and  in  the  older  subjects  there  was  a  peculiar  feminine 
type  of  physical  development.  These  features  were  very  striking 
and  the  condition  was  entirely  new  to  him,  not  having  been  de- 
scribed at  that  time  in  American  medical  literature.  Vet  within 
a  few  months  after  returning  from  Vienna  he  had  encountered 
two  fatal  cases,  one  a  young  girl  who  died  under  ether  narcosis, 
and  the  other  a  parturient  woman  who  died  unexpectedly  from 
a  trivial  hemorrhage.  Status  lyrnphaticus  had  now  become  a 
well-recognized  condition  of  great  clinical  significance  iivrela  tion  to 
sudden  death.  It  was  frequent  enough  to  be  kept  constantly 
in  mind,  being  found  in  from  i  to  3  per  cent,  of  autopsies. 
It  had  been  ound  by  Ohlmacher  in  many  cases  of  epilepsy. 
Hannseman  had  emphasized  its  importance  in  Graves'  disease, 
and  he  himself  had  observed  it  in  four  of  five  fatal  cases  of  that 
disease.  It  figured  in  most  fatalities  from  short  submersion  in 
water,  and  was  the  chief  underlying  condition  in  fatalities  under 
narcosis.  Wiser  had  recently  shown  that  it  was  present  in  most 
cases  of  fulminant  meningitis,  an  observation  which  was  verified 
b\  Norris  and  in  Germany,  so  that  it  must  stand  as  an  important 
predisposing  cause  of  fatal  meningitis.  Dr.  Warthin's  contri- 
bution seemed  important  as  furnishing  evidence  from  the  pro- 
liferation of  endothelial  cells  in  the  lymph  nodes  that  there  was 
a  toxic  element  in  the  condition,  and  his  observation  of  a  case  of 
advanced  atrophy  of  the  abdominal  lymph  nodes  was  distinctly 
new.  The  chief  point  of  debate  was  the  etiology  of  status  lyrn- 
phaticus. Many  had  thought  that  in  young  subjects  death  must 
result  from  sudden  compression  of  the  trachea  by  the  large  thy- 
mus, and  he  was  inclined  to  believe  that  in  such  subjects  this 
might  be  an  important  consideration.  The  compression  of  the 
trachea  or  vagus  could  not  figure  in  the  majority  of  the  rases. 
The  disease  was  not  one  of  young  children,  but  occurred  in  adults 
in  whom  there  could  be  no  question  of  death  b)  pressure.  An 
interestm-  point  of  view  was  that  "i  Bartel,  who  held  that  the 
condition  might  have  a  definite  relation  to  tuberculous  intoxica- 
tion. There  ionally  some  histological  resemblance  of 
the  hyperplastic  lymph  nodes  to  tuberculosis.  An  opinion 
largely  held  in  France  was  that  the  enlarged  thymus  yielded  an 
excess  of  internal  secretion,  with  hyperthymization  of  the 
system.  This  theory  was  open  to  experimental  studj  Sys 
tematic  investigation  from  these  theoretical  standpoints  was, 
therefore,  indicated.  Careful  clinical  analysis  of  the  eases  was 
also  discussed.  Status  lyrnphaticus  was  noi  always  fatal,  but 
must  influence  the  course  0  many  diseases.  Yet  one  saw  in 
clinical  literature  little  reference  to  the  part  played  b)  tin-  eon 
dition  in  the  so  called  idiosyncrasies  of  disi 

\u<    Charles   Norris  had  never  seen  a  single  example  of 
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sudden  death  from  status  lymphaticus,  either  in  young  orin  adults, 

from  compression  of  the  trachea.  His  experience  with  children 
had  been  somewhat  limited,  but  he  had  seen  many  cases  of  this 
condition  anion-  adults.  One  might  conceive  that  an  enlarged 
thymus  might  compress  the  trachea,  but  it  was  inconceivable 
that  the  thymus  could  increase  in  size  so  suddenly  through  hyper- 
emia, as  the  thymus  was  not  a  vascular  organ. '  Dr.  Norris  em- 
phasized the  point  that  a  clinical  diagnosis  of  status  lymph- 
aticus could  not  be  made  out,  but  that  a  diagnosis  could  be"  made 
quite  readily  at  autopsy.  He  did  not  believe  that  patients  died 
from  status  lymphaticus  alone,  but  that  as  thev  grew  up  they 
became  more  susceptible  to  infections  of  various" kinds  and  that 
this  might  account  for  the  sudden  deaths  attributed  to  status 
lymphaticus. 

Dr.  William  P.  Xorthrup  said  that  in  regard  to  the  narrow- 
ing of  the  trachea  without  causing  symptoms,  he  wished  to  re- 
mind the  audience  that  a  child  could"  breathe  through  the  small 
caliber  of  an  intubation  tube.  This  seemed  incredible  in  the  first 
days  of  intubation.  Dr.  Xorthrup  reported  the  case  of  a  child, 
eight  months  old,  whose  tonsils  and  tongue  were  so  swollen  and 
who  had  so  many  adenoids  with  congestion  that  breathing  was 
very  difficult;  the  child  could  scarcely  get  air  past  the  base  of  the 
tongue  and  swollen  tissues,  and  breathing  was  sod  fficult  that  the 
eh;  (1  could  not  sleep,  and  exhaustion  was  imminent.  Nasal 
intubation  was  thought  of.  The  smallest-sized  drainage-tubes 
were  passed  through  the  nostrils,  past  the  swollen  adenoids 
and  tonsils,  down  to  the  larynx:  The  child  slept  seven  hours 
that  night.  These  drainage-tubes  were  barelv  large  enough  to 
admit  the  smallest  probe.  The  point  that  Dr."  Xorthrup  wished 
to  make  was  in  regard  to  the  size  of  the  trachea.  An  extreme 
enlargement  of  the  thymus  must  be  present  to  cause  sudden 
death  from  compression  of   the   trachea. 

Dr.  S.  J.  Mi  ltzer  doubled  that  the  sudden  deaths  in  status 
ymphaticus  were  respiratory  deaths.  The  phenomena  of  acute 
asphyxia  were  so  characteristic  that  there  would  be  no  doubt  as 
to  the  nature  of  the  cause  of  that  death,  even  the  layman  present 
would  state  simply  that  the  child  suffocated.  The  descriptions 
all  indicate  that  we  deal  in  these  cases  with  sudden  cardiac  failure. 
However,  this  could  have  been  caused  by  the  sudden  increase  in 
the  size  of  the  thymus.  A  normal  heart  might  be  arrested  many 
times  without  any  serious  consequences, but  it  was  different  with 
hearts  that  had  lost  their  stability  from  one  cause  or  another. 
Iir.  Meltzer  said  that  he  knew  from  experimental  experience  that 
under  certain  conditions  a  single  slight  stimulus  applied  directly 
lo  the  vagus  would  cause  sudden  and  fatal  stoppage  of  the  heart". 
It  could,  therefore,  be  assumed  that  in  the  eases  in  which  the 
stability  of  the  heart  was  undermined  either  by  chronic  respira- 
tory insufficiency,  as  in  the  cases  mentioned  by  Dr.  Howland,  or 
by  diphtheria  or  any  other  infection  or  intoxication,  a  sudden 
enlargement  of  the  thymus  might  occasional!)  be  capable  of  ex- 
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erting  a  pressure  upon  both  vagi  within  the  thoracic  aperture 
sufficiently  strong  to  bring  a  heart  to  a  fatal  standstill.  From 
this  point  of  view  one  could  accept  Dr.  Warthin's  theory  that  in 
cases  of  status  ymphaticus  a  considerable  amount  of  lymphoid 
material  was  being  absorbed  by  the  system.  These  substances 
perhaps  assisted  in  robbing  the  heart  of  its  "factors  of  safety." 
Dr.  Meltzer  was  interested  in  Dr.  Warthin's  view  that  the  en- 
largement of  the  thymus  was  a  compensatory  process. 

Dr.  Charles  G.  Kerley  related  three  cases  of  sudden  death 
which  occurred  in  status  lymphaticus  in  which  there  were  no 
evidences  of  tracheal  obstruction.  In  one  of  these  cases  the  child 
had  convulsions  and  lived  only  a  few  minutes  after  he  had  seen 
it.  At  postmortem  a  very  large  thymus  was  found.  «i  The  second 
case  had  convulsions  and  died  suddenly,  but  without  any  evi- 
dences whatever  of  tracheal  obstruction.  In  the  third  case  the 
the  conditions  were  similar  to  those  in  Dr.  Holt's  case,  all  in- 
hibitory control  seemed  abolished  and  the  child  died  of  exhaustion 
due  to  tremendous  efforts  at  breathing.  In  this  case  there  were 
no  evidences  of  obstruction,  but  at  autopsy  an  enlarged  thymus 
was  found. 

Dr.  Warthin,  in  closing  the  discussion,  said  that  he  did  not 
know  exactly  what  status  lymphaticus  meant,  aside  from  sudden 
death,  that  did  not  seem  to  be  associated  with  other  things. 
It  seemed  that  they  were  in  danger  of  classing  all  sudden  deaths 
as  due  to  status  lymphaticus.  They  should  be  very  careful  as  to 
what  they  called  lymphatic  struma.  In  his  opinion  it  meant 
an  enlarged  thymus.  Where  there  were  evidences  of  enlarged 
thymus,  vomiting,  and  other  symptoms,  the  enlarged  thymus 
might  be  the  cause  of  death.  In  literature,  especially  in  France 
and  Germany,  there  seemed  to  be  an  increasing  amount  of  evi- 
dence favoring  the  obstruction  theory,  pressure  being  upon  the 
vagus  nerve,  the  recurrent  laryngeal,  or  the  trachea.  Pressure 
on  nerves  might,  of  course,  play  a  part  in  the  causation  of 
sudden  death.  Intoxications  might  occur,  but  they  were  not  the 
cause  of  death  in  these  cases.  The  enlarged  thymus  might  be 
the  result  of  intoxication  and  this  enlarged  thymus  might  be  the 
cause  of  death. 
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Surgical  Diseases  of  Children.  A  Modern  Treatise  on 
Pediatric  Surgery.  By  Samuel  W.  Kelley,  M.  D.,  Professor 
of  Diseases  of  Children,  Cleveland  College  of  Physicians  and 
Surgeons;  Surgeon-in-Chief,  Holy  Cross  Home  for  Crippled 
Children;  Pediatrist,  St.  Luke's  Hospital  and  City  Hospital; 
Pediatrist  and  Orthopedist,  St.  Clair  Hospital,  etc.,  Cleveland, 
O.  Octavo,  768  pages;  over  300  illustrations.  Cloth,  $5.00 net. 
E.  B.  Treat  &  Co.,  Publishers,  New  York. 

A  modern  treatise  on  pediatric  surgery  has  been  lacking 
among  the  various  publications  which  the  the  expanding  interest 
in  all  matters  pertaining  to  children  has  recently  brought  for- 
ward. It  is  eminently  proper  that  such  a  volume  should  be 
written  by  one  who  knows  the  child  thoroughly,  medically  as 
well  as  surgically,  and  it  is  a  matter  of  congratulation  that  an 
all-round  pediatric  man,  such  as  Dr.  Kelley  is,  has  undertaken 
this  work.  One  cannot  doubt  his  broad  qualifications  after 
reading  the  opening  chapter  upon  "  Examination  and  Case- 
taking"  which  should  be  familiar  to  all  who  essay  to  deal  with 
children,  while  the  succeeding  subsections  upon  preparation  for 
operation,  anesthetics,  shock,  hemorrhage,  etc.,  show  that  they 
are  written  with  a  full  knowledge  of  the  child's  peculiarities  and 
needs. 

To  note  the  chapters  upon  the  surgical  diseases  of  the  head, 
the  brain,  the  spine,  the  air  passages,  thorax,  abdomen,  and 
abdominal  and  genitourinary  organs,  rectum  and  anus,  together 
with  special  chapters  on  hernia,  club-foot,  hair-lip  and  cleft 
palate,  burns,  and  scalds,  gives  only  a  partial  idea  of  its  com- 
prehensiveness. 

The  value  and  interest  either  for  diagnosis  or  treatment 
of  a  volume  which  discusses  othopedic  questions  solely  as  they 
affect  the  child  and  treats  separately  of  fractures  and  dislocations 
in  the  various  usual  and  unusual  places  from  the  same  stand- 
point is  at  once  apparent.  There  are  few  who  have  to  do  with 
children  who  have  not  desired  some  such  compact  groupings  as 
are  included  in  the  chapters  upon  muscles,  tendons,  fasciae, 
bursas,  and  cellular  tissues,  or  in  that  upon  surgical  diseases  of  the 
lymphatics.  This  regional  arrangement  while  bringing  together 
many  subjects  not  otherwise  related,  favors  the  inclusion  of 
matters  which  would  escape  classification.  No  single  volume 
can  contain  all  the  wisdom  in  such  an  extensive  held,  but  Dr. 
Kelley  has  gone  far  toward  bringing  it  together  from  scattered 
sources,  in  well  arranged  and  available  form,  and  as  such  his 
work  will  be  widely  appreciated  by  those  who  have  long  awaited 
a  modern  text-book  upon  this  subject.  Until  someone  demon- 
strates that  he  can  do  it  better,  Dr.  Kelley's  taertise  will  retain 
its  unique  position  among  the  text-books.  t.  s.  s. 
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DISEASES  OF  CHILDREN. 

Scoliosis  Following  Infantile  Paralysis. — (M.  P.  Desfosses 
(Presse  Med.,  March  13,  1909)  says  that  we  no  longer  hold  the 
opinion  that  scoliosis  is  of  osseous  origin.  The  lesion  is  a  weak- 
ness of  the  muscles  of  the  back,  with  a  consecutive  atrophy  of 
the  vertebra;.  One  of  the  causes  is  infantile  paralysis.  The 
musculature  of  the  back  is  very  complex  and  its  functions  are  not 
well  understood  on  account  of  the  difficulty  of  sttidying  the 
various  groups  separately.  There  is  a  functional  independence 
of  the  dorsal  and  lumbar  regions.  Infantile  paralysis  affecting 
the  thorax  produces  a  deformity  with  the  convexity  directed 
toward  the  healthy  side;  when  it  affects  the  sacrolumbar  region 
the  convexity  is  directed  toward  the  paralyzed  side.  A  scoliosis 
with  double  curvature  will  result  from  a  lesion  involving 
both  the  dorsal  and  lumbar  regions. 

Treatment  of  Hydrocephalus  by  Drainage  into  Vein  of  Neck. — 
R.  D.  McClure  (Johns  Hopk.  Hosp.  Bull.,  April,  1909)  describes 
an  operation,  performed  upon  six  dogs,  for  the  formation  of  an 
anastomosis  between  the  subdural  space  and  the  external  jugu- 
lar vein.  This  is  made  by  means  of  a  transplanted  vein,  one 
end  of  which  is  passed  through  the  dura  and  there  sutured,  the 
other  entering  the  proximal  stump  of  the  divided  external  jugular 
at  such  a  point  that  valves  in  the  latter  or  in  the  transplanted 
vein  prevent  the  reflux  of  blood  into  the  subdural  space.  In 
three  casus  the  transplanted  vein  was  found  patent  several  weeks 
or  months  later,  although  no  fluid  was  present,  as  would  have  been 
the  case  with  hydrocephalus,  to  keep  it  so.  The  one  baby  on 
whom  the  operation  was  performed  had  a  sudden  rise  1  I  leni 
perature  and  died  soon  aftei 

Removal  of  Tonsils. — G.  E.  Waugh  {Surg.,  Gyn.,  Obst.,  April, 
1909)  emphasizes  the  fad  that  it  is  the  character,  not  the  size  of 
a  tonsil  that  is  important,  and  thai  even  a  small  imbedded  septic 
tonsil  is  a  source  of  danger.  I  le  regards  the  guillotine  operation 
as  incomplete  and  advises  shelling  out  the  entire  tonsil,  under 
complete  anesthesia,  through  an  incision  in  the  anterior  pillar 
just  external   to  its  line  of   junction   with   the   tonsil. 

Noma. — L.  R.  G.  Crandon,  E.  II.  Place,  and  \V.  G.  Brown 
(Bosl.  Med.  Surg.  Jour.,  Apr.  15,  1909)  state  thai  noma  is  not 
proved  to  be  a  contagious  disease,  and  need  nol  be  isolated. 
Any  1111  eared  for  mouth ,  particularly  in  a  sick  child,  and  especially 
aftei  measles,  m,i\  contain  B.  fusiformis  and  spirochete  gracilis. 
In  such  a  mouth  these  organisms  may  he  found  without  ulcera- 
tion or  in  the  lesions  which  have  been  described  as  stomatitis 
gangrenosa,  Vincent's  angina  and  noma.  The  lesions,  in  other 
words,  may  lie  only  round  the  loots  of  teeth,  on  tonsds  and  pillars, 
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on  inner  sides  of  cheek,  in  nasal  fossae,  on  the  external  ear,  and 
about  the  genitals.  Any  of  these  conditions,  including  the  ex- 
tensive gangrene  and  sloughing  of  so-called  noma,  may  be  differ- 
ent stages  of  the  same  disease,  which  may  be,  therefore,  consid- 
ered as  not  necessarily  a  specific  disease,  but  the  successful  ingress 
oi  mouth  bacteria  into  tissues  rendered  nonresistant  by  uncfean- 
hness  and  preceding  disease.  The  writers  record  seven  cases  of 
noma  with  two  recoveries.  Smears  from  all  showed  the  fusiform 
bacillus  and  spirochete  gracilis.  The  fact  that  the  former  is 
anaerobic  suggests  that  hydrogen  peroxide  might  be  of  thera- 
peutic value,  and  it  proved  so  in  the  reported  cases.  Cleansing 
oi  the  mouth  must  be  continud  even  after  noma  develops,  as 
the  cause  of  death  in  all  the  cases  was  inhalation  pneumonia. 
After  necrosis  takes  place,  the  actual  cautery  alone  or  after  ex- 
cision of  the  gangrenous  area  is  called  for.  the  patients  should 
be  kept  out  of  doors,  chieflv  to  diminish  the  chance  of  pneumonia 

Acute  Suppurative  Ethmoiditis."— F.  Krauss  {Med.  Rec, 
April  24,  1909)  records  two  cases  of  acute  suppurative  or  phleg- 
monous ethmoiditis  in  children  resulting  in  death.  He  says 
that  this  affection  causing  orbital  and  cerebral  symptoms  is 
not  as  rare  as  has  been  thought.  It  is  often  rapidly  fatal 
especially  in  the  young.  In  the  symptomatology  of  acute 
suppuration  or  phlegmonous  ethmoiditis  there  is  usually  a 
of  a  cold  in  the  head  and  more  or  less  intense  neuralgia 
for  several  days.  This  is  marked  by  swelling  of  an  erysipelatous 
type  along  the  nose  to  its  root  and  above  it  on  the  forehead. 
The  intense  edema  of  the  lids  of  the  affected  side,  together  with 
great  tenderness  and  edema  of  the  whole  inner  wall  of  the  orbit, 
is  very  suggestive.  Indications  for  operation  in  acute  ethmoi- 
ditis are  sudden  increase  in  temperature,  delirium  at  night, 
tumor  formation  in  the  inner  wall  of  the  orbit,  the  slightest 
exophthalmos.  Operation  should  not  be  delayed  too°long. 
As  m  appendicitis,  early  operation  is  a  harmless  procedure, 
late  operation  generally  useless.  When  there  is  bilateral  ex- 
Imos,  operation  is  usually  useless,  as  the  disease  has 
probably  extended  through  the  cavernous  and  circular  sinuses, 
causing  a  general  toxemia  and  pyemia,  or  fatal  brain  lesion. 

Adenoids,    Nocturnal    Incontinence,  and  the  Thyroid  Gland.— 

In    recording    a    number    of    cases   of   nocturnal  incontinence  of 

of  urme    successfully    treated    with    thyroid    extract,    Leonard 

Williams  (Lancet,  May  i,   1909)  says  that   adenoid  vegetations 

regarded    as    a.    cause    of    nocturnal    enuresis. 

lien   the   two  condition  .    ,,.    ,,       ,, j     which 

iften  are,  but  as  ofun  are  not,  they  are  due  to  a  common 
cause— insufficiency  of  the  internal  secretion  of  the  thyroid 
gland.  This  insufficiency  accounts  for  the  vast  majority  of 
cases  of  nocturnal  enuresis  in  children,  as  shown  b)  the  fact  thai 
the  exhibition  of  th-  roid  extracl  will  in  a  con  ,   short 

space  of  time  effect  not  only  a  cure  of  the  enuresis, 'bul  a 
amelioration  of  many  coexisting  evidem  1  lih.     It  will 
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be  observed  that  in  none  of  the  writer's  eases  did  belladonna 
and  hyoscyamus,  which  constitute  the  sheet-anchors  of  the 
text-books,  play  any  part  in  the  treatment.  Where  it  was 
thought  desirable  to  employ  anything  in  addition  to  the  thyroid 
extract,  these  additions  consisted  of  tonics,  such  as  iron,  arsenic, 
and  iodine. 

Relation  of  Mineral  Metabolism  to  Nutritional  Disturbances 
in  the  Infant. — W.  Weinberger  (Pediatrics  March,  1909)  reviews  a 
number  of  recent  contributions  to  the  subject  of  inorganic  salts 
in  metabolism.  He  says  that  in  the  milder  cases  of  nutritional 
derangement  of  the  infant  an  excess  of  fat  in  the  food  is  the 
active  cause.  The  gradually  weakened  organism  is  unable  to 
completely  assimilate  the  fat,  and  soaps  are  formed*' in  the  ali- 
mentary canal.  This  occurrence  reduces  the  amount  of  soluble 
mineral  salts  necessary  for  the  production  of  new  body  substance, 
and  causes  the  retardation  of  the  normal  increase  of  weight. 
Removal  of  the  offending  food  constituent — the  fat — is  naturally 
followed  by  a  complete  restitution.  The  retention  of  the 
inorganic  salts  will  cause  a  steady  increase  of  body  weight  and 
the  infant  begins  to  thrive.  The  more  serious  cases  present  the 
same  etiological  correlations  as  the  first  stage,  though  in  a  more 
pronounced  and  aggravated  form.  Elevations  of  the  weight 
curve  alternate  with  depressions,  phenomena  caused  by  a 
greater  interference  with  the  mineral  metabolism.  Close  atten- 
tion to  the  composition  of  the  food  in  the  direction  above 
mentioned  will  frequently  have  the  desired  results.  As  the 
excess  of  fat  in  the  food  and  the  consequent  lack  of  inorganic 
salts  available  for  metabolic  purposes  are  the  factors  to  be 
eliminated,  we  can  understand  why  the  otherwise  ideal  food  of 
the  infant,  mother's  milk,  fails  to  show  its  curative  action  in  these 
cases.  We  need  only  remember  the  lower  salt  content  of  human 
milk  and  its  richness  in  fat  in  order  to  find  the  modification 
suitable  for  this  morbid  condition.  If  the  whey  of  mother's 
milk  or  even  of  cow's  milk  is  administered,  the  objectionable 
features  are  eliminated.  The  relation  of  the  most  serious  form 
of  nutritional  disturbance  to  an  impaired  mineral  equilibrium 
has  not  been  conclusively  demonstrated.  But  the  presence  of 
large  amounts  of  the  simpler  fatty  acids  suggests  the  likelihood 
that  similar  conditions  prevail.  These  may  be  aggravated  by 
the  real  acidosis  arising  from  the  insufficient  assimilation  of 
carbohydrates,  which  is  the  characteristic  feature  of  this  affection. 

Use  and  Abuse  of  Proprietary  Foods  in  Infant-feeding. — 
Kdmund  Cantley  (Practitioner,  May,  [909)  says  that  proprietary 
foods  are  not  really  necessary  in  ordinary  circumstances.  They 
are,  however,  often  <>l  very  great  value,  more  especially  the 
malted  foods,  provided  that  they  are  used  with  discrimination 
as  additions  to  the  diet,  and  not  as  substitutes  for  cream  or  milk. 
Generally  speaking,  in  the  fust  three  months  of  lift-,  the  only 
permissible  proprietary  foods  are  those  made  from  condensed 
milk,  with  or  without  the  addition  of  cane-sugar,  or  of  a  com- 
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pletely  malted  flour.  These  foods  are  also  useful,  under  certain 
temporary  conditions,  in  the  second  three  months  of  life.  At  this 
age,  too,  we  can  make  use  of  the  completely  malted  carbohydrate 
foods  as  an  addition  to  the  milk  mixture  instead  of  sugar;  of 
the  more  or  less  malted  foods,  in  a  similar  manner,  provided  that 
they  are  given  in  small  quantities  and  do  not  produce  flatulent 
distention  of  the  intestines;  and  even  of  the  foods  consisting  of 
unchanged  starch,  especially  those  which  undergo  partial  con- 
version in  the  process  of  preparation,  and,  at  the  same  time, 
partially  peptonize  the  milk  proteins.  In  the  third  three  months 
of  life,  mothers  constantly  clamor  for  the  addition  of  some  food 
to  the  milk  mixture.  Simple  barley  water,  gradually  thickened, 
is  sufficient,  and  will  educate  the  child  in  the  digestion  of  starch. 
Almost  all  of  the  meat  preparations  consist  of  extractives  of  no 
nutritive  value,  perhaps  stimulating  to  the  digestive  functions, 
possibly  throwing  an  extra  strain  on  the  liver  and  kidneys. 
[Tie  high  proportion  of  salts  and  extractives  is  liable  to  cause 
thirst  and  diarrhea.  Diarrhea  is  especially  apt  to  be  induced 
by  peptone  preparations.  Some  of  the  meat  jellies,  though  not 
nutritious,  have  a  pleasant  flavor  and  are  comforting  to  a 
ir\  ei  ish  infant  who  refuses  food.  They  are  still  more  comforting 
to  the  anxious  mother  who  fears  that  her  child  will  starve  and 
has  profound  faith  in  these  preparations.  In  small  quantities 
they  do  no  harm.  Similarly,  a  hot,  clean  fluid,  such  as  beef-tea, 
is  pleasant  to  the  febrile  tongue  and  disordered  digestion.  As 
ordinary  articles  of  an  infant's  dietary,  these  foods  must  be 
condensed. 

Congenital  Bronchiectasis. — Z.  Capuzzo  {Rivista  di  Clinica 
Ped.,  May,  1909)  gives  two  forms  of  congenital  bronchiectasis — 
atelectatic  and  fetal.  When  for  any  cause  a  portion  of  the  lung 
remains  unexpanded,  during  inspiration  there  is  a  negative  pres- 
sure which  brings  about  dilatation  of  the  bronchi  still  accessible 
to  air.  These  bronchieetadc  conditions  occupy  a  single  lobe  of 
the  lung  or  a  small  portion  of  one,  there  being  no  signs  of  in- 
flammation or  of  anthracosis.  These  portions  may  or  may  not 
communicate  with  larger  bronchi.  Such  a  condition  may  be 
well  borne  throughout  life.  Atalectatic  bronchiectasis  is  ex- 
tremely rare,  only  nine  published  cases  being  found,  of  which  the 
author  gives  an  account.  Fetal  bronchiectasis  may  be  total  or 
partial  It  arises  from  a  cystic  degeneration  of  the  interior  of  a 
bronchus  with  all  its  collateral  branches.  Xineteen  cases  have 
been  published.  As  to  the  etiology  little  is  known.  There 
seems  to  be  a  combination  of  a  passive  mechanical  action  due  to 
the  increase  of  liquid  transuding  from  tin-  capillaries,  with  an 
active  proliferation  of  the  epithelia  not  truly  neoplastic,  but 
hyperplastic.  Fetal  bronchiectasis  may  depend  on  an  arrest 
of  development  after  the  third  or  fourth  month  of  fetal  life, 
with  hyperplasia  of  the  epithelium.  The  symptoms  are  cough, 
dyspnea,  cyanosis,  and  asthmatic  attacks,  coming  on  some  weeks 
or  months  after  birth. 
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Acquired  Venereal  Infections  in  Children. — Reporting  upon 
187  cases.  F.  Pollack  (Johns  Hopk.  Hosp.  Bull.,  May,  1909) 
says  that  the  acquired  venereal  infections  in  children  are  far  more 
common  than  the  medical  profession  or  the  laity  realize,  and 
the  increasing  frequency  of  the  infection  of  baby  girls  by  crimi- 
nal infection  makes  it  a  matter  of  the  gravest  concern  to  the  social 
worker,  the  sanitarian,  and  the  legal  protectors  of  the  community. 
Clinically,  the  venereal  infections  in  children  run  a  milder 
course,  as  regards  grave  complications,  than  is  the  rule  in  the 
adult,  but  the  number  of  complications  and  the  duration  of 
the  disease  seem  almost  identical.  The  duration  of  the  disease, 
as  in  the  adult,  is  variable,  and  cannot  be  prognosticated  either 
by  the  intensity  of  the  attack  or  the  severity  of  the  complications. 
Treatment  seems  not  to  influence  the  course  of  the  disease. 
As  all  treatment  directed  to  the  vagina  is  painful  and  without 
beneficial  results,  he  has  for  some  time  past  used  protargol  simply 
poured  over  the  vestibule,  and  the  child  soon  ltarns  that  she  is 
not  to  be  hurt,  and  submits  quietly,  whereas  under  the  former 
methods  it  required  three  people  to  hold  and  treat  a  six-year-old 
child,  and  the  mothers  had  similar  or  more  difficulty  at  home. 
In  protracted  cases  the  syrup  of  the  iodide  of  iron  or  the  elixir  of 
iron,  quinine  and  strychnine  are  beneficial.  The  etiology  of 
these  cases  is  usually  very  evident.  The'hymen  is  either  nicked 
in  several  places,  presenting  a  characteristic  serrated  free  border, 
or  it  has  one  tear  extending  from  the  margin  down  to  its  vaginal 
attachment,  usually  somewhat  to  one  or  the  others  ide,  not  directly 
in  the  median  line.  In  the  secretion  as  it  pours  out  of  the 
vagina  or  urethra  typical  gonococci  can  readily  be  demonstrated, 
buf  not  in  that  which  covers  the  pudendum  which  does  not  stain 
at  all  or  only  feebly.  Prophylaxis  seems  the  most  important 
remedy  for  this  condition.  We  must  recognize  the  superstition 
that  an  infected  person  may  transmit  his  disease  to  a  virgin  and 
be  cured  thereby,  and  try  to  correct  them. 

Discharge  of  Cerebrospinal  Fluid  from  the  Nasal  Fossae. — 
A.  Vigouroux  (Presse  M  d.,  May  15,  1909)  says  that  cerebro- 
spinal fluid  may  flow  from  the  nose  when  a  communication 
has  been  established  between  the  cranial  cavity  and  tli 
fossae.  This  may  occur  with  :i  fracture  of  the  base  of  the  skull, 
caries  of  the  sphenoid  or  ethmoid,  or  with  an  enlargement 
of  the  openings  of  the  cribriform  plate,  due  to  an  increase  ol 
pressured  tin-  cerebrospinal  tin  id.  Fractures  of  the  sphenoid  and 
ethmoid  are  extremely  rare.  Increase  in  the  pressure  ^i  the  cere- 
brospinal fluid  may  be  due  to  tumors  of  the  brain.  Autopsy 
has  shown  these  cases  to  lie  due  to  injury  to  the  base  of  tin  skull, 
caries  of  the  bones,  or  extreme  hydrocephalus.  The  flow  is 
:  1  by  headache,  vertigo,  hebetude,  and  epileptic  convul 
sions  vli'ii  M  arises  from  increased  pressure.  These  symptoms 
improve  when  the  flow  begins,  and  recur  when  it  stops.  Di- 
agnosis of  this  fluid  from  the  fluid  from  the  nasal  mucous  mem 
brane  may  be  made  by  examination  of  the  fluid.     If  it  is  from  the 
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nasal  fossae  it  is  viscous,  contains  many  pavement  and  ciliated 
cells  from  the  lining  of  the  nose,  and  coagulates  with  acetic 
acid.  The  cerebrospinal  fluid  is  clear,  limpid,  specific  gravity 
of  i, 006,  and  contains  chloride  of  sodium.  The  amount  flowing 
from  the  nose  may  be  very  large,  even  several  pints.  Accelera- 
tion of  the  flow  by  inclination  of  the  head  forward  is  a  sign  of 
brain  fluid,  while  examination  of  the  nose  will  exclude  inflamma- 
tion of  its  interior.  The  liquid  seems  to  flow  through  the  enlarged 
orifices  in  the  cribriform  plate  and  membrane  intended  for  the 
passage  of  the  olfactory  filaments.  This  ease  of  communication 
with  the  brain  is  a  phenomenon  not  without  danger,  since  it 
facilitates  infection. 

Gastric  Digestion  of  Infants. — T.  W.  Clarke  presents  a  review 
of  the  literature  (Amer.  Jour.  Med.  Set.,  May,  1909)  and  a  study 
of  the  stomach  contents  of  normal  and  pathological  infants 
(Same,  June,  1909).  He  finds  that  the  motility  of  the  infant 
stomach  varies  inversely  to  the  concentration  of  the  food.  The 
more  dilute  the  food,  the  more  frequently  may  the  feedings  be 
given.  Lime-water  does  not  reduce  the  acidity  of  the  gastric 
contents,  the  neutralizing  of  a  portion  of  the  acid  being  overcome 
by  an  increased  stimulation  of  hydrochloric  acid  production  by 
the  gastric  glands.  This  may  even  increase  the  amount  of  acid 
available  for  digestion.  Sodium  citrate  acts  on  the  acid  in  the 
stomach,  converting  it  into  sodium  chloride  and  thus  markedly 
reduces  the  "available  hydrochloric  acid."  Barley-water  seems 
to  have  no  constant  effect  upon  the  chemistry  of  gastric  digestion 
in  the  infant.  The  type  of  infants  who  vomit  persistently  may 
be  divided  into  two  classes — those  suffering  from  hypoacidity  and 
hyperacidity.  Test  feedings  should  be  given  to  this  type  of 
infants  to  determine  to  which  class  they  belong.  A  5  per  cent. 
milk-sugar  solution  seems  to  be  the  most  satisfactory  feeding  to 
determine  line  differences  in  the  gastric  contents.  This  may  be 
followed  by  a  mixture  of  milk  one  part,  water  two  parts,  to 
determine  to  what  extent  the  gastric  glands  are  capable  of 
responding  to  stimuli.  For  the  lactose  solution  thirty  minutes 
is  the  most  satisfactory  time  to  allow  the  feeding  to  remain  in  the 
stomach;  for  the  milk  mixture  sixty  minutes.  On  purely  theo- 
retical grounds  it  would  appear  that  when  the  acidity  is  low, 
either  small  doses  of  alkalies  or  of  hydrochloric  acid  are  indicated; 
while  in  hyperacidity,  sodium  citrate  holds  out  the  best  hope  of 
benefit.  1'rotein  digestion  in  the  infant's  stomach  is  slight  and 
is  proportional  to  the  amount  of  hydrochloric  acid  in  the  organ. 

Pepsin  in  Infant  Stomach  and  Dependence  of  its  Digestive 
Power  upon  Hydrochloric  Acid.- W.  R.  Ramsey  {Arch.  Ped., 
May,  [909)  has  made  47  examinations  of  gastric  juice  from 
infants  varying  in  age  from  eleven  days  to  ten  months.  He 
finds  (a)  thai  the  gastric  juice  of  normal  breast  infants  contains 
pepsin;  (6)  that  the  stomachs  of  infants  suffering  from  acute 
digestive  disturbances  usually  contain  pepsin;  (c)  that  the 
Stomachs  of  infants  suffering  from  pylorospasni   contain    both 
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pepsin  and  hydrochloric  acid  in  greater  quantity  than  the 
stomachs  of  normal  infants  of  the  same  age;  (d)  that  the  stomachs 
of  chronic  atrophic  infants  frequently  contain  no  pepsin;  (e)  that 
when  these  chronic  atrophic  infants  begin  to  improve  in  health 
and  to  gain  in  weight,  the  stomachs  again  contain  pepsin;  (/) 
that  the  gastric  juice  of  normal  infants  is  capable  of  transforming 
proteid  into  peptone,  and  that  it  is  able  to  do  this  without  the 
addition  of  any  other  acid  than  that  found  normally  in  the 
stomach;  (g)  that  the  pepsin  in  the  gastric  juice  is  capable  of 
active  digestion  when  lactic  acid  and  no  hydrochloric  acid  is 
present;  (h)  that  both  hydrochloric  and  lactic  acid  may  be 
present  in  the  gastric  juice  without  pepsin,  and  that  pepsin  may 
be  present  without  either  hydrochloric  or  lactic  acid.  «. 

Intestinal  Worms  and  Appendicitis.— F.  D.  Donoghue  {Ann. 
Gyn.  and  Ped.,  June,  1909)  records  the  case  of  a  girl  of  twelve 
years,  with  no  history  of  previous  intestinal  trouble,  who  had 
had  abdominal  pain  for  six  hours.  She  had  localized  pain  and 
muscular  spasm,  a  pulse  of  100  and  temperature  104. 6°  F.  The 
appendix  showed  no  marked  gross  lesion,  but  was  removed. 
When  opened,  its  lumen  was  found  to  contain  several  small 
fecal  concretions  about  which  were  clumped  pin-worms. 

Kyphosis  with  Spinal  Crest. — Marie  Nageotte-Wilbouchewitch 
{Arch,  de  Med.  des  En/.,  April,  1909)  describes  a  form  of  kyphosis 
which  is  very  rebellious  to  treatment.  It  occupies  the  preferred 
location  of  kyphosis  in  the  adult,  the  maximum  curve  being  at 
the  sixth  or  seventh  dorsal  vertebra,  and  is  characterized  by 
prominence  of  the  spinous  processes  of  three  or  four  vertebrae, 
forming  an  elongated  crest  at  about  the  angle  of  the  scapula. 
The  vertebras  forming  the  crest  are  generally  the  sixth,  seventh, 
and  eighth.  More  rarely  the  crest  is  lower  down.  The  mobility 
of  the  spine  at  this  location  is  always  less  than  normal.  When 
the  child  lies  on  his  stomach  the  crest  does  not  entirely  disappear, 
and  on  raising  the  legs  does  not  form  a  concavity,  as  would  be  the 
case  in  the  normal  child.  When  pressure  is  made  on  the  summit 
of  the  crest  the  neighboring  regions  become  incurved,  that  is  the 
cervical  and  dorsal  regions  become  more  curved.  There  is  no 
true  ankylosis,  for  suspension  restores  the  contour  gradually. 
Thecrest  is  the  key  of  an  arch,  and  the  pointof  departure  of  a  more 
extended  kyphosis  of  the  cervico-dorsal  region.  This  kyphosis 
increases  with  age  and  appears  very  early  in  the  life  of  the 
child,  at  from  three  to  five  years  of  age.  it  is  believed  by  the 
author  to  result  from  a  congenital  malformation  of  tin.  vertebra?, 
since  the  same  condition  is  seen  in  parents  and  children.  The 
treatment  consists  of  suspension,  respiratory  gymnastics  to 
develop  the  thorax  and  counterbalance  the  kyphosis,  correel 
attitude  when  working,  and  repose  on  the  back. 

Serum  Treatment  of  Cerebrospinal  Meningitis. — L.  I-;.  I  loll 
(N.  Y.  Stale  Jour.  Med.,  June,  [909)  discusses  the  treatment  of 
this  disease  by  the  serum  of  Flexner  and  Jobling  and  cites  the 
results  in  523  cases,  the  figures  being  furnished  by  Dr.  Flexner. 
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He  says  that  the  initial  dose  for  any  case  should  not  be  less  than 
30  c.c. ;  and  that  in  cases  in  which  a  larger  amount  of  fluid  can  be 
removed,  particularly  in  older  patients,  and  in  very  severe  cases, 
as  much  as  45  or  50  c.c.  may  be  advantageously  given.  Opinion 
has  also  undergone  a  change  regarding  the  repetition  of  the  dose. 
Instead  of  waiting  to  see  whether  improvement  follows  the  first 
dose  and  giving  the  second  dose  after  two  or  three  days,  it  has 
been  found  best  to  give  a  full  daily  dose  for  three  or  four  days  to 
make  the  destruction  of:the  bacteria  certain.  In  very  severe 
cases,  such  as  those  of  the  fulminating  type,  the  repetition  of  the 
dose  at  shorter  intervals  than  twenty-four  hours  may  be  neces- 
sary. A  number  of  doses  given  quite  near  together  are  much 
more  effective  than  the  same  quantity  of  serum  distributed 
over  a  longer  period.  The  daily  dose  should  be  given  until  the 
fluid  becomes  absolutely  clear.  The  figures  given  by  Dr.  Flexner 
include  523  cases  from  widely  scattered  sources.  Of  this  number, 
368  terminated  in  recovery  and  155  in  death,  a  mortality  of  29.6 
per  cent.  No  case  has  been  included  in  this  report  in  which  the 
clinical  diagnosis  was  not  confirmed  by  an  examination  of  the 
cerebrospinal  fluid.  The  only  cases  excluded  are  those  (about 
20  in  number)  in  which  the  patients  were  practically  moribund 
at  the  time  of  the  first  injection  and  died  in  a  few  hours  after  it 
was  made.  The  cases  treated  in  the  first  two  years  of  life  were 
fifty-nine  with  a  mortality  of  42.4  per  cent.,  which  the  writer 
contrasts  with  one  of  90  per  cent,  in  a  series  of  sixty-one  cases 
treated  without  the  serum.  The  figures  for  the  first  fifteen  years 
give  a  mortality  of  12.7  per  cent,  for  no  cases  injected  during 
the  first  three  days;  of  23.3  per  cent,  for  120  cases  injected  from 
the  fourth  to  the  seventh  day;  and  44  per  cent,  for  91  cases 
injected  after  the  seventh  day.  In  the  cases  tabulated  by  the 
New  York  Health  Department  in  1905,  the  duration  of  the 
disease  is  given  in  350  patients  who  recovered.  In  only  3  per 
cent,  war,  it  one  week  or  less;  in  50  per  cent,  it  was  five  weeks  or 
longer.  In  220  cases  treated  by  serum  the  average  duration  of 
active  symptoms,  fever,  etc.,  after  the  first  injection  was  eleven 
days.  In  270  cases  in  which  the  reports  give  information  upon 
the  termination,  the  disease  ended  abruptly,  or  by  crisis,  in  69, 
or  25  per  cent  ;  gradually,  or  by  lysis,  in  201,  or  75  per  cent. 
Relapses,  or  a  recrudescence  of  the  disease  after  it  was  apparently 
under  control,  occurred  in  about  5  per  cent,  of  the  cases.  Com- 
plications and  sequetee  were  very  infrequent.  There  are  certain 
limitations  in  the  serum  treatment.  It  is  of  no  value  in  cases  of 
meningitis  not  due  to  the  meningococcus.  No  improvement 
is  to  be  expected  in  late  cases  in  which  all  acute  symptoms  have 
subsided  and  in  which  chronic  hydrocephalus  is  present  due  to  a 
basilar  meningitis.  While  the  serum  is  capable  of  arresting  the 
inflammatory  process,  it  cannot  remove  lesions  already  present. 
The  Meninges  in  Scarlatina. — Rene  Bernard  (Arch.  </<■  Med. 
>/.  /.)(/.,  April,  1909)  says  that  the  meninges  in  infections  react 
in  three  different  ways,  which  may  be  differentiated  by  lumbar 
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puncture.  First,  there  may  be  a  lack  of  reaction  on  account  of 
feebleness  of  the  system  or  lack  of  virulence  of  the  microorgan- 
isms, the  liquid  containing  bacteria  but  no  cellular  elements; 
this  is  a  meningeal  infection.  Again  cells  may  be  present, 
generally  lymphocytes,  with  or  without  microbes  contained 
within  them;  here  we  have  a  simple  meningitis.  Finally,  punc- 
ture shows  polynuclears,  with  or  without  microbes,  here  there  is 
not  only  a  simple  anatomical  reaction,  but  there  is  a  symptomatic 
picture  accompanying  this  reaction,  an  acute  meningitis,  the 
examination  of  which  shows  the  characteristic  modifications,  an 
acute  scarlatinous  meningitis.  This  infection  is  somewhat 
rare,  and  primary  infections  are  still  more  so.  They  are  generally 
secondary  to  ear  suppurations.  This  condition  is*  caused  by 
various  microorganisms,  and  is  a  late  complication  in  scarlatina. 
It  is  accompanied  by  headache,  vomiting,  delirium,  stiffness  of 
the  neck,  disturbances  of  sensibility,  of  reflexes,  sphincters,  and 
pupils,  by  Kernig's  sign,  and  coma.  The  termination  is  generally 
fatal.  The  infection  may  reach  the  meninges  in  three  ways — by 
the  blood,  the  lymph,  and  by  direct  propagation.  Lumbar 
puncture  is  an  important  factor  in  the  treatment  of  this  condition, 
combined  with  sedatives  and  electrargol. 

Scarlatina. — H.  A.  Fairbairn  (.V.  Y.  Slate  Jour.  Med.,  June, 
1909)  says  that  the  care  of  the  skin,  the  diet,  and  the  cleansing 
of  the  upper  air  passages  make  up  the  important  factors  in 
treatment.  The  medical  treatment  is  symptomatic.  It  is  not 
logical  to  ascribe  the  disease  to  the  streptococcus.  The  writer 
suggests  to  the  pathologists  that  they  utilize  the  scales  to  form 
an  antitoxin,  or  a  vaccine  it  may  be. 

Preventable  Blindness. — J.  C.  Edgar  (N.  Y.  Med.  Jour., 
May  15,  1909)  finds  that  in  the  study  of  the  prevention  of  blind- 
ness due  to  infant  ophthalmia  two  facts  stand  out  more  boldly 
than  any  others,  namely:  1.  The  frequency  with  which  these 
cases  occur  in  the  practice  of  physicians  themselves,  although  the 
profession  is  ever  ready  to  place  the  burden  of  the  blame  upon  the 
ignorant  and  careless  midwife.  2.  The  number  of  cases  of  the 
disease  that  are  attacked  in  spite  of  the  Fact  that  silver  nitrate 
was  used  at  the  time  of  birth.  Regular  physicians  and  midwives 
are  about  equally  responsible  because  they  either  do  not  use 
preventive  measures  at  all  or  use  them  in  a  perfunctory  manner. 
Two  important  measures  looking  to  the  early  control  of  ophthal 
mil  neonatorum  have  recently  been  proposed  in  New  York 
State:  The  first  is  the  early  notification  oi  births  to  the  health 
officer,  and  the  second  such  change  in  the  form  of  the  certificate 
of  birth  as  will  draw  1  he  at  lent  ion  of  the  physician  and  midwife 
to  the  prevention  of  infant  ophthalmia,  a  statement  whether 
any  propylactic  against  ophthalmia  of  the  newly  born  has  been 
used,  and  if  not  any,  the  reason  for  omitting  its  use 

Blindness  of  the  Newborn.  1'.  A.  Morrow  t.Y.  V.  Med.  Jour., 
May  i.s,  [909)  advocates  the  education  of  the  public  in  regard 
to   the  cause  ol   blindness  of  the  new-born   rather  that  simplj 
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arousing  public  sentiment  to  demand  the  use  of  silver  nitrate. 
His  argument  is  that,  admitting  that  there  are  some  conscience- 
less men  who,  enlightened  as  to  the  possible  and  even  certain 
danger  of  marrying  with  an  uncured  venereal  disease,  neverthe- 
less,  ior  selfish  or  sordid  reasons,  take  the  risk,  or  rather  subject 
their  family  to  the  risk  of  infection,  such  a  man  would  more 
likely  take  this  risk  if  assured  that  medical  science  had  discovered 
a  simple,  safe,  and  efficacious  remedy  for  its  prevention,  and  that 
in  case  of  its  failure,  the  entire  responsibility  would  be  placed  upon 
the  physician,  while  his  own  agency  would  be  covered  up  and 
concealed.  Social  tradition  holds  that  it  is  a  greater  violation  of 
conventional  propriety  publicly  to  mention  this  infection,  than 
privately  to  contract  it  and  earn,'  the  poison  home  to  the  family. 
Let  the  public  be  enlightened  as  to  the  true  facts  so  that  the 
educational  value  of  the  truth  may  have  its  full  force  and  effect. 
In  sacrificing  truth  to  expediency  we  sacrifice  not  only  the  health 
and  lives  of  women  and  children,  but  the  principles  of  humanity 
and  justice. 

Effects  of  School  Life  upon  the  Vision  of  the  Child. — N.  B. 
Harman  (Proc.  Roy.  Soc.  Med.,  May,  1909)  has  examined  the 
reports  of  the  examination  of  the  eyes  of  noo  children.  These 
show  that  by  far  the  greater  proportion  of  the  cases  of  bad  vision 
are  due  to  natural  conditions  of  the  eye — that  is,  hypermetropia 
and  hypermetropic  astigmatism.  These  are  congenital  condi- 
and  there  is  reason  to  believe  that  they  are  the  normal 
conditions  of  human  eyes.  Xew-born  infants  are  always  hyper- 
metropic; and  it  has  been  stated  that  it  is  the  usual  condition 
with  the  eyes  of  savage  races.  Myopia  and  its  associated 
astigmatisms  form  between  a  quarter  and  a  third  of  the  whole 
of  the  cases;  and  since  these  represent  less  than  one-tenth  of  the 
school  population,  it  follows  that  under  3  per  cent,  of  the  children 
suffer  from  these  defects.  The  differences  in  the  vision  of  the 
•id  the  girls,  and  of  the  natives  and  aliens,  point  to  the 
ity  for  the  removal  of  those  social  conditions  which  are 
responsible,  and  in  particular  suggest  a  reduction  of  fine  work 
in  schools,  the  increase  of  air,  light,  and  space  both  at  school  and 
.1 1  h(  ime,  oid  also  a  more  generous  and  equal  disi  ribution  of  open 
and  playgrounds.  The  evidence  of  the  deterioration  of 
astigmatic  eyes  indicates  the  desirability  of  a  special  oversight 
of  these  cases. 

The  Education  of  Defectives. — Decroly  <  I  .a  Policlin,  March, 
April,  1909)  advocates  the  education  of  defectives  along  manual 
lines,  which  will  develop  the  superabundant  energies  of  the 
child  who  lacks  the  possibility  of  intellectual  development  so  as 
to  make  him  a  producer  and  a  useful  membei  oi  the  community. 
The  physician  can  educate  the  parents  in  personal  and  family 
n  assist  in  preventing  the  birth  of  defectives  by 
advising  as  to  marriage  of  persons  having  hereditary  diseases, 
and  <an  aid  in  improving  the  hygienic  conditions  undei  which 
tin-  poor  live.     They  can  be  taught  a  rational  physiology  and  a 
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knowledge  of  the  intellectual  and  moral  deficiencies  of  children, 
and  how  to  treat  them.  The  physician  can  help  in  developing 
the  school  system  and  the  medical  inspection  of  schools.  Manual 
schools  and  farm  schools  should  be  established,  where  the 
teachers  can  individualize  the  children,  and  develop  the  capa- 
bilities that  are  found  to  exist  in  even  the  most  defective  child. 
Such  schools,  as  well  as  those  for  the  blind  and  the  deaf  and 
dumb,  should  be  maintained  by  the  State  at  the  public  expense. 
The  services  of  the  physician  can  be  of  the  greatest  value  on  the 
boards  of  management  of  such  schools,  and  as  examiners  for 
entrance  to  them,  as  well  as  in  supervising  the  instruction. 
Physicians  should  exert  all  their  influence  to  obtain  legislation 
to  this  end,  and  to  assist  in  the  education  of  the  public  on  this 
subject.  Another  branch  of  useful  work  is  in  the  direction  of 
preventing  the  sentencing  to  prison  of  children  under  sixteen 
years  of  age,  the  establishment  of  children's  courts,  and  of  clinics 
for  the  treatment  and  instruction  of  children  in  connection  with 
public  schools. 

The  Principal  Ways  of  Tuberculization  in  the  Young  Infant. — E. 
Terrien  (Ann.  de  Med.  et  Chir.  Inf.,  May  i,  1909)  considers  the 
various  methods  of  entrance  of  tubercle  bacilli  into  the  organism 
of  the  young  infant.  He  discards  as  almost  negligible  the 
theories  of  hereditary  transmission  of  the  germs  and  of  the  pre- 
disposition to  tuberculosis.  Tracheo-bronchial  adenopathies 
are  almost  constant  in  tuberculosis  in  the  child,  and  are  a  common 
location  of  early  tuberculosis,  whether  it  be  brought  from  the 
respiratory  organs  or  not.  Still  it  cannot  be  regarded  as  a 
positive  sign  of  pulmonary  entrance  of  the  bacilli.  The  ways  of 
entrance  of  tuberculosis  are  multiple,  including  the  bronchial, 
naso-pharyngeal,  and  intestinal  mucous  membranes.  The 
intestinal  method  of  entrance  is  much  more  rare  than  has  been 
supposed,  especially  since  milk  has  been  sterilized  habitually, 
and  so  much  care  taken  to  get  it  free  from  tubercle  bacilli.  It 
is  much  more  important  to  consider  the  pulmonary  or  naso- 
pharyngeal entrance  of  germs.  The  principal  factor  is  always 
human  contagion,  often  in  the  family.  To  preserve  the  infant 
he  must  be  kept  from  all  contagion,  separated  from  his  tuber- 
culous parents  or  relatives,  placed  in  a  sanatorium,  if  necessary, 
or  in  the  country.  Tuberculosis  may  be  arrested  at  all  stages. 
Latent  tuberculosis  progresses  favorably  for  the  infant  as  soon 
as  he  is  removed  from  his  surroundings  to  the  free  air  and  good 
hygiene  of  the  country. 
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(The  experiments  on  animals  were  performed  at  the  Labora- 
tory for  Surgical  Research  at  the  Harvard  Medical  .School,  Bos- 
inn,  Mass.) 

The  object  of  this  paper  is  to  show  the  capacity  of  the  bladder 
in  certain  vesical  affections,  to  show  the  effect  of  the  diminished 
capacity  on  symptomology,  to  show  the  effect  of  hydraulic  dis- 
tention in  the  treatment  of  diseased  conditions.  Incidentally, 
the  anatomy  of  the  lower  end  of  the  ureter  will  be  discussed,  and 
the  results  of  experiments  on  animals  and  human  cadavers,  for 
the  purpose  of  throwing  light  on  the  question  of  ureteral  reflux 
will  be  detailed. 

ANATOMY    OF    THE    LOWER    END    OF    THE    CJRETER. 

It  is  generally  stated  in  books  that  the  ureteral  canal  follows 
an  oblique  course  through  the  bladder  walls.  In  order  to  deter- 
mine this  point,  I  examined  twenty-one  cadavers.  I  found 
that  the  canal  is  not  oblique  through  its  entire  course  in  every 
case.     In  my  dissections  I  found  that   the  ureteral  canal,  from 

*  Thesis  presented  for  admission  to  the  American  Gynecological  Society, 
April,  iooq. 
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its  entrance  at  the  posterior  wall  to  its  termination  in  the  bladder, 
really  consists  of  two  distinct  portions,  which  may  be  named  the 
submucous  or  intravesical  portion,  and  the  vesical-wall  portion. 
The  submucous  portion  is  situated  well  in  the  bladder  proper. 
In  many  instances  the  submucous  portion  is  decidedly  straight, 
forming  with  the  oblique  or  vesical-wall  portion  an  obtuse  angle, 
with  the  base  or  submucous  portion  parallel  with  the  mucous 
membrane  of  the  bladder  cavity.  The  directions  of  the  two  por- 
tions of  the  canal  are  well  shown  in  the  accompanying  photo- 
graphs, which  were  taken  from  microscopic  sections  of  recent 
human  cadavers  (Figs,  i,  2,  3,  4). 


Jhferna/ 

bladder  surface. 


Subrn, 


ucous  porTion 
>  of  u refer 


,.D/T?%ra/  orifice. 


-ireu/a. 


Fig.  1. — Photograph  of  microscopic  slide.  Recent  cadaver.  Showing  sub- 
mucous portion  of  ureter  in  the  bladder.  The  canal  is  straight  and  parallel 
with  the  mucous  membrane  of  the  bladder. 


In  the  forty-two  ureters  examined,  the  direction  of  the  sub- 
mucous portion  of  the  canal  was  as  follows: 


No. 


1 Straight. 

2 Straight. 

3 .Straight. 

4 SltiM-lH 

5 Oblique. 

6 Oblique. 

7 Oblique. 

8 Oblique. 

9 Oblique 

10 Oblique. 

11....     Straighl 
12 ...  .     Straight. 

13 Straight. 

14 Straight. 

15 Straight. 

t6            .Straight. 
17 Straight. 


No. 


22 Straight. 

23 Straighl 

24 Straight. 

25 Straight 

26 Oblique. 

27 Straight. 

28 Straight. 

29 Oblique. 

30 Straight. 

31 Straight. 

32 Straight 

33...       Straight. 

34.  Straight. 

35.  .  .       Straighl 

36  Straight. 

37  Straighl 

38  Straight. 
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No.   18 Straight. 

'     19 Straight. 

"    20 Straight. 

"    21 Straight. 


No.  39 Straight. 

"  40 Straight. 

"  41 Straight. 

"  42 Straight. 


Thus  it  will  be  seen  that  in  thirty-four  our  of  forty-two  ureters 
the  canal  was  straight.  Only  at  the  uppermost  portion  of  the 
submucous  part  of  the  ureter,  near  the  junction  of  the  vesical-wall 
portion  and  the  submucous  portion,  the  tissue  above  the  canal 
begins  to  get  thicker  (Fig.  3). 

In  the  submucous  portion  of  the  ureter  the  canal  is  separated 
from  the  bladder  cavity  by  a  very  thin  septum  of  tissue,  averaging, 
in  all  the  recent  cadavers  which  I  examined,  from  one  to  two 
millimeters  in  thickness.  This  part  is  very  yielding.  In  cathe- 
terizing  the  ureter  in  the  living,  this  yielding  character  is  some- 


Jhlernat  bfadder  surface1 

Ore/era/  or/f/ce 

Submucous  port/off 

4l 

ireTer 

^^^^^tl^E^^^^^^H 

pj*^t4&Ss^ 

***  W 

"35j@S^ 

FlG.    2.  —Photograph    of    microscopic  slide.     Recent  cadaver.     Showing  sub- 
mucoii  :rteral  canal.      Enlarged. 

times  very  manifest,  for  the  catheter  is  frequently  arrested  at 
the  point  where  the  submucous  portion  and  the  vesical-wall 
portion  join  each  other. 

The  length  of  the  submucous  portion  of  the  forty-two  ureters 
which    I    examined    were    as    follows 


No. 


1    5 

cm 

1    5 

cm 

cm 

cm 

'•25 

cm 

1    25 

cm 

cm 

cm 

1  .25 

cm 

1    -S 

cm 

2,S 

cm 

X,).    22 

"      23 
"      24 


.  i         cm. 

1         cm. 

■75  cm. 

•  75  cm. 

1  cm. 

.  1 .  25  cm 

1  .  25  cm. 

29 25  cm. 

30 2.50  cm 

31 1        cm. 

32 1         cm. 


26. 
27- 
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12 25  cm. 

13 1  cm. 

14  1-75  cm. 

15 !-25  cm. 

16 25  cm. 

17  1 .50  cm. 

18 1.50  cm. 

19 1 .  50  cm. 

20 1 .  50  cm. 

21 1  cm. 


/D 


33  •  ■  ■ 

34  ■■  ■ 

35  •■  ■ 
36... 
37-  ■■ 
38 .  .  . 

39 

40. 

41  1 .50  cm. 

42 1 .  50  cm. 


5  cm. 

cm. 
o  cm. 

cm. 
o  cm. 

cm. 
o  cm. 
5  cm. 


In  the  above  table,  the  ureters  are  paired;  thus  Nos.  1  and  2 
are  in  the  same  cadaver.  It  is  interesting  to  observe  the  discrep- 
ancy that  exists  in  the  length  of  the  separate  ureters  in  the  same 
cadaver.  Thus,  in  Nos.  29  and  30  there  is  a  marked  difference, 
one  being  0.25  cm.  in  length  and  the  other  2.5  cm. 


Ureteral. 

Interna]   btacfder  -surface 

Orifice  X. 

Submucous   porT/on- 

-   > 

^35^^>««^»~        °f  v™fef~ 

Circular  muscle  fibres 

Fig.  3. — Photograph  of  miscroscopic  slide.  Recent  cadaver.  Submucous 
portion  of  ureter.  In  this  case  the  canal  begins  to  be  somewhat  oblique  a  shorl 
distance  from  the  ureteral  orifice. 


The  vesical  wall  portion  of  the  canal  is  really  the  important 
part,  both  surgically  and  physiologically.  This  part  of  the 
ureter  always  courses  through  the  bladder  in  an  oblique  direc- 
tion.     Its  length  was  found  in  forty-two  cases  to  be  as  follows: 

No.     1      -  ...  1         cm.  No.  22 


1  .1         cm. 

2 1         cm. 

3 '         cm. 

4 1         cm. 

5  .75  cm. 

6  1  -  25  cm, 

7 1-5     cm. 

8 1 .  ,s     cm. 

9 1.25  cm. 


22 1        cm 

23  .1        cm. 

.•4  .  1         cm. 

25  .50  cm 

26  .    .50  cm. 
27.  1 .  25  cm. 

28 1 .  25  cm. 

29 1        cm. 

30 1        cm. 
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Xo.    10. 
1 1  . 


1.25  cm. 
•  75  cm. 

cm. 

cm. 

cm. 

cm. 

cm. 

cm . 

cm. 
19-  ■  75  cm. 

20 75  cm. 

21 1  cm. 


N  .. 


13 
14- 
15- 
16. 

17 


50  cm. 
50  cm. 
25  cm. 
cm. 
75  cm. 
50  cm. 
75  cm. 
75  cm. 
50  cm. 
25  cm. 
75  cm. 
75  cm. 


c_   ..-§ 

% 

muscle  fibres-^     *jfij 

_^ 

'—-Vesical  Hall 

f> 

por/?'oy  of  Ureter 

*. 

bladder jurface 

.  _  Circular 

muscle  fibres 

Photograph  of  microscopii   slide.     Recent  cadaver.     Showing  the  vesi- 
cal wall  portion  of  the  ureter.     Note  the  extremely  oblique  course  through  the 
:   tissue.     Note  the  well-developed  circular  fibers  in  front  oi  and  behind 
the  ureter. 


I  li'  se  measurements  have  an  importance  in  a  surgical  sense 
for  they  show  how  dangerous  an  operation  through  the  bladder 
on  the  lower  part  of  the  ureter  might  he,  with  a  short  ureteral 
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canal.  In  all  the  text-books  on  anatomy  and  genitourinary  dis- 
eases which  I  have  consulted,  to  the  number  of  twenty,  I  find  the 
course  of  the  ureter  given  as  "  oblique  through  the  bladder  wall." 
There  is  one  exception,  however,  and  that  is  Testut  (Traitc 
d' Anatomic  Hitmaine,  Paris,  1901,  p.  585)  and  in  his  book  I  was 
glad  to  find  that  his  investigations  on  the  ureter  and  mine  agreed 
in  every  particular.  Testut  says:  "The  ureter  traverses  the 
muscular  wall  in  an  oblique  direction,  and  it  is  intimately  united 
to  its  fibers.  When  it  arrives  at  the  internal  surface  of  the 
muscular  coat,  it  slips  for  a  short  distance  between  this  coat 
and  the  mucous  membrane  of  the  bladder  and  enters  into  the 
cavity.  In  its  last  portion,  the  ureter  is  constituted  solely  by  a 
fold  of  mucous  membrane." 


DISSECTION    CASES. 

1. — Male,  thirty.  Well  developed,  150  pounds.  Twelve 
hours  after  death.  Right  ureter:  length  of  submucous  portion, 
1.5  cm.;  length  of  vesical-wall  portion,  1  cm.  Direction  of  canal 
in  submucous  portion,  straight.  Direction  of  canal  in  vesical- 
wall  portion,  oblique.  Thickness  of  septum  between  submu- 
cous portion  of  canal  and  vesical  cavity,  2  millimeters.  Trans- 
verse thickness  of  bladder  wall  at  exit  of  ureter,  7  millimeters. 
Left  ureter  the  same. 

2. — Female,  forty-five.  One  hundred  and  eighty  pounds. 
Twelve  hours  after  death.  Right  ureter:  length  of  submucous 
portion,  1  cm.  Length  of  vesical-wall  portion,  1  cm.  Direction 
of  canal  in  submucous  portion  is  straight.  1  lirection  of  canal  in 
vesical-wall  portion  is  oblique.  Thickness  of  septum  between 
submucous  portion  of  canal  and  vesical  cavity,  2  millimeters. 
Transverse  thickness  of  bladder  wall  at  exit  of  ureter  is  5  milli- 
meters.     Left  ureter  the  same. 

3. — Male,  thirty-four.  One  hundred  and  forty  pounds. 
Twelve  hours  after  death.  Right  ureter:  length  of  submucous 
portion  is  1.25  cm.;  length  of  vesical-wall  portion  is  .75  cm. 
Direction  of  canal  in  submucous  portion  is  oblique,  Direction 
of  canal  in  vesical-wall  portion  is  oblique.  Thickness  of  septum 
between  submucous  portion  of  canal  and  vesical  cavity  is  3 
millimeters.  Transverse  thickness  of  bladder  wall  at  exit  of  ure- 
ter is  6  millimeters.  Left  ureter  is  the  same  except  that  the  vesi- 
cal wall  portion  of  the  ureteral  canal  is  1.25  cm. 

4. — Male,  forty.  Two  hundred  and  twenty  pounds.  Twenty 
four  hours  after  death.  Right  ureter:  length  of  submucous  por- 
tion is  1  cm.;  length  of  vesical  wall  portion  is  t.5  cm.  Direction 
of  the  canal  in  submucous  portion  is  oblique.  1  lirection  of  canal 
in  vesical  wall  portion  is  oblique.  Thickness  ol  septum  between 
submucous  portion  of  canal  and  vesical  cavity  is  [.5  millimeters. 
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Transverse  thickness  of  bladder  wall  at  exit  of  ureter,  7  milli- 
meters.    Left  ureter  the  same. 

5. — Male,  forty.  One  hundred  and  sixty  pounds,  well  developed 
Twenty-four  hours  after  death.  Right  ureter:  length  of  vesi- 
cal-wall  portion  is  1.25  cm.  Length  of  submucous  portion  is 
1.25  cm.  Direction  of  canal  in  submucous  portion  is  oblique. 
Direction  of  canal  in  the  vesical-wall  portion  is  oblique.  Thick- 
ness of  septum  between  submucous  portion  of  canal  and  vesical 
cavity  is  2  millimeters.  Transverse  thickness  of  bladder  wall  at 
exit  of  ureter  is  6  mil.imeters.      Left  ureter  the  same. 

6. — Male,  forty-five.  One  hundred  and  forty  pounds.  Twenty- 
four  hours  after  death.  Right  ureter:  length  of  submucous 
portion,  .25  cm.;  length  of  vesical-wall  portion,  .75  cm.  Direc- 
tion of  canal  in  submucous  portion  is  straight.  Direction  of  canal 
in  vesical-wall  portion  is  oblique.  Thickness  of  septum  between 
submucous  portion  and  vesical  cavity  is  2  millimeters.  Trans- 
verse thickness  of  vesical  wall  at  exit  of  ureter,  6  millimeters. 
Left  ureter,  the  same,  except  that  the  length  of  the  submucous 
portion  of  the  ureter  is  .25  cm.,  and  length  of  vesical-wall  portion 
is  1  cm. 

7. — Male.  One  hundred  and  thirty-five  pounds.  Twenty- 
four  hours  after  death.  Right  ureter:  length  of  submucous  por- 
tion, 1  cm.  Length  of  vesical-wall  portion,  1.5  cm.  Direction 
of  canal  in  vesical-wall  portion  is  oblique.  Thickness  of  septum 
between  submucous  portion  and  vesical  cavity  is  2  mi'limeters. 
Trans  .  erse  thickness  of  vesical  wall  at  exit  of  ureter,  4  mil  imeters 
(bladder  had  been  much  stretched).  Left  ureter:  length  of  sub- 
mucous portion,  1.75  cm.;  length  of  vesical-wall  portion,  1.5 
cm.     Otherwise,  the  same. 

8. — Male.  One  hundred  and  seventy  pounds.  Twelve  hours 
after  death.  Right  ureter:  length  of  submucous  portion,  1.25 
cm.;  length  of  vesical-wall  portion,  1.50  cm.  Direction  of  canal 
in  submucous  portion  is  straight.  Direction  of  canal  in  vesical- 
wall  portion  is  oblique.  Thickness  of  septum  between  submu- 
cous portion  and  vesical  cavity  is  2  millimeters.  Transverse 
thickness  of  vesical-wall  at  exit  of  ureter,  7  millimeters.  Left 
ureter:  length  of  submucous  portion  is  .25  cm.;  length  of  vesi- 
cal-wall portion  is  1.50  cm.     Otherwise  the  same  as  right. 

9. — Male,  twenty-six.  One  hundred  and  forty  pounds. 
Twelve  hours  after  death.  Right  ureter,  length  of  submucous 
portion,  1.5  cm.  Length  of  vesical-wall  portion,  1  cm.  Direc- 
tion of  canal  in  submucous  portion  is  straight.  Direction  of 
canal  in  vesical-wall  portion  is  oblique.  Thickness  of  septum 
between  submucous  portion  and  vesical  cavity  is  2  mil  imeters. 
Transverse  thickness  of  vesical-wall  at  exit  of  ureter,  4  mil  i- 
meters  (bladder  had  been  stretched).  Left  ureter:  length  of 
submucous  portion,  1.5  cm.;  length  of  vesical-wall  portion.  1  cm. 
(  Mherwise  the  same. 

10      Female,  sixty.     One  hundred  and  forty  pounds.     Acuti 
myelitis.     Right  ureter:  length  of  submucous  portion,   1.5  cm.; 
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length  of  vesical-wall  portion,  .75  cm.  Direction  of  canal  in 
submucous  portion  is  straight.  Direction  of  canal  in  vesical-wall 
portion  is  oblique.  Thickness  of  septum  between  submucous 
portion  and  vesical  cavity  is  2  mil  imeters.  Transverse  thickness 
of  vesical  wall  at  exit  of  ureter,  .75  cm.  Left  ureter:  length 
of  submucous  portion,  1.5  cm.;  length  of  vesica- wall  portion, 
.75   cm.     Otherwise   the  same. 

11. — Male,  age  (?).  One  hundred  and  eighty  pounds.  Re- 
cent subject.  Right  ureter:  length  of  submucous  portion,  1 
cm.;  length  of  vesical-wall  portion,  1  cm.  Direction  of  canal  in 
submucous  portion  is  straight.  Lirection  of  canal  in  vesical-wall 
portion  is  oblique.  Thickness  of  septum  between  submucous 
portion  and  vesical  cavity  is  2  millimeters.  Transverse  thickness 
of  vesical  wall  at  exit  of  ureter  is  1  cm.  Left  ureter:  length 
of  submucous  portion,  1  cm.;  length  of  vesical-wall  portion,  1  cm. 
Otherwise  the  same. 

12. — Male,  thirty-five.  One  hundred  and  thirty-rive  pounds. 
Recent  su  iject.  Chronic  interstitial  nephritis.  Right  ureter: 
length  of  submucous  portion,  1  cm.  Length  of  vesical-wall  por- 
tion, 1  cm.  Direction  of  canal  in  submucous  portion  is  straight. 
Direction  of  canal  in  vesical-wall  portion  is  oblique.  Thickness 
of  septum  between  submucous  portion  and  vesical  cavity  is  2 
mil  imeters.  Transverse  thickness  of  Vesical  wall  at  exit  of 
ureter  is  1  cm.  Left  ureter:  length  of  submucous  portion  is  .75 
cm.;  length  of  vesical-wall  portion,  1    cm.     Otherwise  the  same. 

13. — Female.  One  hundred  and  forty  pounds.  Age  (?). 
Adult.  Recent  subject.  Right  ureter:  length  of  submucous 
portion,  .75  cm.;  length  of  vesical-wall  portion  is  .50  cm.  Direc- 
tion of  canal  in  submucous  portion  is  oblique.  Direction  of  canal 
in  vesical-wall  portion  is  oblique.  Thickness  of  septum  between 
submucous  portion  and  vesical  cavity  is  2  mi  limeters.  Trans 
verse  thickness  of  vesical  wall  at  exit  of  ureter  is  .75  cm.  Lefl 
ureter:  length  of  submucous  portion,  1  cm.;  length  of  vesical-wall 
portion,  .50  cm.     Otherwise  the  same. 

14. — Female,  sixty  years.  One  hundred  and  si\tv  pounds, 
Cardiac.  Recent  case.  Right  ureter:  length  of  submucous 
portion,  1.25  cm.;lenglh  of  vesical  wall  portion,  [.25  cm.  Direc- 
tion of  canal  in  submucous  portion  is  straight.  Direction  of  canal 
in  vesical-wall  portion  is  oblique.  Thickness  of  septum  between 
submucous  portion  and  vesical  cavity  is  2  millimeters.  Trans- 
verse  thickness  of  vesical  wall  at  exit  of  ureter  is  1  cm.  Left 
ureter:  length  of  submucous  portion,  1.25  cm.;  length  of  vesical- 
wall  portion,   1.25  cm.     Otherwise  the  same 

15. — Male,  thirty  five.  One  hundred  and  thirty-five  pounds. 
Pneumonia.  Recent  case.  Right  ureter:  length  of  submucous 
portion,  .25  cm;  length  of  vesical  wall  portion,  1  cm.  Direction 
of  canal  in  submucous  portion  is  oblique.  Direction  6f  canal  in 
vesical  wall  portion  is  oblique.  Thickness  of  septum  between 
submucous  portion  and  vesical  cavity  is  2  millimeters.  Trans 
verse  thickness  of  vesical  wall  at  exit  of  ureter,  I'cm.     Left  ureter' 
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length  of  submucous  portion,  2.50  cm.;  length  of  vesical-wall 
portion,  icm.  Direction  of  canal  in  submucous  portion  is  straight; 
direction  of  canal  in  vesical-wall  portion  is  oblique. 

16. — Female,  sixty.  One  hundred  and  forty-five  pounds. 
Cardiac.  Recent  case.  Right  ureter:  length  of  submucous  por- 
tion, 1  cm.;  length  of  vesical-wall  portion,  .50  cm.  Direction 
of  canal  in  submucous  portion  is  straight.  Direction  of  cana!  in 
vesical-wall  portion  is  oblique.  Thickness  of  septum  between 
submucous  portion  and  vesical  cavity  is  2  millimeters.  Trans- 
verse thickness  of  vesical  wall  at  exit  of  ureter  is  .50  cm.  Left 
ureter:  length  of  submucous  portion,  1  cm.;  length  of  vesical-wall 
portion  is  .50  cm.     Otherwise  the  same. 

17. — Female,  forty -eight.  One  hundred  and  ten  pounds 
Exophthalmic  goitre.  Recent  subject.  Right  ureter:  length  of 
submucous  portion,  2.25  cm.;  length  of  vesical-wall  portion,  1.25 
cm.  Direction  of  canal  in  submucous  portion  is  straight. 
Direction  of  canal  in  vesical-wall  portion  is  oblique.  Thickness 
of  septum  between  submucous  portion  and  vesical  cavity  is  2 
millimeters.  Transverse  thickness  of  vesical  wall  at  exit  of  ure- 
ter, 1  cm.  Left  ureter:  length  of  submucous  portion,  2  cm.; 
length  of  vesical-wall  portion,  1  cm.     Otherwise  the  same. 

18. — Female,  sixty-five.  One  hundred  and  seventy-five 
pounds.  Apoplexy.  Recent  subject.  Right  ureter:  length  of 
submucous  portion,  1.50  cm.;  length  of  vesical-wall  portion, 
.  75  cm.  Direction  of  canal  in  submucous  portion  is  straight. 
Direction  of  canal  in  vesical-wall  portion  is  oblique.  Thickness 
of  septum  between  submucous  portion  and  vesical  cavity  is  2 
millimeters.  Transverse  thickness  of  vesical  wall  at  exit  of  ure- 
ter is  1.25  cm.  Left  ureter:  length  of  submucous  portion,  .75 
cm.;  length  of  vesical-wall  portion,  .50  cm.     Otherwise  the  same. 

19. — Male,  forty-five.  One  hundred  and  sixty  pounds. 
Fracture  of  base  of  skull.  Recent  subject.  Right  ureter:  length 
of  submucous  portion,  1.50  cm.;  length  of  vesical-wall  portion, 
.75  cm.  Direction  of  canal  in  submucous  portion  is  straight; 
direction  of  canal  in  vesical-wall  portion  is  oblique.  Thickness 
of  septum  between  submucous  portion  and  vesical  cavity  is  2 
mil  imeters.  Transverse  thickness  of  vesical  wall  at  exit  of 
ureter,  1.25  cm.  Left  ureter  length  of  submucous  portion, 
2  cm  Length  of  vesical- wall  portion,  .75  cm.  Otherwise  the 
same. 

20. — Female,  sixty.  One  hundred  and  sixty  pounds.  Acute 
septicemia.  Recent  subject.  Right  ureter:  length  of  sub- 
mucous portion,  1.5  cm.;  length  of  vesical  wall  portion,  1.5  cm. 
Direction  of  canal  in  submucous'portion  is  straight.  I'irection 
of  canal  in  vesical  wall  portion  is  oblique.  Thickness  of  septum 
between  submucous  portion  and  vesical  cavity  is  2  millimeters. 
Transverse  thickness  of  vesical  wall  at  exit  of  ureter.  1.25  cm. 
Left  ureter:  length  of  submucous  portion,  .25  cm.;  length  of 
vesical-wall    portion,  1.25  cm.     Otherwise  the  same. 

21. — Male,    forty-five.        One    hundred    and    thirty    pounds. 
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Cardiac.  Recent  Subject.  Right  ureter:  length  of  submucous 
portion,  1.5  cm.;  length  of  vesical-wall  portion,  .75  cm. 
Direction  of  canal  in  submucous  portion  is  straight.  Direction 
of  canal  in  vesical-wall  portion  is  oblique.  Thickness  of  sep- 
tum between  submucous  portion  and  vesical  cavity  is  2  milli- 
meters. Transverse  thickness  of  vesical  wall  at  exit  of  ureter, 
1.25  cm.  Left  ureter:  length  of  submucous  portion,  1.5  cm.; 
length  of  vesical-wall  portion,   .75  cm.     Otherwise  the  same. 
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Fig.  5. — Photograph  of  microscopic  slide      Recent  cadaver.     Showing  middle 
t  layer  of  mua  les  of  the  bladder.     Nole  how  the  muscles  1  oil  around  the 
ureter.   Contraction  of  these  musi  les  would  lend  to  1  lose  the  <  anal      From  Sabotta 
(Human  Anatomy,  Phila.,  [906.     11.  p.  i-'--.     Fig.   i:>/'. 

THE  MUSCLES  OF  THE  URETER 

The  musculature  of  the  ureter,  according  to  Sabotta  [Human 
Anatomy,  Phil.,  (906,  vol.  ii,  p.  123)  is  independent  of  that 
of  the  bladder.  I  he  muscles  of  the  ureter  extend  down  in  a 
longitudinal  direction  and  enter  the  muscular  layers  of  the 
bladder  and  become  lost  in  the  muscles  of  the  trigone.     Accord- 
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ing  to  Kalischer  {Urogenital  Musktdatur  des  Dammes,  Berlin, 
1901,  p.  151),  the  musculature  of  the  trigone  is  not  related  with 
the  transverse  or  middle  layer  of  the  muscles  of  the  ureter 
and  with  the  circular  muscles  of  the  urethra. 

Halle  (Un'tcrites  et  Pyelites,  Paris,  1887,  p.  29)  agrees  in  the 
main  with  Kalischer.  Halle  states  that  the  long  ureteral  muscle 
fibers  are  quite  distinct  from  the  muscle  fibers  of  the  bladder,  and 
he  maintains  that  they  are  separated  from  one  another  by 
connective  tissue. 

A  C 


I  i'     '1   —Photograph  of  microscopic  slide.     Recent  cadaver.     The  longitudinal 

i !    ;  of  the  ureter  which  help  to  open  the  orifice.     A,  Internal  bladder  surface. 

B,   Ureteral  orifice.     C,  Longitudinal  muscle. 

The  muscles  of  the  bladder  wall  proper  are  of  three  kinds: 
the  longitudinal  or  external,  poorly  developed;  the  middle  or  cir- 
cular which  are  well  developed  and  strong;  and  there  is  likewise 
an  internal  longitudinal  layer  which  is  less  developed  than  the 
other   two. 

I  wish  to  call  particular  attention  to  the  muscles  of  the  bladder 
along  the  course  of  the  vesical-wall  portion  of  the  ureter.  A 
glance  at  Fig.  5,  taken  from  Sabotta  {Human  Anatomy,  Phila., 
1906,  p.  122,  Fig.  479),  shows  very  well  how  circular  bands  of 
muscle  curl  around  the  ureter  just  below  the  point  of  exit  from 
the  bladder.      It  is  easy  to  understand  how  contraction  of  these 
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fibers  would  close  the  canal.  I  have  found  in  my  dissections 
somewhat  similar  circular  fibers  situated  directly  in  front  of  the 
ureter  as  it  courses  through  the  vesical-wall  portion.  Both  the 
posterior  and  the  anterior  circular  fibers  are  well  pictured  in  Figs. 
3  and  4,  which  are  photographs  of  mounted  specimens  of  human 
bladders.  It  is  easy  to  see  how  contraction  of  these  two  sets  of 
muscles  would  firmly  close  the  ureteral  canal. 

The  muscles  of  the  ureteral  orifice  are  of  two  kinds,  those 
which  close  the  orifice  and  those  which  open  it.  The  muscles 
which  close  the  orifice  are  the  longitudinal  muscles  which  are 
continued  from  the  sides  of  the  ureter  down  into  trie  trigone. 
Longitudinal  fibers  obliquely  placed,  running  into  the  trigone, 
open  the  orifice.     These  are  seen  in  Fig.  6. 

MECHANISM    OF    CLOSURE    OF    THE    CANAL. 

Much  stress  has  been  laid  upon  the  fact  that  distention  of 
the  bladder  exerts  pressure  on  the  ureteral  canal  as  it  courses 
through  the  bladder  walls,  and  so  prevents  relux.  The  greater 
the  pressure,  the  less  the  chance  of  reflux.  This  is  undoubtedly 
the  main  factor  in  preventing  reflux,  because  in  experimenting 
with  sixteen  cadavers  under  conditions  in  which  muscular  con- 
traction could  be  eliminated,  reflux  was,  in  my  experiments, 
absent  with  but  a  single  exception,  and  in  this  case  the  orifice 
of  the  ureter  was  diseased.  Young  {Johns  Hopkins  Hospital 
Bulletin,  1898,  lxxxvii,  105)  in  two  cadavers  likewise  failed  to  get 
reflux.  Young's  experiments  were  the  only  ones  I  could  find 
in  the  literature.  In  both  my  own  and  in  Young's  experiments, 
fluid  was  forced  into  the  bladder  under  great  pressure. 

I  believe  that  the  action  of  the  circular  muscles,  already  de- 
scribed, must  also  have  a  large  part  in  preventing  reflux,  and 
this  view  is  also  taken  by  Guyon  {Mai.  des  Votes  Urinaires, 
Paris,  1896,  p.  445)  who  called  attention  to  the  posterior  circular 
muscles  and  commented  on  their  action  in  preventing  reflux. 
In  his  experiments  on  animals,  reflux  always  occurred  when 
these  posterior  fibers  were  cut. 

As  to  which  portion  of  the  ureteral  canal  is  of  more  importance 
with  reference  to  reflux,  the  submucous  or  the  vesical  wall  portion, 
I  cannot  definitely  say.  In  sonic  of  my  dissections  the  sub- 
mucous portion  wasverj  short  (.25  cm.),  audit  is  haul  foi  me  to 
see  how  such  a  shorl  canal  can  be  reckoned  with  in  preventing 
fluids  from  regurgitating.  Again,  those  who  use  the  cystoscope 
can  testify  to  the  frequent  patency,  in  life,  of  the  ureteral  orifice, 
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even  with  the  bladder  filled  with  liquid.  The  submucous  por- 
tion is  a  lax  canal,  and  this  is  sometimes  plainly  manifested  on 
passing  a  ureteral  catheter.  On  the  other  hand,  with  a  long  sub- 
mucous portion  it  is  easy  to  see  how  internal  vesical  pressure 
would  approximate  the  two  walls  of  the  ureter  and  so  prevent 
reflux.  With  the  vesical- wall  portion  of  the  ureter  it  is  different. 
Here  we  have  a  tube  coursing  obliquely  in  a  wall  which  is  fairly 
rigid,  with  muscular  tissue  in  front  and  behind  it.  Internal  vesi- 
cal pressure  must  tend  to  close  it.  In  some  of  the  cadavers  which 
I  examined,  I  passed  a  probe  into  the  ureter  from  above,  the  blad- 
der having  been  removed  from  the  body  and  greatly  distended 
with  fluid.  In  all  the  cadavers  which  I  examined  in  this  way, 
to  the  number  of  five,  there  was  a  definite  obstacle  to  the  passage 
of  the  probe  exactly  at  the  point  where  the  ureter  courses  through 
the  vesical  wall.  So  that  it  was  evident  to  my  mind  that  the 
vesical-wall  portion  of  the  ureter  played  a  very  important  part 
in  preventing  reflux,  even  in  the  cadaver.  In  life  it  is  reason- 
able to  suppose  that  the  muscles  aid  toward  this  end,  especially 
when  the  bladder  is  full  and  there  is  resulting  spasm  and  presum- 
ably muscular  action. 

REFLUX  OF  FLCIDS  FROM  THE  BLADDER  INTO  THE  URETER  AND 
RfPTCRE  OF  THE  BLADDER. 

A',  flux   m  Animals. 

Under  normal  conditions,  it  is  probable  that  reflux  of  fluids 
into  the  ureter  never  takes  place.  In  conditions  of  disease, 
however,  fluids  enter  with  ease.  We  have  at  present  to  do  with 
reflux  in  conditions  of  health. 

In  order  to  determine  the  question  of  ureteral  reflux,  I  experi- 
mented upon  sixteen  dogs. 

The  technic  was  simple.  The  dogs  were  first  etherized 
and  the  abdomen  was  opened  by  longitudinal  and  transverse 
incisions,  thus  exposing  the  field.  The  ureters  were  then  dis- 
sected from  beneath  the  peritoneum  and  cut  close  to  the  kidney 
ind  th<  free  ends  laid  upon  white  gauze  at  the  side  of  the  animal. 
A  catheter  was  then  passed  into  the  urethra  and  reflux  from  the 
bladder  was  prevented  by  ligaturing  the  urethra  around  the 
cathi  lei.  A  solution  of  methylene  blue  was  then  injected  into 
the  bladder  by  means  of  a  fountain  syringe.  Reflux  was  easy 
io  observe  for  the  blue  at  once  stained  the  white  gauze.  The 
dogs  were  full  grown  and  averaged  from  twelve  to  thirty  pounds 
in  weight. 
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The  dogs  were  divided  into  two  groups  of  eight  each;  in  the 
first  group  the  injection  was  made  rapidly  under  great  pressure 
at  14  feet  elevation;  in  the  second  group  the  injection  was  made 
at  a  gradually  increasing  elevation  of  2,  5,  9,  and  14  feet,  with 
a  pause  of  three  minutes  at  each  elevation. 

With  rapid  distention  of  the  bladder  in  the  first  group  of 
eight  dogs,  reflux  was  observed  six  times,  on  one  side  or  the  other, 
in  the  sixteen  ureters  at  an  elevation  of  14  feet. 

With  gradual  distention,  that  is,  at  2,  5,  9,  and  14  feet,  respect- 
ively, progressing  from  the  low  elevation  to  the  high,  reflux 
was  observed  as  follows :  •■ 

One  at  14  feet, 
One  at  9  feet, 
Six  at  5  feet, 
Three  at  2  feet. 

In  the  remaining  five  ureters  there  was  no  reflux.  The  time 
elapsing  from  the  beginning  of  the  experiment  until  the  reflux 
was  observed  varied  from  thirty  seconds  to  twelve  minutes.  The 
fountain  syringe  was  allowed  to  remain  at  each  elevation  for 
three  minutes.  There  were  thus  eleven  refluxes  in  sixteen 
ureters. 

It  is  interesting  to  observe  that  in  the  sixteen  ureters  in 
which  distention  was  gradual,  there  were  only  five  in  which  no 
reflux  occurred,  while  in  the  other  sixteen  ureters  in  which 
rapid  distention  was  done,  there  were  ten  in  which  no  reflux 
was  observed. 

Guyon  and  Coutade  (Bui.  Med.,  Paris,  1894,  x»  650  found 
the  following  results:  Experimenting  with  thirty-two  rabbits 
they  got  reflux  twenty  times.  They  note  that  when  the  blad 
der  was  in  a  state  of  contraction,  reflux  was  more  apt  to  occur. 
When  the  bladder  was  inert  and  easily  distended,  this  reflux 
was  less  apt  to  occur.  In  the  dog  they  got  reflux  five  times  in 
thirty-two  cases.  They  concluded  that  reflux  never  occurred 
when  the  bladder  offered  no  resistance,  even  when  very  much 
distended,  and  they  also  concluded  that  when  the  bladder  was 
in  a  slate  of  contraction,  reflux  was  possible.  This  contraction 
was  measured  by  1.5  cm.  of  mercury  in  the  rabbit  and  5  cm.  in 
the  dug.  These  same  authors  (quoted  by  F.  Guyon,  Legons Clin 
iques  des  Mai.  des  Votes  Urin.,  Paris,  1894,  ii,  447)  speak  of  the 
well-developed  muscles  which  are  found  behind  the  ureter  as  it 
courses  through  the  bladder  wall.     They  found  these  fibers  well 


GARCEAU:    TREATMENT    OF    CERTAIN    VESICAL   AFFECTIONS.      383 

developed  in  dogs,  and  they  believe  that  the  contraction  of  these 
muscles  serves  in  a  great  measure  to  prevent  reflux  of  fluid. 
They  found  that  when  these  fibers  were  cut,  reflux  was  constant, 

F.  Guyon  (Lefons  Clin,  sur  les  Mai.  des  Voies  Urin.,  Paris. 
1894,  i,  83)  injected  antiseptically  into  the  bladders  of  various 
animals,  vegetable  charcoal  in  suspension.  The  urethra  was  then 
occluded.  Charcoal  was  always  found  in  the  pelvis  of  the  kid- 
ney within  48  hours.  Under  these  circumstances,  however, 
a  different  mechanism  is  brought  into  play. 

Sampson  (Johns  Hopkins  Hospital  Bulletin,  1903,  xiv,  343) 
has  experimented  with  sixteen  dogs.  He  cut  the  ureter  and  im- 
planted it  in  the  bladder  (seven  dogs).  Later  he  injected  a  col- 
ored solution  into  the  bladder,  and  no  reflux  was  found  to  occur, 
either  in  the  ureter  which  had  been  implanted  or  into  the  oppo- 
site one. 

H.  H.  Young  (Johns  Hopkins  Hospital  Bulletin,  1898,  ix,  104) 
experimented  on  a  small  dog  with  an  elevation  of  14  feet  of 
water.      Xo  reflux  occurred. 

Lewin  and  Goldschmidt  (Virch.  Archiv.,  1893,  exxxiv,  48) 
found  reflux  both  by  injecting  under  pressure  and  by  artificial 
retention.  It  always  occurred  in  bladders  not  greatly  distended 
and  still  capable  of  contraction.  The  number  of  times  is  not 
stated  in  the  article.  The  authors  also  found  that  when  the 
pressure  was  exerted  just  after  a  peristaltic  wave  in  the  ureter 
had  reached  the  bladder,  reflux  was  apt  to  occur.  They  noticed 
this  several  times  (loc.  cit.,  p.  54).  The  writers  used  forty 
animals,  but  no  special  statistics  are  given. 

If  we  may  generalize,  we  may  say  that  reflux  is  not  so  apt 
to  occur  in  animals  when  the  bladder  is  distended  rapidly  as  when 
it  is  distended  gradually. 

REFLUX    IN    HUMAN    BEINGS. 

I  have  experimented  with  sixteen  cadavers  for  the  purpose 
of  investigating  the  question  of  reflux.  The  technic  was 
simple.  Milk  or  water  was  forced  into  the  bladder  with  a  David- 
son's syringe  at  a  pressure  of  3  pounds  to  the  square  inch,  meas- 
ured by  means  of  a  simple  water-gauge.  This  pressure  was 
kept  up  for  ten  minutes  in  each  case.  In  thirty-one  of  the  ure- 
ters there  was  no  reflux;  in  one  only  was  there  reflux,  and  in  this 
case  the  ureteral  canal  from  the  entrance  to  the  exit  into  the 
bladder  was  diseased.  It  was  very  easy  to  watch  the  ureters. 
They  were  cut  a  short  distance  above  the  entrance  to  the  bladder 
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and  carefully  observed  during  the  distention.  After  watching 
the  ureter  for  ten  minutes  the  bladder  was  forcibly  distended  at 
a  pressure  varying  from  7  to  10  pounds  until  it  burst.  In  none 
of  the  bladders,  with  the  one  exception,  was  there  reflux  even 
under  this  great  pressure.  In  about  half  the  cadavers  the 
bladder  and  ureters  were  removed  from  the  body  before  the  ex- 
periment began.     This  made  no  difference  in  the  results. 

Young  (Johns  Hopkins  Hospital  Bulletin,  1898,  ix,  104)  ex- 
perimented with  a  cadaver  of  a  male  adult.  He  injected  1,700 
c.c.  at  an  elevation  of  14  feet.  There  was  no  reflux.  In  another 
cadaver  a  similar  result  was  obtained.  These  experiments  are 
the  only  ones  besides  my  own  that  have  been  performed  on 
human  cadavers. 

Judging  from  my  experiments  on  cadavers  and  from  my  clini- 
cal work,  I  should  say  that  reflux  never  occurs  in  life  if  the  ori- 
fices are  normal.  I  have  performed  dilatation  of  the  bladder 
many  times  and  I  have  never  seen  any  ill  effects  following  it, 
with  but  three  exceptions.  The  first  case  was  evidently  tmsuiteo 
for  this  treatment:  the  patient  had  a  "golf-hole"  ureter,  and  in- 
flux was  certain  to  occur.  In  this  case  the  bladder  was  very 
much  contracted  and  there  was  a  stricture  of  the  ureter.  I 
thought  I  might,  by  dilating  the  bladder,  do  a  ureteral  resection 
later,  and  I  was  willing  to  take  the  risk  of  dilatation  with  this  in 
view.  She  had  a  severe  colic.  In  the  other  two  cases  there  was 
a  very  slight  hemorrhage  following  the  dilatation,  which  soon 
Mibsided. 

I  do  not  believe  that  even  if  reflux  did  take  place  much 
harm  would  result,  even  if  the  fluid  were  germ-laden.  The 
kidney  is  constantly  secreting  germs  which  do  not  prove  to  be 
harmful  provided  the  mucous  membrane  of  the  urinary  tract  is 
intact.  Reflux,  of  course,  occurs  sooner  or  later  when  there  is 
retention  of  urine  in  the  bladder  due  to  obstruction.  If  the 
urine  is  germ-laden,  infection  of  the  upper  passages  is  certain 
Hut  this  is  an  entirely  different  problem,  for  here  wehavecon 
tinued  disturbances  in  circulation  which  favor  easy  infection. 
It  seems  to  me  that  the  e\  idence  is  in  favor  of  the  innocuousness 
of  dilatation.  If  we  dilate  rapidly,  the'  clanger  of  reflux  will  be 
much  lessened. 

RUPTURE    IX    ANIMALS. 

In  order  to  determine  the  rupture  point  of  the  bladder,  I 
experimented  on  sixteen  dogs 
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The  dogs  were  divided  into  two  groups.  In  the  first  group 
of  eight  dogs,  the  bladder  was  distended  gradually  at  a  progress- 
ive elevation  of  2,  5,  9,  and  14  feet.  The  elevations  were  for 
three  minutes  each.  Three  bladders  ruptured  at  an  elevation 
of  5  feet,  one  at  9,  three  at  14,  and  in  one  remaining  dog  no 
rupture  occurred  at  14  feet  elevation,  but  there  was  a  general 
ooze  which  came  through  the  peritoneal  surface  of  the  bladder. 
The  internal  coats  were  ruptured  and  the  fluid  oozed  through 
the  peritoneum. 

In  the  other  eight  dogs,  with  an  elevation  of  14  feet  from 
the  outset,  rupture  occurred  without  exception  at  a  time  vary- 
ing from  thirty  seconds  to  two  minutes.  Males  held  more  than 
females.  <  >ne  male  bladder  ruptured  at  14  feet  with  a  capacity 
of  1,200  c.c.  In  most  of  the  cases  the  bladder  held  from  300  to 
350  c.c.  before  bursting.  In  every  case  the  rent  was  on  the  pos- 
terior wall  and  was  longitudinal,  and  from  1  to  4  inches  in 
length. 

James  (Edinburgh  Medical  Journal,  187S  xxiv,  408)  experi- 
muited  with  sixteen  sheep.  All  these  bladders  were  ruptured 
at  an  elevation  varying  from  3  1  2  to  9  feet.  The  time  varied 
from  one  minute  to  eighty  minutes.  The  amount  of  fluid  con- 
tained varied  from  900  c.c.  to  2,000  c.c. 

James,  in  commenting  on  these  results,  says  that  the  greater 
the  pressure,  the  more  rapidly  the  bladder  will  burst  and  the 
smaller  the  amount  of  water  required.  In  James'  experiments, 
the  bladder  burst  near  the  neck. 

James'  article  was  a  very  good  one.  He  called  attention 
{loc.  11I-,  p.  2i>'))  to  the  fact  that  the  strength  of  the  bladder  is 
measured  by  th.-  diameter.  If  this  is  doubled,  the  strength 
will  be  halved;  thai  is,  the  more  the  bladder  is  stretched,  the 
less  the  wall  will  be  able  to  withstand  internal  pressure.  James 
also  called  attention  to  tin-  fact  that  there  are  really  two  points 
to  be  considered  in  determining;  the  question  of  rupture.  A 
bladder  which  is  stretched  at  mice  bursts  at  a  certain  pressure, 
whereas  one  which  is  stretched  gradually  and  slowly  bursts  at 
another  pressure.  The  latter  is  called  proof  tenacity,  and  the 
former  ultimate  tenacity.  for  clinical  purposes,  the  ultimate 
is  the  only  one  which  need  In-  considered. 

RUPTURE    IN    HUMAN    BEINGS, 

In  the  sixteen  human  bladders  with  which  I  experimented 
there   were  seven   females   and   nine   males.      The   bladders   were 
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injected  at  a  pressure  of  from  three  to  four  pounds  for  a  period 
of  ten  minutes.  In  no  instance  did  rupture  occur.  The  amounts 
held  during  this  time  varied  from  500  c.c.  to  1,500  c.c,  females 
holding  quite  as  much  as  males.  Then  the  bladders  were  rapidly 
injected  until  they  burst.  The  amounts  held  when  the  bursting 
took  place  is  as  follows: 


Females. 

1000 

c.c. 

1200 

c.c. 

1 100 
1800 

c.c. 
c.c. 

75o 

800 

1800 

c.c. 
c.c. 
c.c. 

Males. 

1000 

c.c. 

1210 

c.c. 

1710 

c.c. 

1500 

c.c. 

1200 

c.c. 

1 100 

c.c. 

goo 

c.c. 

1800 

c.c. 

1000 

c.c. 

The  point  of  rupture,  its  extent  and  nature,  is  indicated  in  the 
following  table: 

1.  Anterior  superior;  pinhole;  complete. 

2.  Anterior  superior;  pinhole;  complete. 

3.  Anterior  superior;  large  rent;  complete. 

4.  Posterior  superior,  left;  large  rent;  incomplete;  inner  and 
middle  coats  only.     Ooze  through  peritoneum. 

5.  Anterior  lateral,  right;  2  cm.  in  length;  complete. 

6.  Vertex,  anteroposterior;  2  cm.;  complete. 

7.  Anterior  superior,  right;  pinhole;  complete. 

8.  Left  anterior  wall,   longitudinal;  incomplete;  middle   and 
inner  coats  only.     Ooze  through  peritoneum. 

9.  Anterior  left  lateral,  longitudinal;  incomplete.      Middle  and 
inner  coats  only,  2  cm.      Ooze  through  peritoneum. 

10.  Anterior    right    lateral;    incomplete.      Middle    and    inner 
coats  only,  2  cm.     Ooze  through  peritoneum. 

11  Anterior    right    lateral;    incomplete.      Middle    and    inner 

coats  only,  2  cm.     Ooze  through  peritoneum. 

[2.  Midline  posterior  wall;  middle  and  inner  coats  only,  1  cm. 

Rent  below  reflection  of  peritoneum.     1  toze  in  cellular  tissue. 

13.  Anterior  upper  left  wall,  2  cm.     Incomplete. 

14.  Anterior  left  wall;  incomplete;  middle  and  inner  coats  only, 
.'  cm.  Ooze  through  peritoneum. 

15.  Anterioi  uppei  right  wall,  2  cm.;  complete. 

16.  Anterior  lateral  upper  left  wall,  longitudinal,  _'  cm.;  com- 
plete. 

It  will  thus  be  seen  that  complete  rupture  occurred  nine  times, 
and  incomplete,  seven  times.      The  rents  were,  ;is  a  rule,  small, 
no!    over    2    or    }    cm     long       The    teai     was  always  jagged   and 
clear  cut 
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James  experimented  with  twenty  human  bladders,  but  his 
results  are  not  well  tabulated;  his  technic  was  also  imperfect. 
Instead  of  injecting  water  directly  into  the  bladder,  he  removed 
it  and  put  into  it  a  rubber  balloon  which  was  injected  underneath 
the  bladder  walls.  Nevertheless,  his  experiments  are  interesting  : 
In  one  case  (loc.  cit.,  p.  400)  that  of  a  strong  boy,  with  a  head  of 
water  of  6  feet,  the  bladder  did  not  burst  for  seventy-two  hours. 
At  the  end  of  that  time  it  contained  480  c.c.  It  burst  at  once 
with  a  head  of  10  feet  of  water  with  the  same  capacity.  In 
another  case,  that  of  a  strong  male,  thirty-four  years  old,  the 
bladder  took  1,500  c.c.  at  once.  Atapressureof  4  1/2  feetof  water 
it  burst  at  the  end  of  sixty  hours,  and  its  capacity  was  2,040  c.c. 

Delbet  (Anat.  Chir.  de  la  Vesie,  Paris,  1895,  p.  7)  quotes  Bouley 
{These  de  Paris,  1883,  p.  101)  who  ruptured  a  human  bladder  in 
a  cadaver  at  1,300  c.c.  The  same  author  quotes  Duchastelet 
{These  de  Paris,  1886,  p.  24)  who  ruptured  bladders  in  cadavers 
with  a  capacity  of  from  1,000  to  1,600  c.c.  Delbet  himself  (loc. 
cit.,  p.  8)  did  experiments  likewise  on  cadavers  and  ruptured 
the  bladders  with  1,400  to  2,200  c.c. 

Kausch  (Arch./,  klin.  Chir.,  Berlin,  1907,  lxxxiii,  81),  in  com- 
menting on  the  danger  of  rupturing  the  bladder,  is  able  to  state 
that  no  case  has  been  found  in  literature  of  rupture  of  the  bladder 
following  dilatation. 

Skene  (Diseases  of  Women,  New  York,  18S9,  p.  752),  however 
speaks  of  the  case  of  a  woman  who  had  long-continued  cystitis. 
She  had  a  habit  of  wearing  a  catheter  at  night.  After  many 
years  of  suffering,  dilatation  was  tried.  After  the  first  and  only 
injection,  severe  pain,  collapse,  and  death  followed.  At  the  au- 
topsy a  perforation  was  found  at  the  site  where  the  catheter 
had  lain  so  many  years.  The  catheter  had  eroded  the  bladder. 
This  is  the  only  case  of  rupture  I  have  been  able  to  find  in  litera- 
ture 

I  think  that  if  care  is  used  and  if  the  elevation  of  the  water  is 
Mil  i"(>  great,  there  is  no  danger  of  bursting  the  human  bladder 
in  life.  A  sale  index  of  the  amount  of  fluid  the  patient  can  stand 
is,  I  believe,  the  sensation  of  the  patient 

Some  prefer  to  use  pressure  of  a  head  of  water.  This  gives 
uniform  results  and  the  pressure  can  be  regulated.  A  head  of 
water  from  4  to  6  feet  is,  I  am  convinced  from  my  experiments, 
perfectly  safe.  Under  these  circumstances,  the  amount  of 
pressure  used  is  not  more  than  from  two  to  three  pounds  per 
square  inch.      I  have  exerted  this  amount  of  pressure  on  sixteen 
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cadavers  without  ill  results.  On  a  delicate  boy,  eighteen  years, 
who  died  from  progressive  muscular  atrophy,  a  pressure  of  three 
pounds  per  square  inch,  equal  to  a  head  of  water  6  feet  high, 
was  successfully  withstood.  It  required  a  pressure  of  ten  pounds 
per  square  inch  to  rupture  the  bladder;  this  equals  a  head  of 
water  20  feet  high.  Young  (Johns  Hopkins  Hospital  Bulletin, 
1898,  ix,  107)  was  also  able  to  get  excellent  results  in  dilatation 
with  a  head  of  water  4  feet  high.  With  this  head  of  water,  one 
can  do  all  that  is  necessary. 

EXPERIMENTS    TO    DETERMINE    THE    RUPTURE-POINT    AND    REFLUX 
IN    ANIMALS. 

(I  think  it  is  not  reasonable  to  draw  any  positive  conclusions 
from  experiments  on  dogs,  with  reference  to  th°  rupture-point 
and  reflux.  The  bladders  in  these  little  animals  are  very  delicate, 
far  more  delicate  than  those  in  human  beings,  and  it  is  astonish- 
ing that  they  could  stand  as  much  pressure  as  they  did.) 

Exp  rimenh   to  D  i  rmin     Rup'.we  and    Reflux  in   Animrls. 

Dog  No.  1. — Twenty-five  pounds,  well-built  male.  Gradually 
increasing  pressure,  2,  5,  9,  14.  feet.  Ruptured  in  7  minutes; 
posterior  surface  of  the  bladder,  longitudinal,  3  inches,  1,200  c.c. 
Xo  reflux  on  the  left.      Reflux  on  the  right. 

Dog  No.  2. — Twenty  five  pounds,  female.  Gradually  in- 
creasing pressure,  2  feet.  Rupture  in  six  minutes.  Rent  in 
summit  of  the  bladder,  550  c.c.  Reflux  on  right  side.  Reflux 
on  left  side. 

Dog  Xo.  3. — Fifteen  pounds,  female  Gradually  increasing 
pressure.  Geneial  ooze  at  5  feet,  from  the  posterior  wall  of  the 
bladder,  350  c.c.  Reflux  on  right  side  at  2  feet  in  three  minutes. 
Reflux  on  left  at  5  feet  in  four  minutes. 

Dog  Xo.  4. — Thirteen  pounds,  female.  Gradually  increasing 
pressure.  General  ooze  from  the  posterior  wall  at  5  feet,  350  c.c 
Reflux  on  the  left  at  5  feet.      Reflux  011  the  right  at  5  feet. 

Dog  Xo.  5. — Twenty  pounds,  female.  Gradually  increasing 
pressure.  General  ooze  at  ,s  feet.  Xo  rupture,  son  c.c.  Xo 
reflux  on  left  at  14  feet.     No  reflux  on  righl  at  14  feet. 

Dog  Xo.  6.  Twenty  two  pounds,  female.  Gradually  increas 
ing  pressure.  General  ooze  at  5  feet.  Ruptured  at  14  feet, 
71")  c.c.  Reflux  on  the  righl  at  2  feet.  Reflux  on  the  left  al  2 
feet. 

Dog  No.  7.  Thirty  pounds,  female  Gradually  increasing 
pressure.  General  ooze  at  5  feet.  Ruptured  at  9  feet.  Rent 
longitudinal  on  posterior  wall,  2  inches,  600  c.c.  Xo  reflux  on 
lei  1        \o    reflux  on  light. 

Dog  No.  8.  Ten  pounds,  male.  Gradually  increasing  pressure- 
Ruptured  .11    1  1  Feel       Kin t  in  the  posterior  wall,  longitudinal, 
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3  inches,  300  c.c.  Reflux  on  left  at  5  feet.  Reflux  on  right  at  9 
feet. 

Dog  No.  9. — Twelve  pounds,  female.  Rapid  pressure  at  14 
feet.  Ruptured  in  3  seconds.  Posterior  wall,  longitudinal,  3 
inches,  350  c.c.     Reflux  on  right.     Reflux  on  left. 

Dog  Xo.  10. — Fifteen  pounds,  female.  Rapid  pressure  at  14 
feet.  Ruptured  in  30  seconds.  Posterior  surface,  longitudinal, 
3  inches,  650  c.c.      Reflux  on  the  left.      Reflux  on  the  right. 

Dog  No.  11. — Twenty  pounds,  female.  Rapid  distention. 
Ruptured  in  30  seconds.  Posterior  wall,  longitudinal,  3  inches, 
C.c.      Xo  reflux  on  right.      Xo  reflux  on  left. 

Dog  Xo.  12. — Twenty  pounds,  female.  Rapid  distention,  14 
feet.  Ruptured  in  thirty  seconds,  posterior  wall,  longitudinal, 
3  inches,  400  c.c.      Reflux  on  left.      Reflux  on  right. 

Dog  Xo.  13. — Fifteen  pounds,  male.  Rapid  distention.  Rup- 
tured in  ten  seconds.  Posterior  wall,  longitudinal,  2  inches,  300 
c.c.      Xo  reflux  on  left.      No  reflux  on  right. 

Dog  Xo.  14. — Twelve  pounds,  male.  Rapid  distention  at  14 
feet.  Ruptured  in  ten  seconds.  Posterior  wall,  longitudinal, 
2  inches,  350  c.c.     Xo  reflux  on  left.     Xo  reflux  on  right. 

Dog  No.  15. — Twenty-two  pounds,  female.  Rapid  distention 
al  1  1  net.  Ooze  at  the  end  of  1  minute.  Ruptured  at  the  end 
of  2  minutes.  Posterior  wall,  longitudinal,  2  inches,  850  c.c. 
Xo  reflux  on  left.      Xo  reflux  on  right. 

Dog  No.  16. — Seven  pounds,  female.  Rapid  distention. 
Ruptured  in  10  seconds,  posterior  wall,  longitudinal.  3  inches, 
200  c.c.      No  reflux  on  left.      No  reflux  on   right. 

EXPERIMENTS    TO    DETERMINE    RUPTURE    AND    REFLUX    IN    HUMAN 
BEINGS. 

I  performed  the  following  experiments  upon  sixteen  cada- 
vers for  the  purpose  of  determining  the  rupture-point  of  the 
bladder: 

1. — Male,  eighteen.  Emaciated.  Progressive  muscular  atro- 
phy. Three  pounds'  pressure  for  ten  minutes;  no  rupture. 
Ten  pounds'  pressure  (20  feet  of  water) ;  rupture  two  minutes  later. 
Pinhole  opening  in  the  anterior  superior  part  of  the  bladder. 
Amount  injected,  [,000  c.c.     No  reflux  on  either  side. 

Male,     thirty-four.       Emaciated.       Purulent     meningitis. 

Three  pounds' pressure  for  io minutes;  no  rupture.    Eight  pounds' 

ir»     foi    t"o    minutes;    rupture,     Pinhole   opening   in    the 

anterior  superior  part  of  the  bladder.     Amount  injected,  1 ,2  10  c.c. 

Xo  reflux  on  either  side. 

.;  Male,  twenty-eight.  Robust.  Accidental  death.  Three 
pounds'  pressure  for  ten  minutes;  no  rupture.  Ten  pounds' 
pressure;  rupture  three  minutes  later.  Large  rent  in  the  an- 
terior superior  part  of  the  bladder.  Amount  injected,  1,710 
'■on  c.c.  injected  without  rupture  at  3  pounds'  pressure). 
No  reflux  on  either  side. 
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4  Male,  twenty-nine.  Accidental  death  (broken  neck). 
Two  pounds'  pressure  ten  minutes;  no  rupture.  Eight  pounds' 
pressure;  rupture  five  minutes  later.  Large  rent  in  posterior 
superior  left  part  of  bladder.  Rupture  involved  inner  and  mid- 
dle coats  and  not  peritoneal  at  all.  Ooze  through  peritoneal. 
Amount  injected,  1,500  c.c.  (Amount  injected  without  rupture, 
660  c.c,  at  three  pounds'  pressure.)  No  reflux  either  side  at 
three  and  five  pounds;  reflux  in  left  at  eight  pounds,  one  or  two 
drops.  On  opening  the  bladder  it  was  found  that  the  left  ureteral 
orifice  was  patulous  and  that  the  canal  was  also  patulous.  Much 
injection  of  eminence.  Evidence  of  ureteritis.  Remarks:  left 
ureteral  canal  diseased,  hence  reflux. 

5. — Female,  sixty.  Myelitis.  Three  pounds'  pressure,  ten 
minutes;  no  rupture.  Ten  pounds'  pressure;  rupture  three 
minutes  later.  Rent  in  anterior  lateral  wall,  2  cm.  Amount 
injected,  1,000  cm.  Amount  injected  without  rupture,  800  cm. 
at  three  pounds  pressure.  No  reflux  either  side  at  three  pounds. 
No  reflux  from  either  side  at  ten  pounds. 

6. — Male,  age  (?).  One  hundred  and  eighty  pounds.  Four 
pounds'  pressure,  ten  minutes;  no  rupture.  Ten  pounds'  pres- 
sure; rupture  four  minutes  later.  Rent  in  vertex,  anteroposte- 
rior, 2  cm.  Amount  injected,  1,100,  cm.  Amount  injected 
without  rupture  at  four  pounds,  900  c.c.  Xo  reflux  either  side 
at  four  pounds.     No  reflux  either  side  at  ten  pounds. 

7.  Male,  thirty-five.  Chronic  interstilal  nephritis.  Three 
pounds'  pressure,  fifteen  minutes;  no  rupture.  Eight  pounds' 
pressure;  rupture  three  minutes  later.  Pinhole  rent  in  anterior 
upper  w^all  to  the  right.  Amount  injected,  1,200  c.c;  at  three 
pounds,  1,050  c.c.  Xo  reflux  either  side  at  three  pounds.  Xo 
reflux  cither  side  at  eight  pounds. 

8. — Female.  Adult.  Three  pounds  pressure,  ten  minutes;  no 
rupture.  Ten  pounds'  pressure;  rupture  one  minute  later. 
Rent  in  left  anterior  wall,  involving  middle  and  inner  coats. 
Xo  peritoneal  rent.  Ooze  through  peritoneum.  Amount  in- 
jected 1,200  c.c.  Amount  injected  at  three  pounds,  1,110  c.c. 
Xo  reflux  at  three  pounds.     Xo  reflux  at  ten  pounds. 

9  — Female,  sixty  Cardiac.  Four  pounds'  pressure,  ten 
minutes;  no  rupture.  Ten  pound-,'  pressure;  rupture  one  minute 
later.  Renl  in  anterior  left  lateral  wall,  middle  and  inner  coats 
only,  !  cm.  Ooze  through  peritoneum.  Amount  injected,  1,100 
C  C.  Amount  injected  at  lour  pounds.  900  c.c.  No  reflux  at 
four  pounds.      Xo  reflux  at   ten  pounds. 

10. — Male,  thirty-five.  Pneumonia.  Four  pounds  pressure 
ten  minutes;  no  rupture.  Ten  pounds'  pressure,  rupture  two 
minutes  latei  Renl  2  cm.  long  in  anterior  right  lateral  wall. 
Incomplete.     Ooze     through     peritoneum      Amount     injected, 

:.C.      Amount  injected  at   four  pounds    600  C.C.      \o  reflux 

eithei  side  ;it  four  pounds.     No  reflux  either  side  at  ten  pounds 

11  Female,  sixty.  Cardiac.  Four  pounds'  pressure;  ten 
minutes;   no   rupture.     Seven    pounds'    pressure;  rupture  three 
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minutes  later.  Rent  in  upper  right  lateral  wall,  small,  incom- 
plete. Ooze  through  peritoneum.  Amount  injected,  i,8ooc.c. 
Amount  injected  without  rupture,  1,500  c.c.  at  four  pounds' 
pressure.  No  reflux  either  side  at  four  pounds.  No  reflux 
either  side  at  seven  pounds. 

12. — Female,  forty-eight.  Exophthalmic  goitre.  Four  pounds' 
pressure,  ten  minutes;  no  rupture.  Eight  pounds'  pressure; 
rupture  a  few  seconds  later.  Rent  in  posterior  wall,  mid- 
line, 1  cm.  Rent  was  below  the  peritoneal  reflection  and  there 
was  oozing  in  the  cellular  tissue.  Amount  injected,  750  c.c. 
Amount  injected  without  rupture,  500  c.c.  at  four  pounds.  No 
reflux  either  side  at  four  pounds.  No  reflux  either  side  at  eight 
pounds. 

13. — Female,  sixty-five.  Apoplexy.  Three  pounds'  pressure, 
ten  minutes;  no  rupture.  Eight  pounds'  pressure;  rupture 
three  minutes  later.  Rent  in  anterior  wall  to  left,  high  up,  2  cm. 
Amount  injected,  Soo  c.c.  Amount  injected  without  rupture, 
600  c.c.  at  three  pounds'  pressure.  No  reflux  either  side  at 
three  pounds.     Xo  reflux  either  side  at  eight  pounds. 

14. — Male,  forty-five.  Fracture  of  base  of  skull.  Three 
pounds'  pressure,  ten  minutes;  no  rupture.  Eight  pounds' pres- 
sure; rupture  two  minutes  later.  Rent  in  anterior  left  wall  high 
up,  2  cm.  Incomplete.  Ooze  through  peritoneum.  Amount 
injected,  1,800  c.c.  Amount  injected  without  rupture,  1,500  c.c. 
at  three  pounds'  pressure.  No  reflux  at  three  pounds.  No 
reflux  at  eight  pounds. 

15. — Female,  sixty.  Acute  septicemia.  Three  pounds'  pres- 
sure, ten  minutes;  no  rupture.  Eight  pounds'  pressure,  rupture 
three  minutes  later.  Rent  anterior  lateral  wall,  2  cm.  Amount 
injected,  1,800  c.c.  Amount  injected  without  rupture,  1,200  c.c. 
at  three  pounds'  pressure.  No  reflux  either  side  at  three  pounds. 
No  reflux  either  side  at  eight  pounds. 

10  Male,  forty-five.  Cardiac.  Four  pounds'  pressure,  ten 
minutes;  no  rupture.  Eight  pounds'  pressure;  rupture  four  min- 
utes later.  Rent  anterior  lateral  wall,  left,  2  cm.  Longitudinal. 
Amount  injected,  900  c.c.  Amount  injected  without  rupture, 
700  c.c.  at  four  pounds'  pressure.  No  reflux  either  side  at  four 
pounds.     No  reflux  either  side  at  eight  pounds. 

the  treatment  of  certain  vesical  affections  by  hydraulic 

distention;  and  capacity  of  the  bladder  in 

health  and  disease, 

Techtti  . 

As  a  preliminary  to  this  treatment,  cystoscopy  should  always 
be   performed. 

To  dilate  the  bladder,  the  patient  may  be  placed  in  the  dorsal 
position  or,  as  Sinclair  (Medical  Chronicle,  Manchester,  1894,  ii, 
N.  S.  83)  advises,  tin-  side  position.      I   think  the  latter  an  excel- 
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lent  one,  because,  by  using  it,  the  pressure  of  the  abdominal  con- 
tents is  avoided.  The  bladder  is  first  emptied  and  washed  out 
with  a  2  per  cent,  solution  of  boric  acid;  then  about  3  drams 
of  a  5  per  cent,  solution  of  cocaine  are  injected  into  the  bladder 
and  urethra  and  left  there  for  three  minutes.  The  cocaine  is  then 
washed  out.  A  fairly  firm  rubber  catheter  of  large  bore  is  then 
passed  into  the  bladder,  and  with  a  Davidson  syringe  a  2  per 
cent,  solution  of  boric  acid  is  forced  into  the  bladder  rather 
quickly.  Reflux  through  the  urethra  along  the  catheter  may  be 
prevented  by  inserting  the  finger  into  the  vagina  at  the  side  of 
the  catheter  in  the  vicinity  of  the  vesical  neck  and  making  fairly 
firm  pressure  against  it.  When  the  patient  begins  to  complain 
of  pain,  the  injection  should  cease  temporarily.  When  the  blad- 
der has  accustomed  itself  to  the  fluid  within  it,  the  pain  ceases 
and  another  syringeful  may  be  forced  in.  This  may  be  repeated 
at  intervals  of  half  a  minute  or  so  until  the  patient  declares 
that  she  can  stand  no  more.  Usually  she  will  endure  the  treat- 
ment five  minutes. 

Pressure  with  a  syringe  is  intermittent,  at  least  in  cadavers, 
for  I  found  that  after  a  syringeful  of  liquid  had  been  injected 
there  was  an  immediate  rise,  as  registered  by  a  water  gauge;  after 
a  brief  pause,  the  pressure  dropped  almost  to  zero.  I  suppose 
this  is  due  to  the  elasticity  of  the  walls  which  allows  of  accommo- 
dation by  expansion.  With  steady  pressure  by  a  column  of  water 
the  pressure  is  continuous,  and  many  prefer  this  method  of  di- 
lating. The  te'dinic  is  simple,  all  that  is  required  being  a  foun- 
tain syringe  and  a  catheter.  A  head  of  water  from  4  to  <>  feet 
is  safe. 

A  modification  of  the  technic  is  proposed  by  Janet  I  inn. 
dei  Mai.  des  Org.  Gen.  Urin.,  Paris.  1  s « * 5 ,  xiii,  138).  Janet 
dilates  the  bladder  to  its  utmost,  and  the  patient  is  desired  to  hold 
the  water  as  long  as  possible. 

The  treatment  should  be  given  at  intervals  of  3  or  4  days,  but 
in  a  bad  case  it  might  be  advisable  to  give  the  treatment  every 
day  at  first.  Dilatation  should  not  be  done  in  a  bladder  in  which 
there  is  a  "golf-hole"  meter,  one  in  which  there  are  deep  ulcers 
or  in  which  there  are  deep  loculi.  Frequent  cystoscopic  examina- 
tion of  the  bladder  should  be  made  in  ordei  to  see  that  no  harm 
is  being  done.  With  this  precaution,  the  treatment  is  devoid  of 
danger.  Occasionally,  after  long  treatment  of  two  or  three 
months,  there  may  lie  some  tendency  to  loculation  of  the  bladder 
between  the  muscle  fasciculi.      This  takes  place  usuall}  on  tin 
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sides  of  the  bladder.  In  bladders  contracted  by  disease  this 
loculation  does  not  occur.  When  it  does  happen  it  has  no 
significance. 

PERSONAL    CASES. 

Incontinence. 

i. — Female,  twenty-six.  Duration  ten  years.  Bladder  nor- 
mal in  every  way.  Diagnosis:  incontinence,  retroflexion. 
Capacity  without  cocaine,  1S0  c.c;  with  cocaine,  360  c.c.  Di- 
lated three  times  up  to  360  c.c.      Result,  no  benefit. 

Neurasthenia. 

2. — Female,  twenty-five.  Duration  six  months.  Urination 
twelve  times  a  day,  twice  at  night.  Xo  bladder  lesions.  Diag- 
nosis: r.eurasthenia.  Capacity  without  cocaine,  4S0  c.c. ;  with 
cocaine,  660  c.c.  Dilated  six  times  at  intervals  of  four  days 
up  to  810  c.c.  At  the  end  of  this  time  she  was  perfectly  well 
with  reference  to  her  bladder  symptoms.  Urination  three  times 
a  day;  none  at  night. 

Vesical  Hyperemia. 

3. — Female,  forty-two.  Duration  one  year.  Vesical  neck 
and  trigone  very  much  reddened.  Hyperemia  of  the  vesical 
tieck  and  trigone,  also  of  the  posterior  wall  of  the  bladder. 
Lacerated  cervix  and  perineum  and  prolapse.  Capacity  without 
cocaine,  450  c.c;  with  cocaine,  540  c.c.      A  recent  case. 

4.  — Female,  forty-six.  Duration  four  years.  Urination  twel  v  e 
times    a    day,     two    or    three    times    at    night.     Intense    red- 

the  vesical  neck  and  trigone.  Right  floating  kidney- 
Lacerated  cervix  and  perineum,  retroversion,  endometritis. 
Separation  of  the  recti.  Capacity  without  cocaine,  240  c.c; 
with  cocaine,  480  c.c  Dilated  seven  times  at  intervals  of  four 
days  up  to  540  c.c.  Patient  very  comfortable.  Urination  five 
or  six  limes  a  day,  not  at  all  at  night. 

5.  Female,  twenty-seven.  Duration  4  years.  Urination 
eight  times  a  day,  five  times  at  night.  Intense  redness  of  the 
vesical  neck  and  trigone.  Diagnosis:  hyperemia  of  the  vesical 
neck  and  trigone,  lacerated  cervix  and  perineum,  left 
salpingitis.     Capacity  without   cocaine,  480  c.c;  with  cocaine, 

Dilated   only   once.      Disappeared. 

6. — Female,    thirty-six.      Duration    six    weeks.      Intense    red- 

the  vesical  neck  and  trigone.      Diagnosis:  hyperemia  of 

the   vesical    neck  and   triogne,    lacerated    cervix   and   perineum. 

Capacity  without  cocaine,  420  c.c.     No  dilatation.      Disappeared. 

7.  Female,  forty-nine.  Duration  two  years.  Urination 
twenty  to  thirty  times  a  day.  Once  at  night.  A  few  patches  of 
redness  on  the  posterior  wall.  Intense  redness  of  the  vesical 
neck  and  trigone.  Diagnosis:  hyperemia  of  tin-  vesical  neck  and 
trigone  and  of  the  bladder,  anteflexion.     Capacity  without  co- 
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caine,  300  c.c;  withcocailine,  360  c.c.  Dated  six  times  at  intervals 
of  four  days  up  to  750  c.c.  Result,  well.  Urinates  four  times 
a  day;   not   at   all   at  night.     Great  relief. 

8. — Female,  thirty-seven.  Duration  seven  years.  Urination 
six  times  a  day,  eight  times  at  night.  Intervals  when  she  urinated 
less  frequently.  Intense  congestion  of  the  trigone  and  vesical 
neck.  Diagnosis:  hyperemia  of  the  vesical  neck  and  trigone 
and  of  the  bladder,  double  salpingitis.  Capacity  without 
cocaine,  720  c.c;  with  cocaine,  780  c.c.  Dilated  three  times  at 
intervals  of  four  days  up  to  810  c.c.  Great  improvement.  Uri- 
nates six  times  a  day;  not  at  all  at  night.     Feels  very  much  better. 

7. — Female,  forty-two.  Always  had  irritable  bladder  from 
childhood.  Urination  twelve  times  a  day,  three  times  by  night. 
Intense  redness  of  the  vesical  neck  and  trigone.  Diagnosis: 
hyperemia  of  the  vesical  neck  and  trigone,  retroversion. 
Capacity  without  cocaine,  180  c.c.  No  dilatation.  In  this 
case  the  bladder  was  small  from  childhood.  Never  could  hold 
urine  very  long. 

10. — Female,  thirty-nine.  Duration  one  year.  Urination  six 
to  twelve  times  a  day,  two  to  four  times  at  night.  Slight  red- 
ness of  the  vesical  neck  and  trigone.  Double  pyelitis,  chronic 
metritis.  Capacity  without  cocaine,  240  c.c;  with  cocaine,  300 
c.c.      No  dilatation. 

11. — Female,  forty-six.  Duration  six  weeks.  Urinates  ten 
times  by  day,  once  at  night.  Redness  of  the  vesical  neck  and 
trigone,  and  bladder  wall.  Diagnosis:  hyperemia  of  the  vesical 
neck  and  trigone,  anteflexion.  Capacity  without  cocaine, 
360  c.c;  with  cocaine,  480  c.c.  Dilated  four  times  at  intervals 
of  one  week  up  to  500  c.c.  Urination  three  or  four  times  a  day, 
not  at  all  at  night. 

12. — Female,  forty-three.  Duration  one  yeax.  Urination 
fifteen  times  a  day,  twice  at  night.  Redness  of  the  vesical  neck 
and  trigone.  Diagnosis:  hyperemia  of  the  vesical  neck  and  tri- 
gone. Capacity  without  cocaine,  400  c.c.  Dilated  twice  up  to 
600  c.c.  Much  better,  urination  six  times  a  day,  twice  at  night. 
Less  irritability. 

13. — Female,  twenty-three.  Duration  twenty  years,  at  in- 
tervals. Urination  twelve  times  by  day,  total  incontinence  by 
night.  Redness  of  the  vesical  neck  and  trigone.  Diagnosis: 
hyperemia  of  the  vesic  1  neck  and,  trigone,  incontinence,  1  c- 
casional  retention  (probably  hysterical).  Capacity  without 
u  ,   |.8o  <•  c  :  with  cocaine,  S7"  c.c.     Recent  case. 

1  1  Female,  thirty  live.  Duration  one  month.  Urinates 
six  times  by  dav.  twice  by  night.  Redness  of  the  vesical  neck 
and  trigone,  rwo  large  patches  on  tin-  posterior  wall.  Diag 
nosis:  hyperemia  of  the  vesical  neck  and  trigone  and  posterioi 
wall,  right  salpingitis.  Capacity  without  cocaine,  150  c.c; 
with  cocaine,  240  c.c.     No  dilai atioti.     Disappeared. 

15. — Female,    forty.     Frequent    urination    for    fifteen 
Redness  of  the  vesical  neck  and  trigone.     Diagnosis:  hyperemia 
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of  the  vesical  neck  and  trigone,  lacerated  cervix  and  perineum, 
rectocele,  prolapse.  Capacity  without  cocaine,  480  c.c.  Recent 
case. 

.4  c  u  lc  Cystitis. 

16. — Female,  sixty-five.  Duration  two  months.  Urinates 
twenty  to  thirty  times  a  day,  four  times  at  night.  (No  cystos- 
copy). Diagnosis:  acute  cystitis.  Capacity  without  cocaine, 
240  c.c. 

17. — Female,  forty-one.  Duration  six  weeks.  Urination 
ten  to  twenty  times  a  day,  four  or  five  times  at  night.  (No 
cystoscopy.)  Diagnosis:  acute  cystitis,  appendiceal  abscess, 
salpingitis.  Capacity  without  cocaine,  270  c.c;  with  cocaine, 
330  c.c.     Recent  case. 

Chronic  Xonlubcrcitlar  Cystitis. 

18. — Female,  thirty-nine.  Duration  eight  months.  Urinates 
twelve  times  a  day,  once  or  twice  at  night.  Patches  of  redness 
on  the  bladder  wall.  Diagnosis:  chronic  cystitis,  right  floating 
kidney.  Capacity  without  cocaine,  480  c.c;  with  cocaine,  490 
c.c.     No   dilatation.     Disappeared. 

19. — Female,  twenty-two.  Duration  four  years.  Urination 
forty  times  a  day,  twenty  times  at  night.  Capacity  of  bladder 
very  small,  90  c.c.  with  ether.  Diffuse  redness,  numerous  ulcers, 
cicatrices  of  bladder.  Diagnosis:  chronic  cystitis  with  thicken- 
ing, right  suppurative  nephritis,  ureteritis,  nephrectomy.  No  di- 
latation. Two  years  later,  urination  six  times  a  day  and  three 
times  at  night.     This  bladder  dilated  itself. 

20. — Female,  twenty-nine.  Duration  eight  years.  Urination 
ten  to  twelve  times  a  day,  the  same  at  night.  Intense  congestion 
of  the  entire  vesical  mucous  membrane.  Scars,  superficial 
ulcers.  Diagnosis:  chronic  cystitis.  Capacity  without  cocaine, 
210  c.c;  with  cocaine,  360  c.c.     Cystotomy.     Result  unknown. 

21. — Female,  thirty.  Duration  four  months.  Intense  con- 
gest ion  of  the  vesical  neck  and  trigone.  A  few  patches  on  the 
posterior  wall.  Diagnosis:  cystitis.  Capacity,  without  cocaine, 
270  c.c;  with  cocaine,  300  c.c.  Dilated  four  times  at  intervals 
of  four  days  up  to  390  c.c.  At  the  end  of  this  time  no  bladder 
symptoms.      Urination  four  times  a  day.      Not  at  all  at  night. 

22.      Female,    fifty-two.      Duration    six    years.      Incontinence. 
Patches  on   the  posterior  wall.      Diagnosis:  left   pyelitis,  incon 
tinence,    cvstitis.      Capacity    without    cocaine,    y><>  c.c;    with 
cocaine,  350  c.c.     No  dilatation.     Disappeared 

23. — Female,  twenty-seven.  Duration  thirteen  years.  Uri- 
nation twenty  to  thirty  times  a  day,  eight  times  at  night  In- 
tense congestion  of  the  bladder  wall.  Diagnosis:  stricture  oi 
the  right  ureter,  suppurative  nephritis  on  the  right,  pyelitis  on 
left,  cystitis.  Capacity  without  cocaine,  150  c.c;  with  cocaine, 
200  c.c. 

24. — Female,   fifty.      Duration    three   years.      Urination   eight 
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to  ten  times  a  day,  once  at  night.  Universal  redness  of  the  blad- 
der wall,  superficial  ulcerations.  Diagnosis:  right  pyelitis,  cys- 
titis. Capacity  without  cocaine,  390  c.c;  with  cocaine,  450  c.c. 
Xo  dilatation. 

25. — Female,  thirty-six.  Duration  two  years.  Urination 
eighteen  times  a  day,  three  times  at  night.  Redness  of  the  blad- 
der and  trigone.  Diagnosis:  cystitis,  right  floating  kidney. 
Capacity  without  cocaine,  315  c.c;  with  cocaine,  325  c.c.  Di- 
lated twice  at  four  days'  intervals  up  to  450  c.c.  Greatly  re- 
lieved. Urinates  ten  times  a  day,  once  at  night.  Less  irrita- 
bility.    Recent  case. 

26. — Female,  sixty.  Duration  one  year.  Urination  ten  to 
twenty  times  a  day,  six  times  at  night.  Intense  congestion  of 
the  whole  bladder.  Superficial  ulcers.  Patches,  redness.  Di- 
agnosis: chronic  cystitis.  Capacity  without  cocaine,  180  c.c. 
Cystotomy.     Result  unknown. 

27. — Female,  thirty-one.  Duration  two  years.  Urination 
ten  times  a  day,  eight  times  at  night.  Intense  redness  of  the 
trigone  and  vesical  neck.  Bladder  wall  hyperemic.  Diagnosis : 
cystitis,  left  salpingitis.  Capacity  without  cocaine,  360  c.c; 
with  cocaine,  420  c.c 

28. — Female,  forty-two.  Duration  five  years.  Urination 
twenty  times  a  day,  ten  times  at  night.  Intense  congestion  of 
the  vesical  neck  and  trigone.  Diffuse  redness  of  the  bladder 
wall.  Slight  superficial  ulcers,  bleeding  easily.  Diagnosis: 
cystitis.  Capacity  without  cocaine,  150  c.c;  with  cocaine, 
210  c.c 

29. — Female,  twenty-nine.  Duration  three  years.  Urina- 
tion six  times  a  day,  seven  times  at  night.  Universal  redness. 
Superficial  ulcers.  Left  ureteral  orifice  shaggy  and  roughened. 
Diagnosis:  cystitis,  stricture  of  left  ureter,  double  pyelitis,  double 
ureteritis.  Capacity  without  cocaine,  260  c.c;  with  cocaine, 
300  c.c.  Dilated  four  times  at  intervals  of  a  week  up  to  390  c.c. 
Stricture  also  dilated.  Marked  improvement  at  once.  Urina- 
tion  three  times  a  day  and  twice  at  night. 

30. — Female,  twenty-nine.  Duration  five  years.  Urination 
forty  times  a  day,  twenty  times  at  night.  Universal  redness  with 
patches  of  greater  redness.  Superficial  ulcers.  "Golf-hole" 
ureter,  left.  Diagnosis:  cystitis  (gonorrhea),  stricture  of  the 
left  ureter,  right  movable  kidney,  double  salpingitis,  retrovei 
sion.  Capacity  without  cocaine,  45  c.c;  with  cocaine,  90  c.c. 
Dilated  once.  Severe  renal  colic  followed,  Lasting  twenty-four 
hours.     Now  in  hospital. 

31.— Female,  thirtj  tour.  Duration  six  months.  Urination 
twelve  to  twenty  times  a  day,  six  times  at  night.  Bladder 
universally  injected.  Diagnosis:  cystitis,  right  pyelitis.  Capac 
itv  without  cocaine,  1  jo  c.c.  Dilated  twelve  times  at  intervals 
of  a  week  up  to  240  c.c.  .Much  relief.  Urination  six  times  a 
day  and  the  same  number  of  times  at  night. 

32. — Female,     forty-five.      Duration     one     year.     Urination 
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twelve  times  a  day,  twelve  times  at  night.  Intense  vesical  con- 
gestion. Patches  of  bright  redness.  Superficial  ulcers.  "Golf- 
hole"  left  ureter.  Diagnosis:  chronic  cystitis,  suppurative  neph- 
ritis. Capacity  without  cocaine.  90  c.c;  with  cocaine,  90  c.c. 
Nephrectomy.  Attempted  dilatation  once,  but  pain  was  severe. 
Still  in  hospital. 

33. — Female,  fifty-two.  Duration  thirty-four  years.  Con- 
stant irritability  of  the  bladder.  Urination  twenty  to  thirty 
times  by  day,  eight  to  ten  times  by  night.  Intervals  of  less 
frequency.  General  injection  of  the  bladder,  with  superficial 
ulcers  at  first;  later  congestion  only.  Diagnosis  :  chronic  cystitis, 
right  floating  kidney.  Capacity  without  cocaine,  360  c.c. 
Cystotomy  for  five  years.     Closure  of  fistula.     Still  suffering. 

34. — Female,  twenty.  Duration  four  years.  Urination  twentv 
times  by  day,  twice  by  night.  A  large  red  patch  upon  the  tri- 
gone on  the  right.  Intense  injection  of  trigone  and  vesical  neck. 
Diagnosisc:  ystitis,  retroversion.  Capacity  without  cocaine. 
150  c.c.  Dilated  three  times  at  intervals  of  four  days  up  to  450 
c.c.  Greatly  relieved.  Urination  ten  times  by  day,  once  at 
night.      Disappeared. 

35. — Female,  forty-one.  Duration  seventeen  years.  Uri- 
nation ten  to  fifteen  times  a  day,  three  or  four  times  at  night. 
Intense  congestion  of  the  bladder  with  superficial  ulcers.  Di- 
agnosis: chronic  cystitis,  stricture  of  both  ureters.  Capacity 
without  cocaine,  240  c.c;  died  after  nephrectomy. 

36. — Female,  forty.  Duration  three  years.  Slight  injection 
of  the  bladder.  Diagnosis:  chronic  cystitis,  double  pyelitis, 
calculus  of  the  right  ureter,  double  pyonephrosis.  Capacity  one 
year  after  the  second  nephrectomy  720  c.c,  notwithstanding 
chronic  cystitis  for  two  or  three  years. 

37. — Female,  forty-two.  Duration  eight  years.  Urination 
twelve  to  twenty  times  a  day,  once  to  three  times  at  night.  In- 
tense congestion  of  the  trigone,  vesical  neck  and  ulcers  about 
the  left  ureteral  orifice.  Diagnosis:  cystitis,  stricture  of  the  left 
ureter,  ureteritis,  left  salpingitis.  Capacity,  without  cocaine, 
480  c.c,  with  cocaine,  480  c.c.  Dilated  seven  times  at  intervals 
of  a  week  up  to  500  c.c  Stricture  also  dilated.  Urination 
five  times  a  day  and  once  at  night.     Much  improved. 

38. — Female,  forty-eight.  Duration  ten  years.  Urination 
twenty  times  a  day,  ten  times  at  night.  Universal  injection, 
scars,  ulcers.  Diagnosis:  cystitis,  suppurative  nephritis.  Capac- 
ity without  cocaine,  150  c.c     Cystotomy  ten  years  ago. 

39. — Female,  fifty-five.  Duration  seven  years.  Urination 
thirty  to  forty  times  a  day,  twelve  times  at  night.  Intense 
congestion  of  the  whole  bladder,  with  patches  of  greater  red- 
ness. No  ulcers.  Diagnosis:  chronic  cystitis,  double  pyelitis. 
Capacity,  without  ether,  90  c.c.  With  ether  390  c.c.  Declines 
treatment.  This  case  shows  the  effect  of  spasm  in  diminishing 
the  size  of  the  bladder. 

40. — Female,     thirty-three.      Duration     one     year.      Urination 
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twenty  to  thirty  times  a  day.  Small  patch  on  the  right  wall  of 
the  bladder.  Diagnosis:  cystitis,  right  floating  kidney.  Capac- 
ity without  cocaine,  330  c.c;  with  cocaine,  570  c.c. 

Exfoliative    Cystitis. 

41. — Female,  thirty-three.  Prequent  urination,  every  fifteen 
minutes.  Incontinence.  These  symptoms  succeeded  the  passage 
of  the  entire  mucous  membrane.  Capacity  without  cocaine, 
90  c.c.     Lost  sight  of. 

Papilloma  of  the  Bladder. 

42. — Female,  twenty-seven.  Duration  five  yearj.  Reten- 
tion alternating  with  frequency.  Rosetted  papilloma  around 
tbe  vesical  orifice   in   the   bladder.      Capacity,   300  c.c. 

Carcinoma. 

43. — Female,  sixty-two.  Frequent  micturition,  five  months. 
Carcinoma   of    the    bladder.      Capacity,    90   c.c. 

Inhibition  of  Vesical  Contraction. 

44. — Female,  forty-six.  Retention  at  times  for  eight  months. 
Urination  twice  a  day-      Capacity  without  cocaine,  480  c.c. 

Hysterical  Retention. 

45. — Female,  twenty-nine.  Retention,  alternating  with  in- 
continence.    Capacity,  1,200  c.c. 

46. — Female,  twenty  three.  Duration  four  years.  Reten- 
tion at  times,  hysterical.     Capacity,  1,800  without  cocaine. 

Normal  Bladdi  n . 

47. — Female,  sixty.  Duration  twelve  years.  Urination  three 
orfourtimes  aday.  Bladder  normal.  Capacity  without  cocaine, 
270  c.c. 

48. — Female,  twenty-nine.  Just  alter  child  birth.  Urination 
three  or  four  times  a  day.  Capacity,  without  cocaine,  600  c.c; 
with  cocaine,  870  c.c. 

49. — Female,  fifty-six.  Normal  bladder.  Urination  three 
or  four  times  a  day.     Capacity  without  cocaine,  750  c.c. 

50. — Female,  forty-seven.  Normal  bladder.  Urination  three 
or  four  times  a  day.  Capacity  without  cocaine,  330  c.c;  with 
cocaine,  390  c.c. 

51. — Female,  fifty-six.  Normal  bladder.  Urination  three 
or  four  times  a  day.  Capacity  without  cocaine,  330  c.c;  with 
cocaine,  420  c.c. 

52. — Female,  thirty.  Normal  bladder.  Urination  three  01 
four  times  a  day.  Capacity  without  cocaine,  240  c.c. ;  with  cocaine, 
300  c.c. 

53.— Female,  forty-seven.  Normal  bladder.  Urination  three 
01   four  times  a  day.     Capacity  without  cocaine,  540  c.c. 

54.  Female,  sixty-four.  Normal  bladder,  urination  four  or 
five  times  a  day.     Capacity,  330  c.c. 
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Atony  of  the  Bladder. 
55. — H.  H.  Young  (Johns  Hopkins  Hospital  Bulletin,  1898, 
ix,  107).  Male,  forty-six.  Urination  every  fifteen  minutes. 
Syphilis  of  the  cord;  paraplegia,  paralysis  of  the  bladder  with 
contraction.  Capacity  without  anesthetic,  65  cc  Dilated  in 
two  days  to  120  cc.  Urination  at  the  end  of  this  time,  four 
times  a  day.  In  one  month  dilated  to  435  cc,  with  daily  dilata- 
tion. Several  months  later,  capacity  435  cc,  and  urination  once 
in  four  hours. 

Congcnitally  Small  Bladders. 

56. — Sinclair  (Medical  Chronicle,  Manchester,  1894,  ii,  N.  S. 
82).  Female,  twenty-nine.  Frequent  micturition.  Contracted 
bladder.  No  disease.  No  inflammation.  Capacity,  60  cc 
Dilated  daily  and  in  a  month  capacity  was  660  cc.  In  six  months 
there  was  a  relapse  and  the  treatment  was  resumed  and  cure 
followed. 

Incontinence. 

57. — Sims,  H.  M.  (amer.  jour,  obst.,  1889,  xxii,  918). 
Female,  seventeen.  Troubled  from  infancy.  Urination  forty  to 
fifty  times  a  day.  Incontinence  at  night.  Capacity  50  cc 
Daily  distention  with  a  Davidson  syringe.  In  two  months  held 
360  cc  Incontinence  ceased.  Later  held  340  cc,  with  occa- 
sional incontinence  at  night.  Three  months  later  she  was  cured. 
Sims  explains  this  case  as  follows:  "There  was  infantile 
neglect  to  properly  empty  the  bladder  when  nature  demanded. 
This  continued  neglect  of  Nature's  call  resulted  in  the  bladder 
ing  m>  reduced  in  size  and  capacity  that  it  could  scarcely 
o  in  tain  any  water  at  all." 

58. — Sims,  11.  M.  (amir.  JOUR,  obst.,  1889,  xxii,  921). 
Female,  eighteen.  .Suffered  from  infancy.  Urine  normal.  In- 
continence at  night.  Bladder  capacity,  30  cc  Dilated  in  a 
short  time  up  to  [80  cc.  In  eight  weeks  capacity  was  360  cc, 
and  later  the  bladder  was  stretched  to  636  CC.  The  patient  was 
then  pronounced  will. 

59.—  Sims,  II,  M,  (amer.  jour,  obst.,  1889,  xxii,  921). 
Female,  thirteen.  Suffered  from  infancy.  Incontinence.  Blad 
dei  capacity  20  cc.  Dilated  daily  and  in  five  months  bladder 
held  S40  cc 

Spasm  of  Muscles  of  the  Bladder. 

60.  Jane!  inn.  des  Mai.  des  Org.  Gin.-Urin.,  [895,  xiii,  138). 
Female,  forty-eight.  Family  history  of  nervous  troubles.  In- 
continence up  to  six  years  of  age.  At  thirty  three  years  began  to 
frequently.  Urineclear.  Capacity,  too  cc.  At  the  end 
of  twenty-six  treatments  was  well.  Dilatation  daily  at  fust, 
then    every    two    days,    (hen    twice    a    week,    then    every    week. 
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Dilated  up  to  600  c.c.  The  fluid  was  retained  a  quarter  of  an 
hour  at  first,  then  half  an  hour,  then  two  hours.  At  the  end 
of  treatment  urinated  four  times  a  day  and  once  at  night.  (This 
case  appears  to  me  to  be  one  of  hyperemia  of  the  vesical  neck 
with  subsequent  spasm  of  the  muscles.  Janet's  technic 
deserves  trial.  The  bladder  is  filled  with  liquid  and  it  is  allowed 
to  remain  there  as  long  as  the  patient  can  hold  it.) 

61. — Strong  (Boston  Medical  and  Surgical  Journal,  1890, 
cxxiii,  53).  Female,  twenty-two.  Frequent  urination  for  five 
years.  Urination  every  twenty  minutes  day  and  night.  No 
inflammatory  disease  of  the  bladder.  Retroflexion.  Capacity 
a  few  ounces.  Gradual  dilatation  with  instructions  to  retain. 
Seven  months  later  much  better.  Urination  three  or  four  times 
a  day  and  once  at  night.  (Strong  thought  that  the  cause  of  this 
condition  was  continued  irritation  resulting  in  spasm  of  the 
muscles  and  hence  contracted  bladder.  He  also  thought 
that  the  case  showed  the  influence  of  habit.) 


Chronic  Cystitis. 

62.  —  Brown  [John-  Hopkins  Hospital  Reports,  1901,  x,  74). 
Female,  twenty-three.  Duration  two  years.  Cystitis.  Ulcers. 
Bladder  dilated.      Some  improvement  after  several  months. 

63. — Brown  (John<  Hopkins  Hospital  Reports,  1901,  x,  751. 
Female  adult.  Duration  ten  years.  Contracted  bladder  with 
ulcers.  Bladder  dilated.  In  three  months  bladder  held  400  c.c. 
Patient  was  cured.     No  recurrence  in  three  months. 

64. — Brown  (John<  Hopkins  Hospital  Reports,  1901,  x,  75). 
Female,  fifty-five.  Chronic  cystitis.  Contracted  bladder  with 
ulcers.  Cured  in  two  months  treatment.  Dilatation.  Capac- 
ity not  slated. 

65. — Main-  (Occidental  Medical  Times,  Sacramento,  1890,  iv, 
359).  Male,  twenty-seven.  Cystitis.  Rapid  distention  tried 
with  success.  After  the  first  treatment  there  was  profuse  hemor- 
rhage from  the  neck  of  the  bladder.  The  patient  was  cured  at 
the  end  of  ten   treatments.     Mild  solutions  used. 

66.  Skene  (Diseases  of  Women,  New  York,  1889,  p.  752). 
i  cm, ilr  adult.  Chronic  cystitis  and  contracted  bladder.  She 
was  in  the  habit  of  wearing  a  catheter  at  night  i"i  years.  At  the 
end  "i  this  time  the  bladder  was  dilated  once.  Peritonitis  and 
death  followed.  At  the  autopsy  a  hole  \\a->  found  in  the  bladder, 
evidently  where  the  catheter  had  eroded  tlie  membrane.  The 
muscle  walk  were  ovei   half  an  inch  thick. 

67.  Brown  (Johns  Hopkins  Hospital  Reports,  1001.  \.  73). 
Female,   sixty  five      Cystitis,   eleven   years.     Ulcers.     Capacity 

< al  first       Dilated  to  joo  c.c.     Many  ulcers  healed.     Doing 

well. 

68  Brown  Johns  Hopkins  Hospital  Reports,  [901,  x.  73*. 
Female,  sixty-five.  Cystitis  four  months.  General  inflamma- 
tion  some  ulcers.      Bladder  dilated  daily.      Treatment  for  thirty 
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days.     Capacity  at  first,  200  c.c.;  at  the  end  of  the  treatment, 

69. —  Brown  (Johns  Hopkins  Hospital  Reports,  1901,  x,  74). 
Female.  Duration  two  years.  Cystitis.  Capacity  of  bladder 
100  c.c.      Dilated  up  to  400  c.c.      .Marked  improvement. 

70. —  Brown  (Johns  Hopkins  Hospital  Reports,  1901,  x,  7(11 
Female,  cystitis.  Capacity  at  first,  65  c.c.  Later  held  550  c.c. 
Treatment  by  dilatation.      Cured. 

71.  Robson  (British  Gynecological  Journal,  London,  1895-6, 
xi,  195).  Female,  thirty.  Complete  incontinence  for  twelve 
years.  Examination  showed  no  bladder  cavity.  Urine  alkaline. 
Under  ether  the  bladder  was  scraped  of  phosphates.  Later 
ether  was  again  given  and  the  bladder  was  dilated  to  60  c.c. 
She  was  then  told  to  hold  her  water,  and  at  the  end  of  three  months 
could  hold  2 10  c.c.  for  six  hours. 

72. — Sims  (Amer.  Jour.  Obst.,  1SS9,  xxii.  922).  Female, 
sixtv.  Cystitis  for  several  years.  Urinates  thirty  times  at 
night,  every  few  minutes  by  day  Capacity  30  c.c.  Dilated  to 
in  six  weeks  by  daily  dilatation.  At  the  end  of  three 
months  held  660  c.c.  Urination  then  was  four  times  a  day. 
Patient  well. 

73.  Stone  (Atlanta  Medical  and  Surgical  Journal,  1S89-90, 
N.  S.  vi,657).  Male,  thirty-eight.  Chronic  cystitis,  three  years. 
Contracted  bladder.  Lumbar  nephrotomy.  Died.  Bladder 
held  30  C.C. 

74. — Stone  (Atlanta  Medical  and  Surgical  Journal,  1SS9-90, 
\   S.  vi.  658).     Male,  seventy-five.      Dilated  from  90  c.c.  to  180 

7^  Young  (John*  Hopkins-  Hospital  Bulletin,  1898,  ix,  104). 
Male,  thirty-two.  Duration  ten  months.  Urination  twenty 
times  a  day.  Capacity  mo  c.c.  In  one  month  daily  dilatation 
raised  capacity  to  500  c.c.  with  urination  every  four  hours. 
Young  (Johns  Hopkins  Hospital  Bulletin,  1898,  ix,  103). 
Male,  forty.  Urination  every  ten  or  fifteen  minutes.  Duration 
two  years.  Capacity,  30  c.e.  Bladder  dilated  with  a  head  of  4 
feet  of  water  every  four  hours  daily.  Capacity  raised  to  365  c.c. 
in  lour  months.  At  the  end  of  this  time  urination  every  four  to 
six  hours  at  night.  Comfortable  during  the  day.  Health  good. 
,  77.  Young  (Johns  Hopkins  Hospital  Bulletin,  1898,  ix,  101). 
sixty-five.  Cystitis,  twenty  years.  Capacity,  30  c.c. 
Daily  dilatation.  Dilated  up  to  290  c.c.  Contractile  power 
did  not   return.      Had  a  residual  of  60  to   [00  c.c. 

78. — Young  (Johns  Hopkins  Hospital  Bulletin,  1S98,  ix,  102). 
Male,  forty-one.  Cystitis  ten  years.  Urination  every  ten  or  fif- 
to  11  minutes.  Capacity  40  c.c.  Dilated  four  times  a  day. 
At  the  end  of  three  weeks  capacity  was  130  c.c.  and  urination 
every  two  and  one-half  hours 

7'i  Young  (Johns  Hopkins  Hospital  Bulletin,  1898,  ix,  101). 
Adult  male.  Urination  forty-eight  times  a  day.  Capacity,  |.o 
C.C.      In  ten  days  capacity  150  c.c.      Urination  not  so  frequent. 
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So. — Rothschild  (D  utsch.  med.Woch.,  i9oi,xxvii.  86).  Female, 
twenty-eight.  In  1S94,  acute  cystitis.  In  1895,  cystitis  again. 
Sick  until  1899.  Incontinence.  Bladder  felt  as  a  hard  body 
behind  the  pubes.  Capacity,  10  c.c.  Daily  dilatation.  In 
two  weeks,  50  c.c,  At  the  end  of  several  months  capacity  90 
c.c.      Very  much  more  comfortable. 

81. — Cullen  (Johns  Hopkins  Hospital  Bulletin,  1S98,  ix, 
no).  Female,  cystitis.  Dilatation  eight  times.  Dilated  from 
160  to  240  c.c.     Result  not  stated. 

I  was  surprised  on  looking  over  the  cases  in  literature  to  find 
that  there  were  several  in  which  incontinence  was  associated 
with  contracted  condition  of  the  bladder.  Sims  explains  this  on 
the  assumption  that  in  childhood  there  had  been  a  neglect  to 
properly  train  the  bladder,  and  that  as  a  consequence  of  this 
neglect  the  bladder  had  become  reduced  in  size.  This  seems 
to  me  not  to  be  the  true  cause.  Is  is  my  belief  that  incontinence 
in  childhood  is  always  the  result  of  disturbed  innervation,  for 
we  never  see  this  condition  in  any  other  than  in  neurotic,  ill- 
developed  children,  usually  with  a  neurotic  family  history.  The 
trouble  usually  passes  off  at  about  puberty,  or  even  before  in  some 
cases.  I  have,  however,  had  two  cases  in  which  the  affection 
was  present  in  adult  females  about  twenty  seven  years  of  age- 
In  both  these  cases  there  was  a  history  of  extremely  nervous 
habit  and  in  both  there  was  a  history  of  insanity  in  the  family. 

Neurasthenia  of  the  bladder  I  have  found  to  be  very  rare  in- 
deed. Janet  (Ann.  des  Mai.  des.  Org.  G  n.-Urin.,  1895,  xiii,  134) 
calls  attention  to  this  condition  in  an  excellent  article  on  the  sub- 
ject. He  makes  the  point  that  in  this  disease  one  should  always 
seek  the  predisposing  cause.  This  cause  may  be  irritation  at  a 
distance  from  the  bladder,  preoccupation,  hypochondria,  some 
lesion  of  the  central  nervous  system,  and,  lastly,  bad  habit,  thai 
is,  a  habit  of  passing  water  frequently  when  there  is  really  no 
need  of  it.     Janet  endeavors  to  suppress  the  cause,  if  possible. 

In  these  cases,  suggestion  acts  very  well.  The  patient  should 
be  told  thai  there  is  no  serious  disease,  and  that  an  endeavor 
should  be  made  to  hold  the  mine  as  long  as  possible.  It  is 
really  surprising  what  good  results  may  be  obtained  by  this  sim 
pie  means.  A  peculiarity  of  this  trouble  is,  as  it  was  pointed  oul 
by  Guiard  (Ann.  des.  Mai.  des  Org.  G  n.  Uriti  .  [891,  xx,  231) 
that  the  calls  to  urinate  occur  especially  during  the  daytime  and 
that  the  patient  at  nighl  is  no!  usually  disturbed.  This  is  quite 
a  diagnostic  point.  Another  peculiarity  in  neurasthenics  is 
thai   these  bladders  are  usually  of  large  capacity.     Genouville, 
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[Gaz  des  Hop.,  1895,  lxxviii,  260)  was  the  first  to  point  out  that 
in  neurasthenics  the  tonicity  of  the  bladder  muscles  is  very  much 
reduced.  In  one  of  his  cases,  1 ,200  c.c.  of  fluid  were  injected  into 
a  bladder  under  a  pressure  of  8  cm.  of  water  without  causing 
pain  and  without  causing  a  desire  to  urinate.  This  large  capac- 
ity in  neurasthenic  bladders  is,  of  course,  due  to  the  weakness  of 
the  muscles — a  peculiarity  in  neurasthenia. 

These  neurasthenic  bladders  are  easily  distinguished  from 
hysteric  bladders.  In  neurasthenia  the  only  bladder  symptom 
is  a  desire  to  urinate  frequently.  In  hysteria  we  are  more  apt  to 
get  retention  of  urine,  while  other  stigmata  of  hysteria  will  usually 
make  the  diagnosis  perfectly  clear.  In  some  instances,  however, 
in  my  experience,  a  diagnosis  of  hysteria  may  remain  in  doubt  for 
a  good  while,  the  stigmata  not  being  perfectly  apparent. 

Treatment  of  neurasthenic  bladders  by  dilatation  is  well 
worth  trying.  (  )n  the  one  case  which  I  had,  the  result  was  grati- 
fying.    The   patient   had   instant   relief. 

I  have  been  very  much  gratified  with  my  results  in  the  treat- 
ment of  hyperemia  of  the  vesical  neck  and  trigone  by  dilatation. 
This  affection  is  very  annoying  and  gives  the  physician  a  great 
deal  of  trouble.  These  bladders  are  usually  of  fair  capacity. 
In  thirteen  cases  the  average  capacity  without  cocaine  was  about 
345  c.c.  The  following  table  shows  the  capacities  at  a  glance, 
with  and  without  cocaine. 


No.  3 
4 
5 
6 

7 
"      8 

9 


nit  cocaine. 

With  cocaine 

450  c.c. 

540  c.c. 

240  c.c. 

480  c.c. 

4S0  C.C. 

570  c.c. 

420  c.c. 

300  c.c. 

360  c.c. 

720  c.c. 

780  c.c. 

180  c.c. 

240  c.c. 

300  c.c. 

360  c.c. 

480  c.c. 

400  c.c. 

480  c.c. 

570  c.c. 

150  c.c. 

240  c.c. 

I  think  that  spasm  of  the  muscles  of  the  bladder  in  this  affec 
tioii  is  responsible  in  pari  for  the  symptoms.  In  a  numberof 
cases  it  will  be  seen  that  the  capacity  was  greatly  increased  when 
the  bladdei  was  cocainized.     This  spasm  is  what  one  might  ex 
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pect  in  this  trouble.  Most  of  these  patients  are  nervous  and  have 
become  so  in  consequence  of  the  suffering.  Their  nervous  system 
is  in  a  state  of  tension  and  the  irritable  bladder,  causing  as  it 
does  a  frequent  desire  to  urinate,  increases  the  nervous  tension. 
Brooding  over  the  affection  is  likewise  responsible  for  a  great 
deal  of  the  suffering.  Not  only  is  the  bladder  irritable,  but  this 
irritability  reacts  upon  the  nervous  system.  Thus  a  vicious 
circle  is  created. 

My  results  in  the  treatment  of  this  disease  have  always  been 
satisfactory.  Without  exception  the  patients  have  said  that 
they  were  better  as  soon  as  the  treatment  was  begun.  Of 
course,  as  it  is  well  known,  hyperemia  of  the  vesical  neck  is  at 
times  transitory,  and  there  are  periods  of  remission,  during  which 
the  patient  may  not  suffer  at  all.  I  would  not  say  that  dilata- 
tion is  the  only  method  of  treating  this  affection.  I  think  it  is 
suggestive,  however,  that  in  my  experience,  dilatation  has  always 
at  once  proved  beneficial.  Certainly,  I  have  found  it  far  more 
efficacious  than  any  other  method  of  treatment  with  which  I  am 
familiar. 

I  have  had  but  two  cases  of  acute  cystitis  in  which  the  capac- 
ity of  the  bladder  was  measured.  In  both  cases  there  was  a 
diminution  of  the  capacity.  This  is  what  one  would  expect 
because  there  must  always  be  spasm  of  affected  muscles. 

I  have  dilated  the  bladder  in  a  number  of  instances  of  chronic 
cystitis,  and  I  think  I  may  say  that  in  every  case  in  which  I  used 
it,  the  result  was  good. 

A  glance  at  the  following  table  will  show  the  capacities  of  the 
bladder  in  chronic  cases 

Without    cocaine.  With    cocaine 

Xo.  1 8  4S0  c.c.  

'    19  90  c.c.  

'  20  2 10  c.c.  360  c.c. 

'21  270  c.c.  300  c.c. 

'  22  3< "  1  c.c.  360  c.c. 

'  23  150  c.c.  200  I 

-4  39°  c.c.  450  c.c. 

'  25  315  c.c.  325  c.c. 

1  -■ 1  c.c.  

"  27  300  c.c.  1 20  c.c. 

150  C.C.  2  11)  c.c. 

'   29  .'(11 1  C.C.  }i  "  1  C.C. 

30  45  c.c.  90  c.c. 

"31  1 20  c.c.  240  c.c. 

"  32  90  c.c.  90  c.c. 
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Without  cocaine.  With  cocaine. 

No.  33  360  c.c. 

"    34  1, so  c.c. 

"    35  -4°  cc. 

"     36  720  c.c.  

37  480  c.c.  480  c.c. 

"  3S  150  c.c. 
"  39  90  c.c.  390  c.c. 

:  330  C.C.  570  C.C. 

Here  again  it  is  noticeable  that  the  capacity  of  the  bladder 
was  considerably  increased  in  a  number  of  the  instances  after 
cocaine  was  applied  to  the  mucous  membrane.  This,  I  think, 
shows  the  effect  of  spasm  of  the  muscles.  I  must  say  that  I  was 
somewhat  surprised  in  reviewing  these  figures  to  find  that  in 
SO  few  instances  of  chronic  cystitis  was  the  bladder  very  much 
reduced  in  capacity.  I  am  speaking  now  of  my  own  personal 
cases.  In  a  few  of  these,  as  it  will  be  observed,  the  capacity  was 
very  small,  but  they  were  a  very  few.  It  was  very  striking,  in 
reviewing  the  cases  which  I  was  able  to  find  in  a  thorough  review 
of  the  literature,  to  note  that  in  almost  every  instance  the  capacity 
was  exceedingly  small,  showing  that  the  treatment  was  resorted 
to  only  because  the  capacity  was  so  very  small.  There  are  only 
twenty  in  all.  I  am  forced  to  conclude,  therefore,  that  the 
capacity  of  the  bladder  in  chronic  cystitis  of  the  nontubercular 
form  is  but  seldom  greatly  diminished.  In  general,  however,  the 
smaller  the  bladder  capacity,  the  more  frequently  the  patient 
had  to  urinate;  with  very  small  bladders  this  symptom  was 
pronounced.  I  believe  that  whether  the  capacity  is  reduced  by 
interstitial  changes  or  by  spasm  of  the  muscles,  the  result  is  the 
same,  the  patient  under  both  these  circumstances  having  to  uri- 
nate frequently. 

In  one  of  my  cases,  in  which  the  cystitis  had  lasted  a  good 
many  years,  the  capacity  was  quite  large  (No.  36).  This  woman 
was  of  phlegmatic  temperament,  and  I  think  there  must  have 
been  less  spasm  of  the  muscles  than  usual  in  her  case,  though  I  can- 
not be  positive  of  this.  It  is  far  different  in  the  tubercular  forms 
of  cystitis  with  regard  to  capacity,  and  it  will  be  shown  later 
mi  that  these  bladders  arc  almost  invariably  diminished  in 
rapacity. 
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The  list  of  twenty  nontubereular  eases  found  in  literature  is 
as  follows: 

Without  cocaine. 

No.  62 

"    63. 


64 

"    65 

"    66 

"    67 60  c.c. 

"    68 200  e.c. 

69 100  c.e. 

'    70. . .  65  e.c. 

71 less  than  60  c.c. 

"     72  .                                                 ...  30  e.c. 

73  30  c.c. 

74        90  c.c. 

75 100  c.c. 

76 30  c.c. 

'    77 30  c.c. 

"    78 .40  c.c. 

79 40  c.c. 

"    80 10  c.c. 

"    81 160  c.c. 

I  cannot  determine  very  much  in  regard  to  the  question  ot 
extent  of  lesions  in  diminishing  the  capacity  of  the  bladder,  and  I 
think  that  the  reason  for  this  is  that  we  have  no  method  for  deter- 
mining just  the  amount  of  change  going  on  in  the  wall  of  the 
bladder,  that  is,  in  the  muscular  and  fibrous  tissue.  Judging 
from  the  cases  as  I  have  found  them,  I  should  say  that  a  badly 
ulcerated  bladder  is  more  apt  to  be  contracted  than  one  which 
is  not  ulcerated.  The  presence  of  scars,  cicatrices,  and  bands 
also  was  noted  to  be  associated  with  a  diminished  capacity.  In 
general,  the  longer  the  duration  of  the  disease,  the  smaller  the 
capacity,    but    this   has  its  exceptions. 

The  influence  of  spasm  of  the  muscles  was  very  well  illustrated 
in  a  number  of  instances.  In  one,  in  particular,  that  of  a  woman 
with  chronic  cystitis  extending  from  many  years  (No.  39), 
the  capacity  was  only  90  c.c.  without  ether,  bul  with  ether  11 
was  found  to  lie  390  e.c.  In  this  ease  there  was  double  pyelitis, 
and  the  disease  had  been  in  progress  for  seven  years.  It  is  my 
belief  thai  the  treatment  In-  dilatation  is  particularly  efficacious 
in  eases  ol  this  kind.  The  spasm  is  overcome,  the  tension  is 
relieved,  and  the  patient  certainly  feels  very  much  better.  On 
the  other  hand,   1  have  seen  cases  in  which  the  evstitis  h;is  lasted 
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for  many  years,  and  yet  there  was  no  spasm  of  the  muscles  at  all. 
This  was  illustrated  in  No.  36.  In  this  case  the  woman  had  been 
suffering  for  a  number  of  years  and  had  been  through  two  neph- 
rotomies; yet  when  the  bladder  was  measured  a  year  after  the  last 
nephrotomy,  it  was  found  that  there  was  a  capacity  of  720  c.c. 
In  No.  24  also  there  was  a  fairly  large  capacity  of  450  c.c, 
and  in  this  case  tin.-  woman  had  been  suffering  for  some  years; 
there  was  pyelitis  on  the  right  side  in  this  case.  I  think  I  may 
say  that  both  of  these  women  were  of  a  very  phlegmatic  tempera- 
ment, and  this  may  have  had  something  to  do  with  the  absence  of 
spasm. 

It  has  been  definitely  shown  that  in  cystitis  of  l3ng  duration 
all  the  coats  of  the  bladder  are  affected,  from  the  mucous  to  the 
peritoneal.  Halle  and  Motz  (Ann.  ■/<  i  Mai.  des  Org.  G  n.-Urin., 
1902,  xx,  21)  have  done  more  than  anybody  else  to  show  the 
pathological  condition  of  the  bladder  in  a  state  of  inflamma- 
tion. These  authors  found  a  diminished  capacity  in  all.  Some 
of  their  bladders  were  extremely  small.  There  was  usually  a 
:ippleness,  aloss  of  motion  and  the  bladders  were  incapable 
of  much  distention.  Thickness  of  the  wall  was  particular!} 
found.  Mali-  (Occidental  Medical  Times,  Sacramento,  1890, 
iv,  359)  reports  a  bladder  whose  walls  were  half  an  inch  thick. 
The  patient  had  had  cystitis  for  many  years.  Otis  (Philadelphia 
M,  In  it!  Funis,  1881— 2,  xii,  500)  also  mentions  a  case  of  a  patient 
with  long-standing  cystitis,  and  here  the  walls  were  four  times  the 
normal  in  thickness.  One  of  the  most  marked  features  in  chronic 
cystitis  is  hypertrophy  of  the  muscles.  This  has  been  noted  by 
Hall-  and  .Mot/,  (loc.  cil.,  p.  170).  This  hypertrophy  is  due  to 
the  increase!  work  which  the  bladder  is  called  upon  to  do.  The 
inflammation  affects  every  portion,  interstitial  tissue  and  mus- 
cular tissue  as  well.  There  is  inflammatory  infiltration,  and  the 
end  result  is  disappearance  <>i  muscles,  dm-  to  granular  degenera- 
tion and  compression  by  the  interstitial  tissue,  and  the  result  is 
sclerosis  and  hardening.  The  serous  coat  is  often  underlaid 
with  fat  which  tends,  of  course,  to  prevent  the  bladder  from 
dilating.  Samways  (British  M  li  djournal,  1900,  r,  1- 
called  attention  to  the  hypertrophy  which  is  seen  in  the  subacute 
of  cystitis.  This  hypertrophy,  of  course,  increases 
ength  of  the  bladder  wall.  Samw.n  -.  lias  call 
to  tin-  fact  that  this  hypertroph)  takes  place  quite  regulai 
a  result,  all  the  individual  libers  of  which  the  coal  is  composed 
are   very    much    increased    in    size.      The    result    is    that  a  sort    ol 
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network  is  formed  which  greatly  adds  to  the  strength  of  the 
bladder.  If  we  dilate  in  the  stage  in  which  this  hypertrophy 
occurs,  there  is,  of  course,  but  little  danger  of  doing  any  harm 
from    overdistention. 

Young  (Johns  Hopkins  Hospital-  Bulletin,  1898,  ix,  101)  was 
the  first  to  advise  treatment  by  dilatation  in  cases  of  chronic 
cystitis,  and  his  results  were  certainly  remarkable.  Before 
Young,  Sims  had  advised  dilatation,  not  for  cystitis,  but  for 
incontinence  with  contracted  bladder.  Young  commented  on 
the  excellent  results  obtained  by  this  method.  His  explanation 
of  the  improvement  is  as  follows:  "The  secretions  axe  washed 
away,  the  individual  bundles  of  muscular  fiber  are  separated 
and  loosened,  folds  or  pockets  are  smoothed  out,  ulcers  are 
stretched  or  cracked,  the  bladder  muscle  is  exercised  and  its 
tonicity  is  improved,  the  mucous  membrane  is  cleaned,  stretched, 
and  with  increased  vascularity  is  given  a  chance  to  throw  off  the 
inflammation." 

I  should  consider  that  this  treatment  might  well  be  compared 
to  massage,  and  it  is,  in  fact,  a  massage  as  applied  to  the  bladder. 

I  do  not  think  that  there  is  any  danger  whatever  in  treating 
chronic  cystitis  by  means  of  dilatation.  I  have  never  seen  any 
bad  results  at  all,  and  I  consider  the  treatment  to  be  absolutely 
innocuous.  I  think,  however,  we  should  be  careful  in  our  selec- 
tion of  cases.  Certainly,  no  one  would  think  of  dilating  a  bladder 
unless  that  bladder  had  previously  been  cystoscoped. 

Inhibition   of   Vesical   Contractility. 

I  Ins  condition  was  formerly  described  as  "  sp;isni  of  the 
muscles  of  the  vesical  neck."  The  latest  views  are  to  the  effect 
that  the  retention  which  characterized  the  condition  is- due  to 
disturbed  action  of  the  nervous  system.  As  a  matter  of  fact, 
passage  of  the  catheter  in  these  cases  is  not  difficult  and  there  is 
no  grasping  of  the  instrument  by  muscles  at  the  neck  of  the  blad- 
der. This  subject  was  discussed  at  the  first  meeting  of  the 
International  Congress  of! 'rology  held  in  Paris.  n,c>S,  by  Albarran 
and  Nogues  (Trans.  Conn.  Int.  a" Urol.,  Paris,  1  908,  pp.  318  and 
571!.  P.a/\  and  Condamy  in  the  discussion  claimed  prioritj  in 
dis<  overy. 

I  have  seen  bul  one  cast'  of  this  kind  which  [I  think  was 
undoubted 
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NORMAL    BLADDERS. 

In  eight  normal  bladders  I  found  the  capacity  to  be,  on  an 
average,  about  420  c.e.  This  was  without  cocaine.  With 
cocaine  the  capacity  could  be  increased  about  60  to  150  c.c.  In 
one  instance,  that  of  a  woman  who  had  just  been  delivered  of  a 
child,  I  found  a  very  large  bladder  (No.  48)  and  it  held  870  c.c. 
with  cocaine.  I  suppose  that  this  large  capacity  must  have  been 
due  to  softening  of  the  walls  under  the  influence  of  the  congestion 
of  pregnancy.  James  {Edinburgh  Medical  Journal,  1878,  xxiv, 
293)  found  the  adult  male  bladder  with  two  feet  of  water  pressure 
to  be  600  c.c.  Genouville  {Arch,  de  Physiol.,  1894,  fifth  series, 
vi)  found  as  a  result  of  his  observations,  that  the  normal  adult 
experiences  a  desire  to  urinate  when  there  are  250  c.c.  of  liquid 
in  the  bladder.  The  pressure  under  these  circumstances,  Genou- 
ville found  to  be  about   15  cm.  of  water. 

PERSONAL  CASES  OF  TUBERCULOSIS  OF  THE  BLADDER. 

82. — Female,  thirty-three.  Duration  one  year.  Micturition 
twenty  to  thirty  times  a  day,  twenty  times  at  night.  Bladder 
shows  intense  congestion,  superficial  ulcers,  bleeding  points. 
Diagnosis:  tubercular  cystitis,  stricture  of  the  left  ureter.  Ca- 
pacity of  bladder  without  ether,  75  c.c;  with  ether,  90  c.c. 
Dilated  once  only.  Severe  pain  and  hematuria  followed. 
Waiting  for  bladder;  to  heal. 

83. — Female,  thirty.  Duration  one  year.  Urinates  twenty 
times  a  daw  lour  times  at  night.  Bladder  shows  intense  conges- 
tion, ulcers  about  the  left  ureteral  orifice;  "golf-hole"  left  ureter. 
Diagnosis:  tubercular  cystitis.  Capacity  without  ether,  150c. c; 
with  ether,  180  c.c.  No  dilatation.  Died  from  the  effects  of 
calculus  of  right  ureter  two  years  after  nephrotomy  of  the  left 
kidney. 

84. — Female,  ihiit\  seven.  Duration,  many  years.  Bladder 
shows  intense  congestion,  ulcers,  tubercles.  Diagnosis:  tuber- 
cular cystitis.  Capacity  without  ether,  100  c.c;  with  ether,  120 
c.c.      Xo  dilatation. 

85. — Female,  twenty-three.  Duration,  live  years.  Urinates 
ten  to  fifteen  times  a  day,  live  times  at  night.  Bladder  shows 
intense  congestion,  tubercles.  Diagnosis:  tubercular  cysti- 
ne Capacity  without  ether,  120  c.c;  with  ether,  150  c.c.  No 
dilatation. 

86. — Female,  sixty.  Duration  four  years.  Urination  ten  to 
twenty  times  a  day,  twenty  times  at  night.  Bladder  showed 
intense  congestion  with  superficial  ulcers.  Diagnosis:  tubercular 
cystitis.      Capacity    without    ether,    1  ?<>  c.c.      Xo  dilatation. 

87. — Female,  twenty-two.  Duration  one  year.  Urination 
forty  times  a  day,  six  times  at  night.  Bladder  showed  intense 
congestion,  fibrin,  scars,  ulcers.     Diagnosis  tubercular  cystitis. 
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Capacity  without  ether,  120  cc;  with  ether,  150  c.c  Neph 
rotomy  performed,  and  at  the  end  of  two  years,  from  self-dilata- 
tion, capacity   210  c.c.      No  artificial  dilatation  done. 

88. — Female,  twenty-two.  Duration  seven  years.  Urination 
twelve  times  a  day,  eight  times  at  night.  Bladder  showed  ulcers, 
intense  congestion,  and  tubercles.  Diagnosis:  tubercular  cystitis. 
Capacity  without  ether,  90  c.c. ;  with  ether,  90  c.c.  No  dilatation 
done. 

89. — Female,  thirty-eight.  Duration  one  year.  Urination 
twenty  times  a  day,  twelve  times  at  night.  Bladder  showed 
intense  congestion,  ulcerations,  and  granulations.  Diagnosis: 
tubercular  cystitis.  Capacity  without  ether,  90  c.c;  with  ether, 
90  c.c.     No  dilatation. 

90. — Female,  twenty-eight.  Duration  seven  years.  Urina- 
tion forty  times  a  day,  twenty  times  at  night.  Bladder  showed 
ulcers,  intense  congestion,  tubercles.  Diagnosis:  tubercular 
cystitis.  Capacity  without  ether  85  c.c;  with  ether,  85  c.c. 
Cystotomy  performed  and  bladder  healed  under  Guyon  treatment; 
then  dilatation  done.  Bladder  increased  in  capacity  from  85  c.c. 
to  200  c.c.  in  twenty  treatments  at  intervals  of  four  days.  Pa- 
tient is  now  well  and  urinates  once  in  three  hours. 

91. — Female,  thirty-five.  Duration  two  years.  Urination 
twenty  to  thirty  times  b]^  day,  ten  to  fifteen  times  by  night. 
Bladder  shows  intense  congestion.  Cystotomy;  opening  now- 
present.  Bladder  thickened  and  ulcerated.  Diagnosis:  tuber- 
cular cystitis.  Capacity  of  bladder  as  measured  by  sight, 
about  30  c.c. 

92. — Female,  thirty-two.  Duration  many  years.  Urination 
twenty  times  a  day,  ten  times  at  night.  Diagnosis:  tubercular 
cystitis.  Capacity  without  ether,  100  c.c;  with  ether,  120  c.c 
No  dilatation. 

93. — Female,  thirty-nine.  Duration  two  years.  Urination 
thirty  times  a  day,  eight  times  by  night.  Bladder  shows  intense 
congestion,  tubercles,  and  ulcers.  Diagnosis:  tubercular  cysti- 
tis. Capacity  without  ether,  120  c.c;  with  ether,  120  c.c.  No 
dilatation. 

94. — Female,  thirty-live.  Duration,  two  years.  Urinates 
twenty  to  thirty  times  a  day,  four  or  five  times  at  night.  Blad- 
dei  shows  intense  congestion,  granulations,  and  ulcers.  Diagno 
sis:  tubercular  cystitis.  Capacity  without  ether,  60  c.c;  with 
ether,   75  c.c.     No  dilatation. 

95. — Female,  thirty.  Duration  five  years.  Urination  twenty 
times  a  day,  ten  times  at  night.  Bladdei  shows  intense  con- 
gestion and  nlrers.  Diagnosis:  tubercular  cystitis.  Capacity 
without    ether,    100   c.c;    with    ether,    120   c.c.      No   dilatation. 

96. — Female,  twenty-two.  Duration  ten  months.  Urination 
forty  times  a  day,  twenty  times  al  night.  Bladder  shows  intense 
congestion,  tubercles.  Diagnosis:  tubercular  cystitis.  Capac- 
ity without  ether,    too  C.C.;  with  ether,    120  c.c.      No  dilatation. 

97. — Female,    thirty-five.     Duration    two    years.     Urination 
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twenty  times  a  day  and  ten  times  by  night.  Bladder  shows  in- 
tense congestion,  granulations  and  ulcers.  Diagnosis:  tuber- 
cular cystitis.  Capacity  without  ether,  90  cc;  with  ether,  100 
c.c.      No  dilatation. 

98. — Female,  thirty-one.  Duration,  two  years.  Urination 
thirty  times  a  day,  twenty  times  by  night.  Bladder  shows  in- 
tense congestion,  ulcers,  granulations.  Diagnosis:  tubercular 
cystitis.  Capacity  without  ether,  40  c.c;  with  ether,  60  c.c. 
Nephrectomy.  Dilated  once,  two  months  after  nephrectomy. 
[ntolerably  painful  and  bleeding  followed  immediately.  Still 
in  hospital 

99. — Female,  twenty-two.  Duration,  three  months.  Urina- 
tion twenty  times  by  day,  ten  times  by  night.  Bladder  shows 
intense  congestion  and  ulcers.  Diagnosis:  tubercular  cysti- 
tis. Capacity  without  ether,  90  c.c;  with  ether,  120  c.c.  No 
dilatation. 

100. — Female,  thirty-two.  Duration,  three  years.  Urination 
twenty  times  by  day,  ten  times  by  night.  Bladder  shows  intense 
congestion,  ulcers,  and  tubercles.  Diagnosis:  tubercular  cysti- 
tis.    Capacity  without  ether,  90  c.c.     No  dilatation. 

[Oi.  Female,  seventeen.  Duration,  six  months.  Urinates 
thirty  times  by  day,  twenty  times  by  night.  Bladder  shows 
intense  congestion,  tubercles,  no  ulcers.  Diagnosis:  tubercular 
cystitis.  Capacity  without  ether,  120  c.c;  with  ether,  140  c.c. 
Nu  dilatation. 

102. — Female,  twenty-one.  Duration  seven  years.  Urina- 
tion twenty  to  thirty  times  by  day,  twenty^  times  by  night.  In- 
tense congestion,  ulcers,  and  tubercles.  Diagnosis:  tubercular 
cystitis.  Capacity  without  ether,  65  c.c;  with  ether,  90  c.c. 
Cystotomy.  Fistula  open  five  years,  then  closed.  Capacity 
after  cystotomy,  75  cc  Dilated  in  fifteen  sittings  at  inter- 
vals of  four  days  up  to  200  c.c.      Urinates  once  in  three  hours. 

103. — Female,  forty-four.  Duration  fifteen  months.  Bladder 
shows  intense  congestion,  ulcers,  scars,  and  tubercles.  Diagnosis: 
tubercular  cystitis.  Fecal  fistula  anterior  to  cervix.  Capacity 
without  ether,    360    c.c.      No    dilatation. 

The  first  point  which  strikes  our  attention  in  looking  over 
these  cases  is  the  relation  that  exists  between  the  capacity 
of  the  bladder  and  the  duration  of  the  disease.  The  following 
table  shows  this  at  a  glance  : 

No.  82  One  year    75  c.c. 

"  83  One  year    150  c.c. 

"  84  Seven  years 100  c.c. 

"  85  Five  years 120  c.c 

"  86  Four  years .  .  120  c.c 

"  87  One  year    120  c.c. 

"  88  Seven  years     90  c.c. 

"  89  One  year      90  cc. 

"  90  Seven  5  ears        85  c.c. 
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No.  91     Two  years 30  c.c. 

"  92      (?)     120  c.c. 

"  93     Two  years 120  c.c. 

"  94     Two  years     75  c.c. 

"  95     Five  years 120  c.c. 

"  96     Ten  months 120  c.c. 

"  97     Two  years 90  c.c. 

"  98     Two  years      60  c.c. 

"  99     Three  months   120  c.c. 

'  100  Three  years     90  c.c. 

'  10 1   Six  years 120  c.c. 

"  102  Seven  years 90  c.c. 

103  One  year  6  months 360  oc. 

It  will  be  seen  that  the  capacity  in  every  instance,  with  one 
exception  (103)  is  small,  no  matter  what  the  stage  of  the  disease. 
This  would  seem  to  show  that  other  causes  than  organic  changes 
in  the  bladder  wall  must  be  at  work  in  determining  the  reduced 
size  of   the   bladder   in    tuberculosis. 

In  a  most  excellent  article  on  tuberculosis  of  the  bladder  by 
Halle  and  Motz  {Ann.  da  Mai.  desOrg.  Gen.-Urin.,  1904,  xxii,  163 
the  capacity  of  the  bladder  is  carefully  studied  at  various  stages 
of  the  disease.  It  is  greatly  to  be  regretted,  however,  that  no 
exact  measuring  was  done.  Rather  vague  terms,  such  as  large, 
small,  and  moderate  capacity,  are  made  use  of.  However,  the 
article  as  a  whole  is  decidedly  one  of  the  best  yet  published. 
These  authors  insist  that  a  large  capacity  is  not  infrequently  met 
with  in  vesical  tuberculosis,  especially  toward  the  final  stages  of 
the  disease.  Li  some  instances  they  found  postmortem  bladders 
reaching  even  to  the  umbilicus.  The  only  material  was  autopsy 
material.  The  thickness  of  the  walls  in  the  bladders  studied  by 
these  authors  varied  from   1   millimeter  to  2  centimeters. 

Hall.'  and  Motz  (lot  1  //.,  xxii,  p.  210)  slate  that  in  I  he  beginning 
of  the  disease  the  capacity  is  small  or  medium.  As  the  disease 
progresses  the  bladder  shows  an  increase  in  size,  and  toward 
llie  end  the)  state  (he.  <//.,  p.  259)  that  the  increase  in  size  is 
almost  the  invariable  rule.  They  have  only  one  case  (loc.  cit., 
p.  257)  in  which  the  bladdei  n;is  small  at  the  termination  of  the 
disease.  In  this  case  there  had  been  a  fistula  during  life.  I  he] 
likewise  report  live  other  cases  of  small  bladders  at  the  end  of  the 
disease  in  all  of  which,  however,  a  cystotomy  had  previously 
been  performed. 

Their  general  conclusions  in  regard  to  the  size  of  the  bladder 
follows  (loc.cit.,  p.  260) :     "In  the  beginning  of  the  disease 
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the  lesions  are  limited  to  the  membrane.  The  capacity  is  normal 
at  this  time,  but  the  walls  are  already  thickened;  at  the  more 
advanced  stage,  when  the  tubercular  lesions  have  affected  the 
deeper  structures  of  the  bladder,  the  capacity  is  small;  during  the 
stage  of  ulceration,  the  muscle  is  destroyed  in  part,  and  in  this 
stage  the  bladder  begins  to  dilate,  finally  the  walls  are  thinned, 
the  muscle  is  totally  destroyed,  and  the  bladder  begins  to  distend." 

My  criticism  of  these  results  would  be  this:  that  all  these 
bladders  were  studied  postmortem,  at  a  time  when  the  spasm  of 
the  muscles  could  be  eliminated.  It  is  my  opinion  that  this 
spasm  plays  a  large  part  in  reducing  the  capacity  of  the  tuber- 
cular bladders. 

I  have  seen  twenty-two  cases  of  tuberculosis,  some  of  them  of 
very  long  duration,  and  I  have  never  seen  a  bladder  of  very  large 
capacity;  in  fact,  I  have  found  the  majority  were  very  much 
diminished,  as  will  be  readily  seen  on  consulting  the  table.  At 
the  same  time  I  would  not  be  understood  as  saying  that  spasm 
alone  is  the  invariable  cause  of  reduced  capacity  in  vesical  tuber- 
culosis. In  cases  82  and  99  of  my  list,  the  capacity  was  not 
appreciably  increased  under  ether;  the  same  was  true  in  certain 
other  of  my  cases,  but  I  particularly  noted  these  two  cases, 
for  the  bladder  wall  seemed  to  be  hard  and  rigid  and  un- 
yielding. In  these  cases  the  interstitial  changes  were  undoubt- 
edly responsible  for  reduced  capacity.  Even  after  the  process 
has  conn-  to  an  end— we  will  say  after  cystotomy  and  after 
thorough  treatment  of  the  bladder  -these  walls  are  extremely 
unyielding  and  the  cavity  is  only  with  great  difficulty  made  larger 
tiv  dilatation. 

This  spasm  of  the  muscles  is  something  which  one  would  ex- 
ad  is  quite  analogous  to  the  spasm  of  the  muscles  in  any 
put  of  the  body  which  overlie  an  inllamed  area.  The  effect  of 
spasm  is  of  course  to  hold  the  bladder  fixed,  and  in  this  way  un- 
doubtedly the  irritation  is  made  less.  I  have  never  had  an  oppor- 
tunity of  studying  tubercular  bladders  in  the  postmortem  state, 
so  that  my  views  on  the  subject  may  be  said  to  be  purely  clinical. 
I  think,  however,  that  it  is  significant  that  in  practically  all  the 
ca^c-  under  my  observation    the  bladders  were  of  small  capacity. 

I  In-  changes  which  take  place  in  a  tubercular  bladder  have 

been  admirably  described  by   Halle  and  Mot/    {Ann.  des  Mai. 

>,  ii.  I'm*  ,  1004,  xxii,  183).      It  may  be  said,  in  general 

term-.,  that  in  the  beginning  of  the  disease  the  inflammation  is 

confined   to  the  mucous  membrane;  later,   the  lesions  penetrate 
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into  the  muscular  walls,  and  these  are  destroyed  in  places.  Ulcer- 
ation may  occur  in  various  parts  of  the  bladder  and  these  ulcers 
may  extend  quite  deeply.  Caseation  is  also  occasionally  seen, 
but  it  is  quite  rare.  In  well  advanced  cases  none  of  the  muscu- 
lar tissue  is  spared.  The  end-result  is  the  formation  of  dense 
fibrous  tissue.  This  tissue  is  not  tubercular,  and  in  fact  has  noth- 
ing of  a  tubercular  character.  The  authors  comment  on  the 
fact  that  this  fibrous  tissue  is  often  quite  invulnerable  to  tuber- 
cular change.  When  the  end  result  has  been  reached,  the  authors 
state  that  the  bladder  begins  to  dilate.  Perivesical  changes  are 
rare.  ., 

By  way  of  comparison  with  my  own  cases,  Halle  and  Motz's 
{loc.  cit.,  p.  175)  cases  are  herewith  given  in  detail.  These  authors 
divide  their  cases  into  the  following  classes,  beginning  stage, 
active  stage,  and  final  stage. 

HALLE  AND  MOTZ'S  LIST  OF  CASES  OF  TUBERCULOSIS  OF 
THE    BLADDER. 

Cases  in  the  Beginning  Static. 

104. — (Page  175.)  Male,  thirty.  Small  bladder;  ulcers  on  the 
trigone. 

105. — (Page  175.)  Female  child.  Capacity  not  stated.  Le- 
sions on   the   trigone  and  lateral  walls.     Ulcers. 

106. — (Page  176.)  Male,  thirty-four.  Large  bladder;  walls 
slightly  thickened.     Lesions  on  the  lower  surface.     Ulcerations. 

107. — (Page  177)  Male  adult.  Moderate  capacity.  Thick 
walls,  ulcerations  on  the  lateral  walls. 

108. — (Page  178.)  Male,  forty-nine.  Large  bladder;  walls 
slightly  thickened.  Lesions  on  the  vesical  neck,  anterioi  wall 
and  trigone. 

109. — (Page  179.)  Adult  male.  Large  bladder;  moderate 
capacity.     Walls  slightly  thickened.     Ulcerations  on   the  base. 

( 'asi  i   in  the  Active  Stag* 

no.  -(Page  180.)  Adult.  Small  capacity;  thick  walls,  ulcer- 
ations. 

tii.  -(Page  160.)  Adult.  Moderate  capacity;  rather  small. 
Ulceration  near  the  left  orifice. 

112. — (Page  181.)  Adult.  Small  capacity;  thick  walls,  ulcer- 
ations 

113.  (Page  181.)  Adult.  Moderate  capacity;  rather  small. 
Thick  walls,  ulcerations  on  the  trigone  and  the  right  ureteral 
orifice. 

C14.  (Page  188.)  Male,  thirty-six.  Small  capacity;  external 
walls  fat  laden.  Ulceration  throughout.  Hypertrophied  mus- 
cles; connective  tissue  infiltrated. 
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115. — (Page  1S8.)  Male,  twenty-five.  Moderate  capacity;  sur- 
face  ulcerated;   muscles   hypertrophied. 

116. — (Page  190.)  Male,  fifty-two.  Large  bladder;  unequal 
thickness.     Lesions  on  the  lower  surface. 

117. — (Page  192.)  Adult,  thirty-seven.  Medium  capacity; 
thick  walls.      Ulcers  around   the  orifice. 

118. — (Page  192.)  Male,  forty-seven.  Large  bladder;  unequal 
walls,  ulcers  throughout.      Muscular  coat  preserved. 

119. — (Page  192.)  Female  adult.  Small  capacity.  Thick 
walls.  Much  fat  externally.  Deep  ulceration  of  the  whole  blad- 
der. 

120.  (Page  201.)  Adult.  Large  bladder.  Thin  walls,  deep 
ulcers  on  trigone. 

121. —  (Page  204.)  Adult.  Small  bladder.  Thick  walls,  case- 
ous masses.      Muscle  preserved. 

122.  —  (Page  205.)  Child's  bladder.  Large.  Thin  walls,  ir- 
regular surface,  internal  surface  smooth,  with  no  trace  of  former 
structure. 

123.  (Page205.)  Female,  twelve.  Large  bladder.  Caseation 
in  the  walls  almost  universal. 

124. — (Page  207.)  Adult,  thirty-nine.  Small  bladder;  thick 
walls.  Internal  surface  irregular,  caseation  in  walls,  also  hyper- 
trophied.    Muscular  tissue  hypertrophied. 

125. — (Page  208.)  Adult.  Medium  capacity;  thick  walls; 
fat  externally;  deep  ulceration  on  trigone.  Caseous  walls;  in- 
filtrated  intermuscular   tissue. 

End-result  Cases. 

i2<>. — (Page  242.)  Adult.  Large  bladder.  Ulcerated,  mus- 
cular tissue  alone  preserved,  but  damaged. 

1  -■  7  (Page  243.)  Adult.  Moderate  capacity;  walls  thick- 
ened, infiltrated,  cicatricial  tissue.      Caseation. 

128. — (Page  245.)  Large  bladder;  thick  walls,  hard  and 
rigid.  Typical  ulceration  of  the  internal  surface,  muscles 
partially    preserved,    fat    tissue    externally. 

129. — (Page  245.)  Adult.  Large  bladder;  thin  walls,  rigid, 
fibrous.  Internal  surface  smooth,  muscles  atrophied  and  in 
part  gone. 

130. — (Page  246.)  Adult.  Large  bladder;  rigid  walls.  Dense 
fibrous  tissue,  muscle  almost  entirely  gone;  sclerosed  and  atro- 
phied. 

131  Page  247.)  Adult.  Four-fifths  of  the  walls  is  fatty 
tissue;  slighl  sclerosis. 

132. — (Page  247.)  Adult.  Very  little  muscular  tissue.  Ca- 
pacity not  given. 

133. — (Page  248.)  Adult.  Large  bladder.  Thin  walls. 
Transparent  and  thin  like  paper  at  the  summit.  Caseous  and  no 
muscle  tissue. 

134.  -  (Page  249  I      Male,  thirty  five.      Large  bladder,  extend- 
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ing  up  to  umbilicus.  Smooth  surface.  A  little  fibrous  tissue, 
muscles  invaded  universally. 

135. — (Page  250.)  Adult.  Large  bladder,  friable  walls, 
smooth    surface,    fibrous    tissue. 

136. —  (Page  251.)  Adult.  Large  bladder,  unequal  thickness, 
fibrous  walls,  thin  and  smooth.      Some  muscle  tissue  remaining. 

137. — (Page  252.)  Adult.  Adherent  to  certain  organs.  Le- 
sions at  base. 

138. — (Page   253.)      Very   large   bladder,  ulcers   near   ureters. 

139. — (Page  253.)  Adult.  Large  bladder;  unequal  thick- 
ness.    Lesions  at   the  base.     Thin  on   top 

140. — (Page  257.)  Male,  thirty-three.  Small  bladder.  Very 
small  capacity.  Three  cm.  wide,  2  cm.  high.  Pericystitis.  In 
this  case  there  was  a  fistula  which  Halle  and  Motz  thought  pre- 
vented   the   bladder   from   getting   large. 

141. — (Page  261.)  Adult.  Small  capacity.  Thick  walls. 
Ulcers  and  caseation;  adherent  to  surrounding  organs. 

This  list  of  cases,  when  compared  with  mine,  shows  very 
clearly  that  in  tuberculosis  of  the  bladder  it  is  largely  the  spasm 
of  the  muscles  which  reduces  the  capacity. 

Analyzing  these  cases,  we  find  that  in  the  beginning  stage  there 
were  six  bladders,  three  of  which  were  large,  one  moderate,  one 
small,  and  one  not  stated.  In  the  active  stage  there  were  sixteen 
bladders,  five  of  which  were  large,  four  moderate,  and  seven 
small.  The  bladders  in  the  final  stage  were  sixteen.  Among 
these  ten  were  large,  one  moderate,  two  small,  and  in  three  t In- 
capacity-   was   not   given. 

I  do  not  think  that  we  can  say  much  in  regard  to  the  capacity 
of  the  bladder  as  dependent  upon  the  seat  and  ex  ten  1  of  the  le- 
sions. In  my  experience,  bladders  in  which  the  disease  ua>  con- 
fined almost  entirely  to  the  bases  were  quite  as  likely  to  have  a 
small  capacity  as  those  in  which  the  lesions  were  more  widely 
scattered. 

It  is  my  feeling  that  in  the  active  stage  it  is  unwise  to  attempt 
dilatation.  I  have  tried  it  twice,  but  in  both  instances  the  pain 
was  intolerable. 

In  the  literature,  however,  two  eases  were  found  in  which 
tuber*  11l.1t  bladders  were  dilated  during  the  active  stage  and  with 
success.     These  cases  were  as  follows 

1  |.'  Noun-  (Johns  Hopkins  Hospital  Bulletin,  1898  i\ 
[03)  Male,  twenty  eight.  Duration  five  years.  Micturition 
iinu  to  Fortj  minutes.  Capacity,  60  c.c,  Daily  dila- 
tation.    Later,  capacity  [80  c.c.    Micturition  once  in  three  hours, 

143.  Battle  [Lancet,  1899,  Dec.  9,  1  ,s s 7 ) .  .Male,  twenty 
two.    I  uiation  two  and  one-half  years.    Dilated  under  ether  with 
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a  head  of  4  feet  of  water.  Then  daily  dilatations  at  4  feet 
of  water.  In  thirty-four  days  could  hold  urine  three  hours  and 
had  a  capacity  of  300  c.c.  Two  months  later  could  hold  urine 
four  hours  and  urinated  once  at  night.  Before  treatment,  was 
urinating  every   ten   minutes   to   one   hour. 

It  would  seem,  from  these  two  cases,  that  dilatation  may  some- 
times be  beneficial  in  the  active  stage.  Perhaps  it  is  worth 
trying.  It  is  indicated  in  those  long-standing  cases  of  tuber- 
cular cystitis  in  which  some  degree  of  toleration  has  been  attained. 
Certainly,  no  one  would  think  of  attempting  the  treatment  in 
the  presence  of  an  acutely  inflamed  sensitive  bladder. 

Cases  best  suited  for  treatment  by  dilatation  are  those  in  which 
the  tubercular  process  has  been  thoroughly  eradicated  by 
appropriate  means,  and  when  this  has  been  done  and  the  inflam- 
mation has  entirely  disappeared,  such  a  bladder  may  be  dilated 
with  considerable  prospect  of  relief.  A  cystotomy  may  have  to 
bi  performed  before  this  stage  is  reached,  and  a  tuberculai 
kidney  and  ureter  will  have  to  be  removed. 

I  think  that  too  much  must  not  be  expected  from  simple 
nephrectomy  and  ureterectomy.  It  is  stated  in  many  of  the 
b  "'I.-  that  a  bladder  will  get  well  if  those  operations  have  been 
med. 

This  has  not  been  my  invariable  experience.  It  is  my  custom, 
after  nephrectomy,  to  wait  for  a  considerable  length  of  time 
before  touching  the  bladder,  say  about  two  months.  I  then  give 
the  patient  ether  and  cauterize  the  bladder  thoroughly  from 
top  to  bottom  with  solid  nitrate  of  silver  stick.  This  treatmenl 
is  followed  up,  after  a  time,  by  constant  applications  of  silver 
at  intervals  of  a  few  days,  and  if  it  does  not  succeed  I  do  a 
omy  and  keep  the  patient  under  close  observation  until 
healing  has  taken  place  When  the  bladder  is  healed  and  when 
stotomy  wound  has  been  closed,  it  is  then  time  to  try 
dilatatii  m 

A  contracted  bladder  will  sometimes  help  to  dilate  itself. 
1  had  a  case  (No.  90)  of  lliis  sort  in  a  woman  who  had  primary 
tuberculosis  of  the  hladdci  She-  had  a  cystotomy  and  she  was 
!  for  a  long  while  by  the  Cuvon  method.  After  the 
fistula  was  closed  she  was  treated  l>\  dilatation,  Sin  went 
away  for  a  shorl  tune  and  she  was  told  thai  during  her  ab- 
5enc(  she  musl  try  and  hold  water  as  Ion-  as  possible.  She  did 
so,  and  011  her  return  it  was  found  that  tin-  bladder  held  25  c.c. 
more  than  it  did  before  her  departure. 
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SUPRAPUBIC   OPERATION  UPON  THE  PELVIC 

FLOOR  FOR  PROLAPSE  OF   THE    UTERUS 

BY 

\V.  M.  POLK.  M.  I)..  LI..  D. 
New  York, 
eight  plates.) 

Ox  January  5,  1909,  P.  D.,  a  widow,  at.  forty-three,  doing 
housework  for  a  living,  was  admitted  t<i  my  service  (Ward  23)  at 
Bellevue  Hospital.  The  following  is  Iter  history-  from  the 
records;: 

Diagnosis. — Prolapsed  uterus  and  cystitis. 

Operation.  -January  8,  1909. 

Family  History. — Father  killed  in  battle:  mother  died  of  "Id 
age;  one  sister  and  two  brothers  dead,  causes  unknown;  one 
brother  living  and  well.  No  tubercle  bacilli  kidney  or  brain 
diseases  or  any  similar  condition  to  that  which  patient  com- 
plains of. 

Married  eleven  years.      Miscarriages, t six. 

Widowed  four  years.      Menopause,  1906. 

I'll  vious  History  .  Remembers  no  diseases  of  childhood.  Has 
always  kept  well  as  an  adult  except  for  present  condition. 

Injuries,  none.      Operations,  none. 

Menstruation.  —  Began  at  eleven  years  and  was  regular  every 
twenty-eighl  days,  lasting  four  days,  with  little  pain  and  discom- 
fort, until  time  of  first  miscarriage,  i894;since  thai  lime  menstrua- 
tion has  been  regular  (except  when  pregnant)  and  painless,  but 
has  lasted  from  ten  to  fourteen  days  with  much  bleeding.  Meno- 
pause in  July,  1906,  was  easy. 

Pregnancies.  In  the  summer  of  1894  patient  had  her  first 
miscarriage  at  six  months,  due  to  a  fall.  In  bed  fourteen  days 
and  fell  well  afterward  except  for  sensation  of  weigh!  in  region 
ol    uterus. 

[8  15  Second  pregnancy,  a  miscarriage  al  six  months.  Was 
spontaneous  without  known  cause  and  patient  remembers  no 
particulars  except  that  it  was  easy. 

1  si,;  Third  pregnancy  with  delivery  ofadead  seven  months' 
fetus  spontaneously.  Patient  was  m  bed  foi  eighl  weeks  and 
was  very  sick  following  event. 

[899  [901.  Fourth  pregnancy  occurred  sometime  during 
this  period.  Spontaneous  deliver)  .n  six  months.  No  aftei 
effects. 

1901    190;      Fifth  pregnancy  like  fourth. 

1904       Sixth  pregnancy  in  March.      Like  fourth  and  fifth. 

Vesica]  symptoms,  not  annoying. 

Vaginal  dischai  ge,  tu  me 

id  i.i-;,. i,-  1  he  \:,         ,     i  ,  il  Society,  April  2 
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Venereal  history,  none. 

Habits,  coffee  and  tea  in  quantities;  no  alcohol. 

Bowels,  regular, 

Pn  ',nt  History.  One  year  before  admission  patient  says  she 
fell  down  stairs  while  carrying  a  hod  of  coal  and  the  next  day 
noticed  a  mass  like  a  ball  protruding  slightly  from  the  vagina. 
The  mass  was  not  particularly  sore  or  tender  but  would  not 
remain  when  replaced  in  vagina,  and  has  continued  to  get 
larger  and  larger  up  to  present  time.  Patient  has  lost  thirty-one 
pounds  in  the  last  four  years,  since  husband's  death,  but  at- 
tributes it  somewhat  to  hard  and  unusual  work  as  she  was 
forced  to  support  herself.  Has  had  a  good  appetite  all  the  time 
and  states  positively  that  she  has  had  no  discharge  or  pain. 
She  is  very  thin,  looks  ten  years  older  than  reported,  and  has 
evidently  suffered  much  hardship,  but  full  of  courage  and  deter- 
mination to  care  for  herself,  in  fact  insists  on  immediate  opera- 
lion  that  she  may  return  to  her  work. 

Examination  shows  complete  eversion  of  the  vagina  and  with 
it  prolapse  of  the  entire  uterus.  .Slight  traction  upon  the 
cervix  enables  one  to  coaptate  the  vagina,  above  the  fundus,  and 
outline  the  entire  organ  below  this.  The  bladder  is  drawn 
down  witli  the  mass,  as  proved  by  the  sound.  The  rectum  has 
separated  itself  from  the  exerted  vagina  and  is  in  fairly  good 
position. 

Five  days  from  admission  I  operated.  Upon  opening  the 
abdomen,  instead  of  the  usual  condition  of  the  pelvic  Toor, 
slightly  concave,  with  the  uterus  and  broad  ligaments  standing 
out  prominently  above  it,  I  found  a  pit  with  the  uterus  sunk 
well  down  therein,  the  base  and  posterior  face  of  the  bladder 
■  I  down  with  it.  the  broad  and  round  ligaments  reaching 
up  above  it  to  the  pelvic  brim  like  arms  thrown  up  above  the 
In  nl;  m  similar,  but  in  less  pronounced  manner,  the  uterosacral 
ligaments  ran  up  to  their  attachment  on  the  sacrum.  Seizing 
the  fundus,  the  uterus  and  ils  attachments  were  drawn  easil} 
upward,  lill  il  stood  above  the  pelvic  brim,  the  ligaments  reach- 
ing  downward  behind,  to  the  lace  of  the  sacrum,  at  the  sides  to 
the  pelvic  brim.  There  was  complete  relaxation,  with  elonga- 
tion ol  all  the  interpelvic  supports  of  the  uterus,  vagina,  and 
bladder.  I  operated  so  as  in  shorten  them.  The  uterus  was 
removed,  as  tin-  woman  had  passed  the  menopause.  The  sepa 
ration  of  the  bladder,  suturing  of  tin-  vagina,  of  the  peritoneum 
and  underlying  fibro  connective  tissue,  the  broad  and  uterosacral 
ligaments,  was  done  as  described  in  the  paper  I  append.  The 
only  departure  made  was  in  dissecting  mil  the  ureters  before 
passing  tin-  sutures;  namely,  those  deep  which  dealt  with  the 
m  i    those  highei  which  dealt  with  tin-  fibro-connective  tissue 
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and  peritoneum.      The  dissection   satisfied    me.    that    the    work 
could  be  done  equally  well  without  this  step. 

I  now  beg  to  submit  the  operation  to  your  criticism,  not  only 
as  presented  in  this  paper,  but  in  the  person  of  the  patient  who 
■    irrj    -  here  to  submit  herself  to  your  examination. 

PUBIS  T 


BLADDEfl 


Bifurcation 
Aorta 

Fig     \       Vnatomii  al. 


PE  IP!    BI(    I  >PJ   R  \l  [I  IN   UPON    I  III     PI   I  VIC   II  I  M  IR 
FOR   PRi  'l   VPS1    I  (F  THE  UTERUS. 

The  operation  is  designed  to  aid  in  the  correction  of  all  degrees 
of  prolapsus  uteri,  bul  particularly   Hi  ultra  forms. 

Having  an  extreme  case,  our  with  the  uterus,  the  base  oi  the 
bladder,  and  a  good  pari  oi  the  vagina  outside  the  vulval  open 
ing,  the  patient  is  placed  in  bed  and  dure  treated  for  a  week  01 
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ten  days.  This  is  For  the  purpose  of  reducing  the  prolapse,  and 
permitting  the  affected  viscera  and  surrounding  structures  to 
as  much  of  the  normal  status  as  possible.  As  good  a 
condition  local  and  general  as  can  be  gotten  in  the  case  being 
secured,  the  operation  is  performed. 

After    opening    the    abdomen,     the    Trendelenburg    position 
secured,  and  the  pelvis  (the  true  pelvis)  cleared  of  all  intestine 


Fig.  3       Ulero  i  :  tained  or  rei 

operator  determines. 


but  the  lower  sigmoid  and  rectum,  the  uterus  is  firmly  caught 
with  a  double  tenaculum  at  its  anterioi  vaginal  juncture,  l'ull 
ing  it  up  and  making  tin-  vagina  taut,  an  anteroposterior  in- 
cision  is  made  reaching  from  the  tenaculum  to  the  bladdei 
(which  meanwhile  is  held  against  the  pubis),  and  extending 
through    tissue    in    the    recognizable    vaginal    wall   (Plate    1 
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Through  this  opening  which  is  stretched  laterally,  the  bladder  is 
separated  from  the  face  of  the  vagina  as  far  as  the  trigone  or  neve 
somewhat  beneath  it.      The  ureters  are  pushed  aside,  and  where 


Plication  oi  anti  rioi  wall  of  va 


they  turn  in  toward  the  trigone,  arc  displaced  upward  and  for 
ward  with  the  bladder.  In  this  maneuver  the  anterioi  fact  oi 
the  vagina  is  adequately  exposed  beneath  the  bladder,  bul  this 
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must  also  be  done  .1-  far  up  as  the  site  of  the  tenaculum.  As  you 
know,  this  is  an  easy  task.  Hie  next  step  is  to  unite  by  suture 
with  continuous  kangaroo  tendon  the  anterolateral  lines  oi   the 


retained  or  removed  as  operatoi  '1  term  in 


vagina     one  :ach   side)    from  below  upward,  beidnninj;  as  1'ai 

down  as  possible  and  ending  jusl  below  the  upper  end  of  the  origi 
nal  incision   (Plate  II'.       To  secure  proper  exposure,  the  1  (ladder. 
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after  separation,  is  held  forward  with  a  broad  retractor. 
The  suturing  is  done  with  a  short,  stout,  curved  needle,  aided  by  a 
hook  with  which  the  vagina  at  the  point  of  suturing  is  caught  up 


I  i,      ,       \m,  irioi  plia  tion  finished. 

and  directed  toward  the  poinl  of  the  needle,  Another  method 
is  to  use  the  fingers  of  the  disengaged  hand  in  the  vagina  to  lift 
itup     stitching  down  upon  them.     It  is  not   necessary  to  pene- 
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trate  into  the  vaginal  cavity,  but  if  done  no  harm  will  accrue, 
the  surface  having  been  already  carfully  prepared.  A  second 
line  of  continuous  kangaroo  suture  is  now  placed,  so  as  to  draw 
to  the  median  line  as  much  fascia  and  covering  peritoneum  as 
can  be  brought  in  from  the  sides  of  the  bladder,  the  vagina  and 
the  uterus  (Plate  [II).  The  structures  in  this  region  which 
must  be  left  outside  the  sutures,  are  the  ureters  and  the  uterine 
arteries  tin-  arteries  are  in  danger  at  the  upper  end  of  this 
held,  the  ureters  at  the  lower.  Both  can  be  outlined  by  careful 
fingering  of  the  tissue  as  the  sutures  are  passed;  this  is  easily 
true  of  the  vessels,  and  I  believe  also  of  the  ureters,  but  in  view 
of  the  greater  harm  coming  from  their  injury,  they  can  be  out- 
lined by  prior  catheterization,  or  if  not,  readily  exposed  by  blunt 
dissection,  where  they  curve  inward  to  the  upper  outer  angles 
of  the  trigone.  This  second  line  of  sutures,  as  intimated,  must 
be  entered  far  enough  from  the  edge  of  the  incision  to  take  up  all 
slack  tissue  and  in  passing,  follow  an  oblique  direction  from  the 
point  of  entrance  upon  peritoneal  surface,  downward  and  in- 
ward toward  the  sutured  line  of  the  vagina,  into  which  it  mav  pas-,, 
then  into  the  fascia  at  opposite  vaginal  edge  and  so  on  obliquely 
I  and  outward  so  as  to  include  here  also  all  slack  tissue. 
The  most  important  loops  of  this  suture  are  those  employed  at 
the  lower  portions  of  the  incision — the  last  two,  need  not 
enter  the  vaginal  tissue,  but,  going  down  to  it.  pass  over,  and 
then  oul  on  the  opposite  side  as  before.  Their  effect  will  be  to 
accentuate  the  line  of  the  bladder  base,  in  fact  carry  it  in  further 
beneath  the  bladder  and  fold  in  some  of  its  tissue  (Plate  IV). 
As  will  I.,  seen  later  in  bringing  out  the  anatomical  feature  of  the 
subject,  the  suspensory  ligament  of  the  bladder  is  shortened  in 
this  maneuver,  as  well  as  the  lateral  fascial  connections  of  the 
which  merge  with  the  lateral  supports  of  the  bladder 
below,  and  the  bio. id  ligaments  above,  serving  the  purpose  of 
ligaments)  and  the  basic  lines  of  the  broad  ligaments.  It  now 
remains  to  shorten  the  uterosacral  ligaments  These  are  caught 
mii  al  about  the  junction  of  the  inner  and  middle  thirds,  drawn 
in  from  this  point  and  stitched  with  the  same  suture  material 
either  to  1  lit-  inside,  below,  01  to  the  outside  of  their  uterine  at- 
tachment, as  is  most  easily  done.  It  is  essential  to  take  in  as 
much  of  the  slack  as  is  needed  to  give  them  their  original  sup- 
porting function    I  Plate  V) 

The  question  as  to  the  disposition  of  the  uterus   should    be 
settled    at    the   outset   of    the   operation.       [f    to    be   retained,  the 
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operation  as  described  will  be  carried  out  with  the  addition,  if 
deemed  best,  of  shortening  the  round  ligaments,  but  this  is  not 
essential.  If  it  is  a  senile  uterus,  I  suggest  it  be  thrown  forward 
and  the  fundus  held  in  the  sulcus  behind  the  bladder  by  a  retain- 


Fic..  5      Senile  uterus  retained  and  held  forward 

ing  suture  through  the  round  ligamenl  al  each  cornua  (Plate  V). 
I  Ins  for  the  purpose  of  utilizing  in  this  region  all  the  aid  the  round 
ligamenl  and  remaining  parts  oi  the  broad  ligament  can  furnish 
as  supports  [f  the  uterus  is  removed,  the  variations  from  the 
operation  as  described  relate  to  the  treatment  of  the  broad  and 
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uterosacral  ligaments.  The  operation  is  then  to  be  executed  as 
described  as  far  as  the  completion  of  the  suturing  in  front  of  the 
uterus,  then  this  organ  is  dissected  or  cut  from  its  lateral  attach- 
ments to  about  the  level  of  the  internal  os,  care  being  taken  to 
stop  -hurt  of  the  attachment  of  the  uterosacral  ligaments.  The 
cut  surfaces  of  the  stump  are  now  stitched  together  in  continua- 


tion of  the  line  of  original  incision;  the  loose  ends  of  the  severed 
broad  and  round  ligaments  caught  up  and  included  in  this  line  oi 
suturing  Plates  VI  and  VII).  And  finally  the  uterosacral 
ligaments  are  caught  up  at  the  junction  with  the  slump  (Plate 
VII);  the  right  is  drawn  over  and  stitched  to  the  stump  to  the 
left,  and  the  left  is  drawn  to  overlap  the  righl  and  stitched  in 
ionding    position    to   that    given   the  Left   ligament   (Plate 
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YIII).  The  elongation  and  relaxation  of  all  these  tissues  makes 
the  several  steps  of  the  operation  easier  than  one  might  infer  from 
an  experience  confined  to  the  normal  pelvic  floor. 

With  the  completion  of  any  one  of  the  procedures  outlined, 
the  suprapubic  operation  upon  the  pelvic  floor  will  have  been 
finished.     After  closing  the  abdominal  wound,  further  procedure 


•Uterus  remo  ps  of  round  and  broad  I  aptated. 


can  be  determined  by  the  patient's  condition.  Ii  remains  onlj 
to  operate  upon  the  perineal  structures.  If  much  is  needed, 
then  no  doubt  it  will  be  best  to  postpone  operation,  otherwise, 
do  ii  al  once,  applying  any  one  of  the  operations  upon  the  leva- 
tot  ani,  lower  posterior  vaginal  wall  (rectocele)  and  perineum, 
the  operatoi  prefers, 
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Dr.   Polk    presented   the  patient  for  examination  at   the  con 
elusion  of  his  paper.*     Professor  Pozzi,  for  the  committee,  sub- 
mitted the  following  report: 


■<].     Utero-sai  ral  ligarr 
i  over  slump. 


New  York,  27th  of  April,  [909. 

I  examined  the  case  oi    procidentia  uteri  operated  on  by  Dr. 

W.   M.   Polk    by  Suprapubic    Operation    Upon  ih,    Pelvv    Floor. 

I  In-  patienl   was  of  a  delicate  complexion,  aboul   fifty  oi   sixty 

old      sin  had  suffered  for  years  and  had  been  operated  1  n 

about  four  months  ago.     1  found  that  the  vagina  had  a  normal 

_  *July  t  1  1th    patii  n(  b  ling  posi- 

tion.    The  plastic  infiltration  around  the  neel   of  the  ul   iu     has  di   ipp. 
other  respect    thi  conditions  are  identical  with  those  named   in   Pi 

W   M.  P. 
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depth.     Around  the  neck  of  the  uterus  was  a  plastic  infiltration, 
but  no  pain  by  pressure.      I  think  the  result  is  excellent. 

(Signed)  Prof.   S.  Pozzi, 

Honorary  Fellow  of  the 

A  meriean  (iyiiccological  Society  (Paris) . 

ANATOMICAL  SUGGESTION. 

In  estimating  the  need  for  this  operation  it  is  best  to  view  the 
anatomical  conditions  from  the  standpoint  of  the  living  sub- 
ject rather  than  that  of  the  cadaver,  the  principal  reason  for  this 
being  the  fact  that  in  the  cadaver,  owing  to  position  as  well  as  to 
the  contraction  of  tissue  which  takes  place,  the  space  between 
the  peritoneal  and  muscular  (levator  ani)  layers  (or  surfaces) 
of  the  pelvic  floor  is  materially  lessened,  the  peritoneal  face  ap- 
proaching the  level  of  the  muscle  to  a  far  greatej  extent  than  is 
witnessed  in  the  normal  living  pelvis.  This  statement  is  borne 
out  by  the  dissections  which  we  have  from  time  to  time  made 
upon  the  suprapubic  aspect  of  the  pelvic  floor  in  connection  with 
the  requirements  of  hysterectomy  and  other  forms  of  suprapubic 
operations  upon  the  pelvic  viscera.  The  peritoneal  surface  ind 
the  muscular  surface  (levator  ani)  of  the  pelvic  floor  may  be  said, 
speaking  broadly,  to  start  from  the  inner  face  of  the  pubic  bone 
at  about  the  same  level.  As  we  follow  the  general  line  of  the 
two  surfaces  backward,  however,  they  diverge  and  we  find  there 
is  a  gradually  increasing  depth  in  the  space  between  them  which 
is  filled  with  fibro-connective  tissue,  which  in  turn  presents 
throughout  its  meshes  sundry  lines  of  condensation  of  sufficient 
densitj  and  strength  to  serve  as  supports  or  ligaments  to  such 
structures  as  they  accompany  or  to  which  they  are  attached. 
Muscular  fibei  analogous  to  thai  belonging  to  the  outer  coat  of 
ihe  uterus  and  vagina  exists  m  some  of  them,  notably  the  utero- 
sacral  and  broad  ligaments.  The  breaks  m  the  peritoneal  face  of 
the  floor  ari'  Douglas'  culdesac  behind,  vaginal  opening  in  the 
center,  and  the  vesical  region  in  trout.  The  break  at  the  vesical 
region  conforms  t"  the  base  of  the  bladder  but  it  finds  compel] 
sation  in  tin-  close  proximity  of  the  puborectal  division  of  the 
levator  muscle,  as  it  envelopes  the  vagina  in  its  course  backward 
to  the  perineum,  lli.it  al  tin  vagina  is  protected  l>\  support 
from  the  broad  and  uterosacral  ligaments;  the  uppei  pari  "i  th. 
broad  and  round  ligaments  belongs  to  the  bodj  "i  the  uterus 
projei  ting  above  t  he  plane  of  this  floor,  and  gives  bul  indireel  aid 
at  this  opening.  The  break  in  the  floor  at  the  culdesac  is 
F01    tin-  accommodation  of  the  rectum,  but  the  uterosacral  liea- 
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tiR-iits  guard  it.  They  represent  the  posterior  confines  of  the 
peritoneal  level  of  the  pelvic  floor,  and  their  strength  is  sufficient 
to  resist  any  direct  pressure  they  may  be  subject  to.  They 
yield  however  to  forward  and  downward  traction  such  as  comes 
from  prolapse  of  the  anterior  pelvic  floor,  becoming  thereby 
party  to  vaginal,  and  especially  uterine  prolapse.  Just  here  it  is 
pertinent  to  say  that  the  break  in  this  contour  of  the  upper  floor 
is  compensated  by  the  natural  descent  of  the  anterior  rectal 
wall,  which  thus  tills  it  with  part  of  a  self-supported  viscus;  and 
also  by  the  relatively  smaller  degree  of  intrapelvic  pressure  to 
which  it  is  exposed.  The  distance  between  the  two  principal 
Boor  layers,  peritoneal  and  muscular,  is  here  at  its  greatest. 
Measured  by  the  sacral  curve,  it  extends  from  the  second  sacral 
bniie  to  the  coccyx — the  direct  distance  is  shorter  in  proportion  to 
the  curvature  of  the  sacrum.  The  breaks  in  the  muscular  layer 
of  the  pelvic  floor  are  the  urethral,  vaginal  and  anal  openings. 
I  he  first  may  be  ignored,  of  the  remainder,  the  vaginal  is  of 
prime  importance,  but  as  our  operation  does  not  directly  in- 
volve the  muscular  floor  we  stop  at  this  mention  of  its  openings. 
B  >th  floor  layers  are  swung  from  the  pelvic  wall,  the  peritoneal- 
fibro-connective,  at  a  higher  level  than  the  muscular;  both  are 
convex  downward,  the  muscular  much  more  so  than  the  peri- 
toneal in  consequence  of  which  they  are  much  farther  apart  at 
the  median  line  than  at  the  walls  of  the  pelvis.  The  vagina  ex- 
tends directly  through  this  median  region,  and  closely  asso- 
ciated with  its  lower  anterior  hall  we  have  the  base  of  the 
bladder,  the  portion  of  that  organ  which,  as  we  have  said,  oc- 
cupies the  break  in  the  forward  part  of  the  peritoneal  tibro 
connective  layer  of  the  pelvic  floor. 

rurning  now  to  the  condensations  of  this  inter-lying  fibro- 
connective  tissue,  we  find  they  have  an  important  bearing  on  the 
vagina  and  bladder. 

The  principal  lines  or  areas  of  condensation  are  about  the 
sides   and   posterior  aspect  of   the   uterovaginal    junction    (the 

.  in  il  break  in  the  upper  floor  layer)  and  are  known  anatomic- 
ally as  the  lower  lines  ol  the  broad  and  the  uterosacral  ligaments; 
here  you  find  the  involuntary  muscular  fibers  derived  from  the 
■  agina  and  uterus,  interwoven  iii  such  fashion  as  to  add  strength 
to  the  structures.  As  we  descend,  the  condensation  continues. 
being  in  part  a  continuation  downward  upon  the  vagina  of  both 
'In  uii  rosacral  and  broad  ligaments,  but  it  1-.  In  be  noted  that  the 
actual  support  is  much  more  direct  to  the  lateral  and  posterior 
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aspects  of  this  viscus  than  to  the  anterior.  This  arrangement 
continues  well  below  the  bottom  of  the  culdesac.  The  normal 
tonicity  of  the  vagina,  especially  in  non-parous  women,  com- 
pensates the  anterior  wall  for  this  lack  of  direct  support  from 
this  direction,  but  after  the  stretchings  of  child  birth,  particularly 
in  the  face  of  faulty  involution,  this  part  of  the  vagina  must 
proportionately  rely  for  support  upon  other  and  more  direct 
lateral  and  anterior  agencies  to  be  now  mentioned,  viz. :  An  im- 
portant line  of  this  condensed  tissue  accompanies  the  ureters. 
It  takes  form  as  they  pass  through  the  base  line  of  the  broad 
ligaments  at  junction  of  outer  and  middle  thirds,  increases  in 
thickness  as  it  accompanies  them  to  the  bladder,  assuming  the 
proportions  of  an  outer  sheath,  and  thus  running  diagonally  for- 
ward and  downward  through  the  fibmcellular  inttr-floor  space,  to 
right  or  left  of  the  vaginai  Here  this  sheath  is  attached  by 
fibrous  tissue  connection  in  all  directions,  the  best  defined  being 
towards  pelvic  wall,  bladder  and  vagina.  Similar  condensations 
of  tissue  accompany  all  vessels  going  to  and  from  the  vagina, 
which  means  that  such  supports,  for  they  are  supports,  are  best 
defined  laterally.  A  striking  development  of  this  nature 
accompanies  the  vessels  of  the  bladder,  as  they  leave  the  pelvic 
wall,  and  constitute  a  broad  ligamentous  structure,  extending 
thence  to  top,  to  bottom,  and  to  the  lateral  aspects  of  that 
viscus.  Toward  the  base  it  extends  so  as  to  envelope  that 
region  well  out  toward  the  trigone 

If  in  connection  with  this  description  we  recall  the  elongation 
all  these  lines  of  support  suffer  in  prolapse,  we  realize  the  vital 
importance  of  an  operation  thai  will  shorten  them.  An  ad- 
mirable illustration  is  furnished  in  the  case  cited,  upon  which 
the  operation  offered  was  performed. 

Reference  to  the  accompanying  anatomical  Plate  I  will  help 
to  explain  the  text.  I  he  uterus  and  bladder  are  forciblj  drawn 
upward  The  bladder  is  separated  from  the  vagina  as  fai  as  the 
trigone,  the  outline  of  the  ureter  is  shown  as  it  passes  to  the  bladder 
The  broad  ligament  as  fai  down  as  basic  line  is  cut  from 
uterus,  the  peritoneum  is  removed  from  the  exposed  region  and 
with  it  the  round  ligament.  The  extension  downward  upon  the 
vagina  of  a  continuation  of  the  broad  ligament  is  shown  also. 
together  with  the  outward  extension  oi  this  structure  to  and 
behind  the  ureteral  sheath.  The  outer  attachment  of  the  basic  line 
of  broad  ligament  is  drawn  up  to  show  how  a  similar  structure 
(which  encloses  the  cystic  vessels)  runs  forward  and  inward  to 
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envelope  the  bladder  and  lend  support  to  ureter  and  indirectly 
to  the  vagina.  The  tissue  invoked  in  the  suturing  anterior  to 
the  uterus  is  that  lying  between  the  vagina  and  ureter,  and  also 
that  which  is  above  and  beyond  the  ureter.  The  uterosacral  liga- 
ments are  the  only  tissues  involved  in  the  operation  that  are 
behind  the  uterus.  They  are  out  of  this  field,  the  one  on  the 
right  side  is  hidden  behind  the  remnants  of  the  broad  ligament. 
Thirty-Sixth  St. 
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BY 
ROBERT  T.  FRANK,  A.M.  M.D.. 

iunct  Gynecologist,  Mt.  Sinai  Hospital. 
With  three  illustrations.) 

Gottschalk  in  1902  reported  an  ovarian  tumor  which  he 
designated  "folliculoma  malignum  ovarii."  According  to  his 
views,  the  Graafian  follicle  was  the  point  of  origin  of  the  growth. 
Both  Kretschmar  and  Pick  recognized  the  morphological 
similarity  of  Gottschalk's  neoplasm  with  that  of  colloid  struma, 
but  interpreted  the  genesis  of  the  ovarian  growth  dissimilarly. 
Kretschmar  claimed  that  the  thyroid  tissue  in  the  ovary  was  a 
mi  tastatic  deposit  from  the  normal  or  abnormal  thyroid  gland, 
basing  his  observations  upon  the  reports  of  Riedel,  and  of 
<  Iderfeld  and  Steinhaus  who  found  metastatic  deposits  respect- 
ively in  the  jaw  and  frontal  bone,  originating  from  apparently 
normal  thyroid  glands.  Pick,  on  the  other  hand,  regarded  the 
in  thyroid  tumors  as  an  atypical  teratomata.  This  latter 
■  !■  .\  has  now  been  generally  accepted 

The  literature  o!  the  Subjecl  contains  but  twelve  reports  ol 
'struma  colloides  ovarii  aberrata,"  as  Pick  denominates  these 
tumors,  and  several  of  the  reports  lack  all  detail.  A  point  of 
clinical  interest  is  the  ultimate  fate  of  the  patients,  subsequent 
to  the  removal  of  the  growth.  At  least  one  of  the  patients 
died  of  metastases,  though  the  majority  appear  to  have  remained 
well  permanently. 

The  following  is  an  additional  case  of  struma  ovarii: 

R.   V.  Adm.   No    97099,  admitted   to  the  first   gynecological 

division    of    Mt.    Sinai     Hospital.     October    8,     [907,    discharged 

Octobei    26       I  he  patient,  twenty  two  years  of  age,  had  been 

ed    eight    months   and    never   been    pregnant.       The   general 

ited   in   the   New  1  0  '-tetrics, 

h  '9°9. 
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and    menstrual    history    were    negative.      The    sole    complaints 
were  leueorrhea  and  backache. 

The  general  physical  examination  was  negative — no  struma 
of  the  neck.  Locally  there  was  found  a  retroverted  uterus  with 
an  enlarged  prolapsed  right  ovary.  A  curettage  was  first  per- 
formed, and  then  the  abdomen  was  opened  and  a  tumor,  the 
size  of  a  peach,  involving  the  right  ovary  readily  removed 
(salpingooophorectomy) .  There  were  no  adhesions  and  no 
ascites.  Recovery  was  uneventful.  I  have  seen  the  patient 
repeatedly  since  operation,  and  now  one  and  a  fourth  years 
after  operation  she  is  still  in  perfect  health  with  normal  uterus 
and  left  ovarv. 


Fig.  i. — Tumor  uncut  showing  tooth  and  below  this  a  shell  of  bone. 
To  tin-  left  is  the  tube  and  mesosalpinx. 

The  tumor  was  ovarian  in  shape,  nf  irrcgulai  bossed  appearance 
and  enclosed  in  the  thickened  tunica  albuginea      In  numerous 
spots  s<  mi  transparent  cysts  were  visible  through  the  fibrous  coal 
A l  one  pole  a  hard  bony  shell  was  noted    (Fig     i  I. 

On  cross-section  the  growth  was  seen  to  be  composed  of 
irregular,  somewhat  angulai  cysts  of  greatl)  varying  size,  filled 
with  a  sticky  (colloid  material.  Dissection  of  the  bony  portion 
revealed  a  molar  tooth  imbedded  in  the  tissues  and  connected 
with  a  thin,  but  hard  bony  lamella  At  the  opposite  pole  was  a 
hemorrhagic  dense  area  of  oval  shape  about  ixj  cm.  in  size. 
The  Fallopian  tube  and  the  broad  ligament  were  normal  (Fig    2 

Microscopical   examination   of   the   growth    revealed    the   fol- 
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lowing:  The  dense  hemorrhagic  area  proved  to  be  a  corpus 
luteum  with  hemorrhagic  infiltration.  The  hard  shell  was 
composed  of  normal  bone  showing  Haversian  canals.  The  tooth 
wa-.  not  sectioned.  The  remainder  of  the  tumor  consisted  of 
tissue  identical  with  that  of  a  colloid  goitre.  In  some  parts 
dense  masses  of  thyroid  acini  of  normal  size  were  closely  crowded, 
the  lumen  showing  but  small  accumulation  of  colloid.  In  a 
few  spots  a  slight  tendencv  to  atypical  adenomatous  growth 
prevailed.  The  greater  part  of  the  growth  was  formed  by 
irregular   cysts    from    microscopical   size    to    1    cm.    in   diameter 


Fir, 


i  cut  across  showing  th   raid  ti    ue  and  colloid  contents  o 


tilled  with  colloid  material  and  lined  with  a  single  layer  of  low 
cubical  epithelium.  The  cell  outline  was  poorfy  defined,  the 
nucleus  oval  or  round  and  darkly  stained.  No  test  for  iodine 
could  lie  made  on  account  of  tin-  method  of  preservation.  Some 
oi  the  cysts  had  numerous  capillaries  in  their  walls  and  rupture 
of  the  vessel  wall  had  produced  Hemorrhages  into  the  cysl  lumen 
Fig 

Pick  based  Ins  assumption  oi  the  teratomatous  origin  of  the 
thyroid  tissue  upon  the  following  facts:  In  twenty-one  true 
dermoid  cysts  lie  discovered  thyroid  tissue  in  no  less  than  six. 
Furthermore,  the  cases  of  Saxer,  in  which  a  tooth  was  found 
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imbedded  in  an  otherwise  normal  ovary,  and  later  the  case 
reported  by  Meyer,  in  which  a  lens  was  likewise  found  in  an 
ovary,  show  that  a  single  highly  specialized  tissue  may  be  the 
sole  evidence  of  a  teratomatous  growth.  Pick  also  drew  atten- 
tion to  the  fact  that  metastases  from  the  thyroid  gland  almost 
always  are  located  in  the  bony  skeleton.  To  suppose  that 
thyroid  metastases  are  found  solely  in  teratomatous  ovaries 
and  nowhere  else,  requires  an  undue  stretch  of  the  imagination. 


:! 


\      •*.' 


:; 


i  :  Section  of  tumor  shi  m  ing  thyroid  tissue  with 

a<  ini   X  400  diameter. 

From  the  appended  table  of  cases  i1  will  beseen  that  the  clinical 
facts  are  extremely  meager.  In  several  patients  the  tumoi  was 
accidentally  discovered;  in  others  ascites  caused  the  patients 
to  seek  medical  advice.  The  age  varied  from  fifty  seven  years 
to  twenty  two;  some  were  parous,  others  had  never  bom  children, 
Ascites  was  present  in  nearly  half  the  oases.  The  size  of  the 
tumoi  varied  from  that  of  a  child's  fis I  to  that  ofachild's  head 
A  fatal  outcome  is  noted  in  only  one  instance,  although  mosl  ol 
the  patients  were  riol  observed  subsequent  to  operation.  [Two 
of  Walthard's  cases  showed  colloid  struma  of  the  neck,  but  no 
othei  observer  lias  reported  a  similai  coincidence. 

The  mien  >sc<  ipical  picture  presented  in  struma  ovarii  is  typical 
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The  details  in  all  cases  agree.  In  certain  spots  almost  normal 
thyroid  tissue  is  found,  but  the  greater  part  of  the  tumor  shows  a 
marked  tendency  to  colloid  accumulation  and  consequent  cyst 
formation.  Occasionally,  more  adenomatous  proliferations  are 
encountered,  and  hemorrhages  into  the  cysts  are  not  infrequent. 
Other  tissues  rarely  form  an  appreciable  bulk  of  the  neoplasm. 
Bone  and  cartilage  are  the  most  frequent.  Muscle  fibers,  sweat 
and  sebaceous  glands,  goblet  cells  and  ciliated  epithelium  have 
been  reported.  In  my  own  case  a  well-formed  molar  tooth  was 
noted.  Several  authors  have  reported  cases  on  the  border  line 
between  dermoids  and  teratomata,  containing  thyroid  tissue — 
Anspach,  Bell,  etc.;  in  Ribbert's  case  the  thyroid  formed  but  a 
small  part  of  the  growth,  which  goes  to  prove  that  a  gradual 
transition  marks  the  change  from  a  complex  dermoid  with 
thyroid  tissue  to  so-called  simple(?)  thyroid  tumors  of  the 
ovary. 
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A    CASE    OF    DECIDUAL    EXPULSION    OCCURRING    AT 
EACH   MENSTRUAL   PERIOD. 

BY 

1  iSC  \K   FR  WKI..  M     D., 

AMI 

!<  isi.iMI   J    SCR(  >GGS,   M.  I)  . 

Beaver  Cou         Genera  S.  A. 

(With  one  illustration.) 

Cases  of  expulsion  of  large  01  small  pieces  of  the  mucosa  uteri 
are  not  uncommon,  and  the  literature  on  this  subject  is  very 
rich.  Dysmenorrhea  membranacea  has  been  well  studied,  both 
clinically  and  histologically.  We  find  in  these  cases  expelled 
parts  of  the  mucosa  varying  in  size  from  1  to  5  01  6  cm.,  and  of  a 
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thickness  of  from  3  to  6  mm.,  and  sometimes  a  complete  cast  of 
the  entire  uterine  cavity  has  been  found.  Schottlander  con- 
tends that  the  membranes  contain  numerous  decidual  cells 
which  are  arranged  in  strite,  with  many  leukocytes;  he  finds 
many  glands  having  low  epithelial  cells,  also  hemorrhages  and 
detritus.  An  exhaustive  paper  on  the  subject  has  been  written 
by  Ilitschmann  and  Adler,  who  think  that  the  name  endometritis 
exfoliativa?  is  not  correct  since  there  is  no  inflammatory  condition 
present,  the  round  cells  being  a  part  of  the  menstruation.  They 
have  never  found  round  cells  in  the  interval,  but  only  in  the 
premenstrual  stage. 

The  earlier  authors  thought  that  dysmenorrhea  membranacea 
was  always  caused  by  an  inflammatory  condition  of  the  endo- 
metrium occurring  at  the  menstrual  period.  Decidual  cells 
are  found  in  different  parts  of  the  membrane,  and  it  is  not  possible 
to  differentiate  them  from  the  decidual  cells  of  pregnancy. 
One  must  understand  that  the  stroma  elements  of  the  premen- 
strual mucosa  very  closely  simulate  the  decidual  cells  of  early 
pregnancy.  In  many  cases  a  differentiation  is  impossible. 
In  our  case  the  characteristics  of  the  expelled  membrane  are  so 
marked  that  there  is  no  doubt  but  that  it  is  a  true  decidua  of 
pregnancy. 

The  following  is  the  history  of  a  very  interesting  case. 

A  woman  twenty-seven  years  of  age  had  given  birth  to  a 
child  when  twenty-four.  Labor  was  normal.  .Since  then  she 
has  had  at  her  menstrual  periods  severe  pains,  simulating  true 
laboi  pains  and  is  relieved  only  after  the  expulsion  of  a  cast-like 
membrane,  as  shown  in  Fig.  1.  Before  this  membrane  is  expelled 
a  bloody  discharge  begins.  Her  family  physician  states  that  he 
lias  at  tended  her  during  three  pet  tods  and  that  each  time  he  has 
found  a  complete  membranous  cast  of  the  uterine  cavity.  The 
surface  of  this  cast  is  finely  granular.  On  opening  the  cast  one 
sees  both  tubal  cornua  and  that  the  internal  surface  shows  largi 
and  small  granular  elevations;  the  thickness  of  this  membrane 
is  more  than  1  cm.  The  patient  was  under  our  observation 
during  two  menstrual  periods  and  each  time  she  expelled  a 
membranous  cast  and  suffered  severe  labor  like  pains 

The  histologic  examination  shows  a  marked  decidual  formation. 
We  sic  tin-  differentiation  both  in  the  spongy  and  compact 
layers,  the  decidual  cells  are  generally  round  and  sharply  defined, 
show  a  glass  like  protoplasm,  and  round  and  deeply  staining 
nuclei.       In  oilier  places  the  decidua  cells  have  lost    t1n.ii    homo 
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geneous  protoplasm,  the  protoplasm  being  cloudy  and  the  decidua 
cells  becoming  spindle-shaped.  There  is  always  a  diffuse  infil- 
tration of  round  cells,  but  there  are  some  islands  where  the 
round  cells  are  very  compact  and  cover  entirely  the  decidual 
elements.  Many  of  the  blood-vessels  show  thromboses,  also  the 
blood  sinuses  of  the  spongy  layer  show  thrombosis.  Plasma 
cells  were  not  to  be  found,  although  Pappenheim's  specific  staining 
method  was  used.  Though  we  know  that  some  lymphocytes 
are  to  be  found  in  every  decidua,  we  think  that  in  our  specimen 


I  lei  idual  i  ,i-;. 


the  diagnosis  of  an  acute  inflammatory  condition  is  to  be  made 
on  account  of  the  islands  of  lymphocytes,  no  pails  of  an  ovum 
were  found  and  no  chorionic  villi  at  all.  The  whole  specimen 
shows  in  all  parts  the  constituents  described  before,  and  now  here 
could  any  glands  be  found. 

How  is  this  case  to  be  explained?  Certainly,  this  membrane 
is  not  one  as  found  in  the  cases  of  dysmenorrhea  membranacea, 
but  a  true  decidua.  It  is  a  product  of  a  pregnancy,  although  no 
part  of  an  ovum  was  found.  Surely,  we  have  a  case  in  which 
the  patient  at  her  menstrual  time  expelled  the  decidua  caused 
by  an  inflammatory  condition  of  the  uterine  mucosa.  Ap- 
parent!] the  ovum  died  each  month  in  the  first  stages  of  its 
development.  The  woman  admitted  that  she  cohabited  with 
her  husband  just  after  hei  menstrual  period  and  therefore  must 
have  hern  impregnated  immediately.  The  ovum  died  during 
tlu'  first  days,  but   the  decidua  remained  in  the  uterine  cavity 
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until  the  time  of  the  next  menstruation.  At  the  time  of  the 
physiologic  menstrual  wave  the  separation  of  the  decidua  from 
the  uterine  wall  began,  in  which  the  thrombosis  of  the  blood 
sinuses  perhaps  helped,  and  it  was  then  expelled  by  the  uterine 
contractions.  The  after-history  of  the  patient  is  not  known 
as  she  did  not  remain  under  our  observation.  We  might  add 
that  her  family  physician  made  a  curettement  after  the  expulsion 
of  the  second  cast  when  under  his  care,  but  without  any  result. 
We  ail  vised  her  not  to  cohabit  for  some  months  and  to  be  treated 
during  this  time  for  the  endometritis.  We  would  have  dilated 
the  cervix  and  treated  the  mucosa  antiseptically,  but  the  patient 
was  lost  sight  of. 


REMOVAL  OF  AX   UNUSUALLY  LARGE  OVARIAN 
CYST. 

BY 

STEPHEN  H.  KNIGHT,  A.  M.,  M.  D., 

Surgeon  to  Grace  Hospital, 

Detroit.  Mich. 

i  With    one  illustration.) 

')x  January  2c>.  Mrs.  ('..,  a  Hungarian,  was  admitted  to  Grace 
Hospital.  She  had  been  treated  for  dropsy  by  her  physician 
outside  of  the  hospital  and,  as  she  did  not  receive  any  benefit, 
was  sent  to  the  hospital.  Her  abdomen  was  large,  protuberant, 
and  presented  the  appearance  of  an  enormous  ovarian  cyst. 
Vagina]  examination  confirmed  the  diagnosis  and  she  consented 
to  an  operation.  She  said  the  tumor  had  been  growing  ten 
months.  On  January  23,  her  temperature  was  1020,  pulse  ti6, 
respiration  28.  A  blood  count  showed  red  3,678,500,  white 
[0,500,  hemoglobin  So  per  cent.  Urine  contained  a  slight  trace 
of  albumin,  specific  gravity,  1012,  numerous  pus-cells,  faintly 
alkaline.      She  had  had  one  child. 

She  was  operated  on  January  2(>.  It  had  been  suggested  that 
part  of  the  fluid  be  drawn  off  at  first  and  the  patient  allowed  to 
recover  before  the  final  operation.  It  was  decided,  however, 
to  do  tin-  operation  at  one  stage.  An  incision  was  made  through 
the  thin  walls  ,,i  the  abdomen  down  to  the  tumor,  and  when  the 
trocai  was  thrust  in  a  quantity  of  clear  ovarian  fluid  escaped. 
The  tumor  proved  to  be  multilocular  adenoma  and  some  of  the 
daughtei  cysts  were  tilled  with  a  thin  pea  soup  like  fluid.  When 
all  the  fluid  possible  had  been  drawn  off  there  was  still  a  large 
sohd   mass  left  wedged  up  under  the  diaphragm.     To  remove 
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this  it  was  necessary  to  carry  the  incision  above  the  umbilicus. 
The  abdominal  wall  was  so  stretched  that  I  was  obliged  to  make 
a  tuck  in  it,  and  sewed  together  a  wide  area  of  peritoneal  surface 
on  each  side  of  the  incision.  A  very  large  pad  was  made  and 
placed  over  the  abdomen  in  order  to  partially  continue  the  intra- 
abdominal pressure,  and  a  bandage  placed  lightly  over  it.  Two 
quarts  of  saline  infusion  were  given  the  patient  during  the 
operation  and  she  came  out  from  the  anesthetic  with  very  little 
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shock,  Immediately  following  the  operation,  her  temperature 
was  97.8,  pulse  [  12,  respirations  28,  Nextday,  January  27,  too  , 
1  io,  j6.  January  29,  98.6,  96,  28.  The  wound  healed  by  first 
intention  and  she  lefl  the  hosptial  on  the  thirty  ninth  day. 

The  fluid  pari  of  the  tumor  collected  amounted  to  96  pints. 
Thesolid  pari  of  the  tumor  weighed  fifteen  pounds,  rhe whole 
togethei  weighed  111  pounds.  The  patient  herseli  weighed 
eightj  seven  pounds  when  she  left  the  hospital. 
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ABDOMINAL     MYOMECTOMY    FOR     LARGE     UTERINE 
FIBROIDS. 

BY 

II.  P.   KUHX,   M.  D., 

AND 

W.    J.   TRICK.   M.  I)., 

Kansas  City.  Mo. 
i  With  two  illustrations.) 

The  treatment  of  fibroid  tumors  of  the  uterus  resolves  itself 
into  either  a  radical  procedure  involving  the  sacrifice  of  that 
organ  or  some  form  of  extirpation  of  the  myoma  leaving  the 
organ  intact. 

Other  methods  of  treatment,  including  the  medical,  electrical, 
etc.,  have  been  discarded  either  for  failure  to  cure  or  danger  to 
the  patient.  At  the  present  time,  the  consensus  of  opinion  for 
the  treatment  of  fibroids  is  about  two  to  one  in  favor  of  some  form 
of  hysterectomy     i 

In  a  review  of  the  recent  literature  and  from  personal  ex- 
perience, we  are  convinced  that  simple  extirpation  or  myomec- 
tomy should  take  a  wider  field. 

Myomectomy  is  to  be  contrasted  with  hysterectomy  not  only 
in  that  it  leaves  the  uterus  intact  and  capable  of  pregnancy,  but 
conserves  important  rectal  and  bladder  supports.  Hysterectomy 
at  its  best  sacrifices  all  chances  of  maternity,  and  unless  some  of 
the  modified  methods  of  high  amputation  are  undertaken  leaving 
an  ovary,  the  climacteric  is  precipitated.  We  believe  that  an 
artificial  menopause  is  no  more  troublesome  than  a  normal  one, 
\et  it  is  ;i  condition,  to  say  the  least,  unnatural. 

It  is  unfortunate  that  in  dealing  with  fibroid  we  have  a  disease 
for  which  we  do  not  know  the  cause  Whether  a  fibroid  is  to  be 
regarded  as  a  fibrosis  similar  to  the  change  in  the  prostate  in  the 
male, (2)  whethei  it  is  a  developed  Cohnheim  area,  3)  01  whether 
it  bears  the  same  relation  to  a  terminal  blood  vessel  as  neuromata 
to  epineurium  j  would  to  some  extent  determine  radical  or 
conservative  treatment.  Herein  will  lie  the  great  objection  to 
myomectomy,  for  not  knowing  the  etiology,  we  do  not  know  the 
chances  of  recurrence. 

An  average  of  stuiisiics  show  that  21  per  cent,  of  all  gyne 
cological  patients  have  fibroid.  151      This  pronounced  tendency  to 
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fibrosis  might  remain  after  enucleation  of  all  growths.  It  is 
difficult  to  draw  a  conclusion  from  postoperative  statistics, 
as  there  are  so  few  reports.  A.  Martin  had  two  cases  recur  out 
of  ninety-six.i.1  The  German  authorities  give  6.4  per  cent, 
of  recurrence. (7)  C.  P.  Noble  had  no  recurrence  in  sixty-six 
cases.  17)  The  fact  there  are  so  few  reports  would  argue  in 
favor  of  nonrecurrence.  It  would  appear  that  this  danger 
of  recurrence  is  relatively  slight  since  the  growth  of  these  tumors 
is  slow,  these  cases  would  tend  to  reach  the  menopause  and  the 
fibroids  retrogress  before  they  were  large  enough  to  give  symp- 
toms.^) 

Other  advantages  aside,  that  of  pregnancy  is  the  most  im- 
portant. Following  myomectomy,  we  have  Winter's  and  Noble's 
statistics.  Winter's  series  comprised  twenty-eight  cases  of 
subserous,  submucous,  and  interstitial  fibroids,  of  which  six 
became  pregnant.  (9)  C.  1'.  Noble  (7)  had,  in  forty-four  vaginal 
myomectomies,  one  pregnancy,  and  in  twenty  two  abdominal. 
two  pregnancies.  Taking  Winter's  high  percentage  and  Nob  e's 
low  in  ninety-four  myomectomies,  we  have  nine  pregnancies,  01 
10  per  cent.  This  rather  low  per  cent,  is  worthy  of  consider- 
ation with  the  other  factors  in  favor  of  myomectomy. 

The  postoperative  sequelae  of  myomectomy  are  of  no  small 
import.  There  is  no  prolapse  of  the  bladder  and  resulting 
cystitis  as  in  hysterectomy.  The  most  important  anterior 
supports  <>f  the  rectum  and  sigmoid  are  not  disturbed  and  rectal 
prolapse  is  not  so  likely.(io)  Vaginal  hernia  and  general 
visceral  prolapse  into  the  empty  pelvis  as  well  as  secondary 
atresia  of  the  vagina  are  prevented. (11)  Myomectomy  is  a 
rapid  operation  with  a  trivial  loss  of  blood,  no  shock,  and  an  easy 
con\  alescence. 

The  danger  of  overlooking  malignant  disease  of  the  bodj  of  the 
uterus  is  an  important  desideratum.  There  is  no  doubt  that 
carcinoma  of  the  body  of  the  uterus  and  fibroid  have  some 
intimate  relationship  since  5  per  cent,  of  all  cases  of  fibroid 
have  accompanying  carcinoma  oi  the  body  or  have  it  develop 
later  in  the  cervical  stump.  (12)  Noble  si  ales  that  the  frequency 
oi  carcinoma  of  the  body  of  the  uterus  increases  twent)  six  tunes 
in  the  presence  of  fibroid. (7)  There  appears  to  be  no  relation 
ship  between  carcinoma  of  the  cervix  and  fibroid. 

Even  though  carcinoma  be  not  present  in  the  body  or  cervix, 
we  are  confronted  with  the  fact   thai  in  patients  where  supra 
vaginal  hysterectomy  has  been  done,  they  have  died  latei  oi    1 
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malignanl  disease  of  the  cervical  stump. (13)  Winter,  Manton, 
and  Noble  report  cases  of  malignant  disease  of  the  cervix 
as  common  after  supravaginal  hysterectomy.  (14)  Pichelot 
three  cases  of  cancer  of  the  cervix  occurring  in  fifteen 
cases  where  he  had  done  supravaginal  hysterectomy. (15) 
Lisobre  states  that  it  is  an  unquestioned  fact  that  the  cervical 
stump  is  prone  to  degenerate.!  ioi  [f  these  cervical  stumps  are 
so  frequently  the  seat  of  degeneration,  we  must  question  the 
value  of  supravaginal  hysterectomy.  There  remains,  then,  but 
the    two   extremes  of    uterine    surgery     panhysterectomy   and 


Posterior  view  of  myomatous  uterus  showing  five  fibroids. 
Probe  in  cervix. 

myomectomy.  By  assuring  ourselves  that  there  is  no  accom- 
panying malignanl  disease,  myomectomy  must  more  often  be 
ci  msidered 

The  so-called  degenerations  of  fibroids  into  sarcoma  are  rare. 
Von  Franque  found  it  to  occui  in  from  1  to  3  per  cent,  ol 
his  cases;  Fehling  in  2  per  cent.,  and  Noble  in  2,274  cases  only 
1  ;  pei  cent.  The  clinical  significance  of  this  is  of  no  greal 
importance  except  in  that  it  offers  for  removal  of  the  fibroid 
where\  er  it  is  discovered.   17 

The  technic  of  myomectomy  is  simple,  but  should  he  care 
fully  carried  out  in  its  steps  With  the  patient  in  the  Trendelen 
Inn-  position,  the  abdomen  is  opened  in  the  median  line  with 
em  incision  long  enough  to  deli  ei  the  uterus.  The  intestines  are 
'.vailed   oil'   and    the   uterus  surrounded    with   gauze   pads   secured 
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with  a  tape  and  hemostat.  The  assistant  grasps  the  cervical 
portion  with  the  gloved  hand  and  by  compression  controls  the 
blood-supply.  If  this  method  is  not  possible,  especially  where 
the  uterus  cannot  be  delivered,  Moynihan  clamps  after  the 
method  of  Hertzler(iS)  are  applied.  Sometimes  the  hemor- 
rhage can  be  controlled  by  a  gauze  pad  rolled  in  the  form  of  a 
rope  and  tightly  compressed  about  the  neck  after  the  fashion  of  a 
tourniquet.  In  fibroids  of  the  submucous  variety  or  where 
they  are  situated  well  beneath  the  surface  of  the  uterus,  the 
incision  is  made  over   the  most  prominent  part  of  the   tumor. 


Fig    2      View   aftei   myomectomy  ire  of  uterine  incision  with  the 

cross  stitch.     Heavy  sill   used  foi    illustrative  purposes      Match   hold 
apart  i< -  sh< iw  stitch. 

In  the  pedunculated  growths,  the  incision  is  carried  in  an  ova 
about  the  base.  The  tumor  being  exposed,  blunt  dissection 
with  the  knife  handle  or  with  Kelly's  crenated  myomectom} 
enucleator  readily  lifts  the  growth  from  its  bed.  Tins  is  easily 
accomplished.  Should  there  be  any  efferent  vessels  running  into 
the  tumor,  they  are  ligated.  The  control  of  the  blood-supply 
is  now  loosened  so  thai  any  free  bleeding  from  the  cavity  can  be 
stopped.  The  surplus  uterine  tissue  is  trimmed  down  It  will 
be  noticed  thai  the  uterus  contracts  aftei  enucleation  oi  the 
deeper-seated  myoma  ami  care  must  be  taken  not  to  trim  off 
too  much  tissue  else  the  edges  will  not  proximate  evenly.  If  the 
endometrium  is  torn,  it  is  repaired  with  a  running  suture  oi  No.o 
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iodized  catgut.  The  cavity  is  again  inspected  for  free  bleeding 
and  the  interrupted  figure-of-eight  hemostatic  suture  of  No.  i 
iodized  catgut  is  placed  about  one-half  to  one-quarter  inch 
From  the  margin  of  the  incision  deep  into  the  tissues  of  the  uterus. 
With  this  method  the  edges  usually  approximate  accurately. 
To  further  close  the  incision,  running  suture  of  No.  o  catgut  is 
placed  in  the  peritoneal  coat.  After  we  are  satisfied  that  no 
more  myoma  exist,  the  uterus  is  dropped   back   into   the  pelvis. 

1  (ccasionally  it  is  necessary  to  plicate  the  broad  and  round 
ligaments  to  take  up  slack  in  these  supports.!  19)  The  abdomen 
is  closed  in  layers  with  Xo.  o  and  Xo.  1  catgut. 

Case  I. — Mrs.  R.  McA.  Act  29.  Xo  children.  There  was 
no  typical  history  of  fibroid.  Patient  herself  noticed  a  gradual 
enlargement  of  trie  abdomen.     Rather  profuse  menstrual  periods. 

Operation.  —  Uterus  found  to  be  symmetrically  enlarged. 
A  submucous  fibroid  live  inches  in  diameter  was  enucleated 
from  the  fundus.  A  considerable  amount  of  thinned-out  uterine 
tissue  was  resected  to  close  the  cavity  left  by  the  fibroid.  The 
uterus  was  closed  in  the  usual  manner  and  the  abdomen  without 
drain. 

operative.  Patient  left  the  hospital  in  two  weeks  with 
an  uneventful  recovery.  Twenty-two  months  later  she  has 
gained  twenty-five  pounds  and  is  in  good  health  with  normal 
menstrual  periods. 

Case  II. —  Mrs.  D.  S.  Aet.  31.  Xo  children.  Patient  has 
had  hemorrhages  lasting  for  fifteen  days  at  each  menstrual 
period.      Lost  ci  msiderable  weighl 

Operation.  —  Uterus  was  found  to  be  covered  with  small 
fibroids.  These  were  subserous  and  intermural  and  readily 
enucleated.  One  large  fibroid  the  size  of  a  grape  fruit  was 
enucleated  from  the  fundus  of  the  submucous,  intermural 
variety.  The  uterine  incisions  were  closed  in  the  usual  manner 
and   the  abdomen  without  drainage. 

operative.  Recovery  was  uneventful,  patient  leaving 
1  1h  hospital  in  two  weeks.  Twenty-four  months  later  she  has 
-   lined  twenty  pounds  and  her  menstrual  periods  are  normal. 

CASE  IIP  Mrs.  W.  Aet.  40.  Xo  children.  Patient  has 
b  id  1  uterine  tumor  for  fifteen  years  with  recent  pressure  symp- 
toms. She  is  in  critical  condition  at  time  of  operation  from 
vomiting  and  pressure  sumptoms. 

Operation.  Abdomen  rapidly  opened  from  ensiform  to 
pubes.  A  large  pedunculated  fibroid  filled  the  entire  abdominal 
cavity.  This  was  delivered  from  the  abdomen  and  a  wedge- 
shaped  incision  involving  ils  base  made  in  the  fundus.  The 
uterine  incision  was  rapidly  closed  and  the  abdomen  with  through- 
and  through  suture.    She  rallied  and  made  a  rapid  convalescence. 

Postoperative.  Twenty-eighl  months  later  she  has  gained 
forty  three  pounds  and  has  no  symptom  referable  to  the  pelvis. 
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Case  IV. — Mrs.  H.S.  Aet.45.  Onechild.  Menstrual  periods 
have  been  two  weeks  apart  for  three  years.  Nodular  mass 
palpated  in  pelvis. 

( >p,  ration. — One  subserous  fibroid  size  of  a  billiard  ball  at  the 
cervix  and  a  submucous  fibroid  size  of  a  walnut  enucleated  at 
the  fundus.      Uterus  and  abdomen  closed  in  the  usual  manner. 

Postoperative.  Sixteen  months  later  patient  has  gained 
weight  and  has  normal  menstral  periods.  Approaching  the 
elimactery. 

Cam:  V.  Miss  M.  S.  Aet.  25.  Xo  children.  Rather  profuse 
menstrual  periods  with  considerable  dysmenorrhea.  Fibroid 
discovered  at  operation  for  acute  appendicitis  three  months 
before. 

Operation.-  Uterus  was  found  to  be  symmetrically  enlarged. 
A  fibroid  of  the  submucous  variety  size  of  a  billiard  ball  enu- 
cleated from  the  fundus.  The  tumor  was  solitary.  The  uterus 
was  closed  in  the  usual  manner  and  the  abdomen  without 
drainage. 

Postoperative. — She  left  the  hospital  in  ten  days  with  no 
complications.  Xine  months  later  she  is  having  no  hemorrhages, 
no  dysmenorrhea  and  is  gaining  weight. 

Cam:  VI.-  -Mrs.  A.  D.  Aei  39.  No  children.  Patient  has 
had  hemorrhages  for  two  years  with  an  increasing  turrior  in  the 
pelvis. 

Operation. — One  fibroid  size  of  a  billiard  ball  at  level  of  the 
internal  os,  posterior,  of  subserous  variety  readily  enucleated. 
Another  the  same  size  at  the  fundus  of  the  submucous  type 
was  removed  with  some  of  the  endometrium.  I  his  was  repaired 
with  Xo.  o  catgut  and  the  uterine  incisions  and  the  abdomen 
closed  in  the  usual  manner. 

Postoperative.  She  made  a  rapid  convalescence  leaving 
the  hospital  on  the  tenth  da)  '  me  year  later  she  has  no  symp 
torn  referable  to  the  pelvic  cavity. 

Case  VII  Mrs  A  G.  M.  Aet.  49.  No  children.  Patient 
came  in  for  operation  for  chronic  appendicitis  No  history 
of  fibroid. 

Operation.  Adherent  appendix  removed.  Uterus  was  sym- 
metricall)  enlarged.  Fibroid  size  of  an  orange  enucleated  from 
the  body  of  the  uterus.  Usual  uterine  closure  and  abdomen 
without  drain. 

Postoperative.     Convalescence  uninterrupted    leaving   hospital 

at  end  of  Second  week        1'atiellt  has  heel]  lost  si^ht  of. 

Casi    VIII       Mrs   C.     Aet.  43.      No  children.     Severe  hemoi 

rhages  foi  six  months.     No  evidences  of  carcinoma  from  uterine 
scrapings 

Operation.  A  submucous  fibroid  five  inches  in  diameter 
removed  from  a  uterus  symmetrically  enlarged. 

Posloperati  >       Patienl   lefl    the  hospital  in   two  weeks,      feu 

months  Iatei  she   is   having    no    hemorrhages    and    is   gaining 
-,  eighl 
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Case  IX. — Mrs.  P.  Aet.  40.  Xo  children.  Patient  gives  a 
history  of  pain  and  hemorrhages  for  six  months. 

Operation. — One  subserous  fibroid  and  two  submucous 
fibroids  averaging  two  inches  in  diameter  removed  from  fundus 
and  cornua  of  uterus.  The  uterine  incisions  were  closed  in  the 
usual  manner  and  abdomen  without  drain. 

Postoperative.  Patient  left  hospital  in  two  weeks  and  one 
year  later  she  has  gained  weight  and  has  no  symptoms  referable 
to  the  pelvic  cavity. 

Cam:  X.— Mrs.  A.  L.  K.  Aet.  40.  Two  children.  Patient 
has  never  been  well  after  second  baby  ten  years  ago.  Severe 
hemorrhages  for  two  years. 

ation. — Six  small  fibroids  enucleated  averaging  one  inch 
in  diameter.  Three  of  these  were  submucous  and  the  others 
subserous  and  pedunculated.  Uterus  looked  like  a  honeycomb 
before  suturing  incisions. 

Postoperative. — Patient  made  an  uninterrupted  recovery 
and  left  the  hospital  in  two  weeks.  Three  months  later  she  is 
having  a  normal  menstrual  period  and  has  no  symptom  referable 
to  the  pelvis. 

Summing  up  these  reports,  we  find  there  was  a  wide  selection 
of  cases,  both  as  regards  age,  type  of  fibroid,  and  complications. 
In  every  case  the  operation  was  entirely  successful  in  relieving 
the  symptoms  and  the  treatment  seemed  to  have  resulted  in 
a  cure.  In  some  of  the  eases,  the  operation  was  practically 
a  Cesarean  section,  while  in  others  it  was  more  simple.  In  either 
type  of  operation,  the  result  was  good  and  the  convalescence 
as  prompt.  We  have  in  no  case  any  cause  to  regret  the  pro- 
cedure. 

The  literature  gives  such  widely  divergent  views  as  to  the 
curative  value  of  myomectomy  that  perfection  of  technic 
must  enter  into  the  estimate.  Winter  cures  7;,  per  cent,  of  his 
cases. (9)  Noble  has  a  higher  percentage. (20)  Sutton  and 
Giles  hold  that  the  after-effects  of  myomectomy  are  admirable.  (21) 
Howard  Kelly  has  good  results  and  considers  supravaginal 
hysterectomy  in  women  under  forty  too  radical  a  procedure 
if  it  can  be  avoided. 

A  recent  complication  by  J.  II.  Carstens  of  fibroids  compli- 
cating pregnane)  ol  lx)8  cases  in  the  literature  up  to  January  i, 
1908,  gives  a  percentage  of  recovery  of  0.8  per  cent,  favorable 
to  myomectomy  over  some  form  of  hysterectomy. (22) 

lli'  older  literature,  as  a  rule,  gives  a  rather  unfavorable  mor- 
tality as  compared  to  hysterectomy.  J.  X.  West  holds  that  it  is 
a  more  dangerous  operation  than  hysterectomy. (23)  J.  M. 
Baldy  has  had  no  deaths. up       The  Johns    Hopkins  reports  up 
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to  1906  have  a  mortality  of  4.5  per  cent,  as  compared  to  3.1 
per  cent,  for  hysterectomy. (20)  These  percentages  only  show 
that  the  personal  factor  in  selection  of  cases  and  perfection  of 
technic  determines  the  mortality. 

Authorities  differ  somewhat  on  the  selection  of  cases  suitable 
for  myomectomy,  but  that  of  Howard  Kelly  includes  those  most 
generally  embodied. (25) 

Myomectomy  should  be  preferred  to  hysterectomy  in  women 
under  forty  where  there  are  no  complication,  septic  tubes  or 
pelvic  disease.  In  women  over  forty  where  the  tumor  is  not 
enlarging  and  the  menopause  is  distant,  myomectomy  is  the 
operation  of  choice.  If  the  fibromata  continue  to  grow  after 
the  climacteric,  hysterectomy  is  indicated,  for  it  is  in  these  cases 
(hat  we  have  the  highest  percentage  of  carcinomatous  degen- 
eration, 64.9  per  cent.  (26) 

CONCLUSIONS. 

Myomectomy  is  especially  indicated  in  women  under  forty 
where  the  genital  tract  can  be  left  intact. 

The  limits  of  myomectomy  should  be  extended  under  proper 
technij  to  cover  part  of  the  field  of  supravaginal  hysterectomy. 
Myomectomy  is  the  operation  of  choice  for  fibroids  of  the  lower 
uterine  segment  in  pregnancy. 
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THE  AIR  OF    THE    OPERATING-ROOM  AS  A  POSSIBLE 
FACTOR  IX  THE  IXFECTIOX   OF   WOUNDS.* 

BY 

HUNTER  ROBB,  M.  D., 

Professor  of  Gynecology,  Western  Reserve  University  Visiting  Gynecologist  to  the 

ide  Hospital, 

Cleveland,  Ohio. 

With  a  perfected  technic  it  would  be  possible  to  prevent  the 
access  of  any  pathogenic  organism  into  operative  wounds.  To 
the  attainment  of  such  perfection  there  are  numerous  hin- 
3,  but  with  the  majority  of  these  we  have  been  able  to  cope 
oidable  infections  arc  growing  every  year  more  rare. 
Whereas  in  former  times  it  was  taught  that  all  infections  were 
propagated  through  the  air,  not  a  few  authorities  now  state  that 
no  pyogenic  organism  has  ever  been  obtained  In-  culture  methods 
from  the  air  of  the  operating-room.  Personally,  I  believe  that 
this  statement  goes  too  far,  as  under  certain  circumstances  we 
have  been  able  to  demonstrate  their  presence. 

According  to  Fltigge,  the  supposition  that  no  germs  enter  the 
air  from  liquids  or  moistened  surfaces  holds  good  only  so  long  as 
the    surface    of    the    liquid    remains    unmoved    and    intact.     A 

♦  Read  before   tin-    America  Vpril   22,  1909,  .11  New 
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moderate  wind  (of  a  velocity  of  four  meters  to  the  second) 
suffices  to  set  free  germ-containing  droplets  from  the  surface  of 
water,  moist  articles,  and  the  like.  In  closed  apartments  drop- 
lets are  set  free  more  frequently  than  is  generally  supposed  during 
sprinkling,  washing,  manipulating  wet  linen,  and — what  is  of 
special  importance — during  speaking,  sneezing,  and  coughing. 
These  germ-bearing  or  germ-free  droplets,  as  Fliigge  has  further 
demonstrated,  are  carried  by  the  slightest  current  of  air  for  con- 
siderable distances  not  only  in  a  horizontal,  but  also  in  a  vertical 
direction.  In  order  to  demonstrate  the  dissemination  of  such 
droplets  during  speaking,  coughing  and  sneezing,  Fliigge  had  the 
person  under  observation  introduce  into  his  mouth  a  suspension 
of  B.  prodigiosus.  The  tests  gave  positive  results.  The  plates 
exposed  at  a  distance  of  several  meters  became  covered  with  the 
characteristic  colonies  and  remained  sterile  only  after  quiet 
speaking  in  a  low  tone. 

With  regard  to  the  dissemination  of  desiccated  germs,  naturally 
only  those  diseases  are  transmitted  in  this  way  whose  exciting 
agents  are  capable  of  surviving  in  the  dried  state.  Thus 
Max  Xeisser  (quoted  by  Harrington)  concludes  that  dust  in- 
fection is  impossible  with  the  organisms  of  diphtheria,  typhoid 
fever,  cholera,  plague,  and  pneumonia,  but  possible  with  Staph, 
pyog.  aureus,  B.  pyocyaneus,  11.  anthracis,  B.  tuberculosis  and 
Meningococcus. 

Sternberg  says:  "If  we  have  on  one  side  of  our  laboratory  a 
dusty  street  and  on  the  other  a  green  field,  more  bacteria  will 
naturally  be  found  when  the  wind  blows  from  the  direction  of  the 
street  than  when  it  comes  from  the  opposite  direction;  or  if  the 
air  is  filled  with  dust  we  may  expect  to  find  many  more  than  w  hen 
the  room  lias  been  undisturbed  for  some  time."  Graham  Smith 
investigated  the  air  of  the  House  of  Commons  and  found  no 
organisms  pathogenic  for  man  and  only  a  few  that  were  pathogenic 
for  animals. 

Prof.  W'm.  11.  Welch  says  "As  compared  with  contact  in- 
fection, infection  of  wounds  from  the  air  is  of  minor  importance, 
but  surgeons  are  not  agreed  as  to  whether  or  not  the  dangers  of 
air  infection  are  so  slight  thai  they  need  not  be  taken  into  con- 
sideration at  all.  At  present  there  is  again  a  tendency  to  pay 
ui< iii  attention  to  the  possibilities  of  infection  from  this  source 
and  some  surgeons  have  even  gone  back  to  the  spray."  Haegler 
(quoted  by  Welch)  found  staphylococci  and  streptococci  in  the 
majority  of  Ins  examinations  of  the  ail  in  wards  and  operating- 
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rooms  of  the  hospital  in  Basle,  and  the  number  of  such  cocci  was 
in  general  proportionate  to  the  opportunity  for  entrance  into  the 
air  of  cocci  from  dry  material  and  to  the  amount  of  dust  stirred 
up  by  movement  in  the  room.  Haegler  concludes  from  his  in- 
,  tions  that  the  danger  of  infection  from  the  air  is  greater 
than  is  assumed  by  many  surgeons. 

Waring,  investigating  the  air  of  the  operating  theater  and  cer- 
tain wards  of  St.  Bartholomew's  Hospital,  isolated  only  two 
pathogenic  organisms — Staph,  pyog.  aureus  and  albus.  In 
Coborn  ward,  however,  into  which  cases  of  erysipelas  are  ad- 
mitted, he  found  Strept.  pyogenes. 

Our  present  research  was  undertaken  in  order  to  find  out 
whether  by  any  special  preparation  of  the  operating-room  the 
number  of  living  bacteria  that  might  be  present  in  the  air  could 
be  minimized.  Furthermore,  we  wanted  to  find  out  whether  it 
would  be  a  safe  procedure  to  employ  an  electric  fan  in  the  oper- 
ating-room during  operations  in  the  hot  summer  days,  since  all 
of  us  know  what  a  boon  this  would  be,  provided  that  the  safety  of 
the  patient  and  the  preservation  of  a  good  technic  would 
allow  of  it. 

The  present  report  is  merely  a  preliminary  one,  since,  although 
a  great  deal  of  work  has  been  done,  the  facts  at  hand  as  are  yet 
insufficient  for  the  purpose  of  drawing  any  definite  conclusions. 

The  technic  that  we  employ  in  the  gynecological  service  of  the 
Lakeside  Hospital  in  Cleveland  in  dealing  with  our  operating- 
rooms  immediately  before  and  after  an  operation  is  as  follows: 
After  an  operation  the  floor,  tables,  hand  basins,  and  other 
receptacles  are  washed  with  gold  dust  or  Gibson's  powder.  (If 
the  receptacles  are  blood-stained  they  are  also  washed  with 
Labarraque's  solution.)  The  floor  is  then  washed  with  soap  and 
water,  then  with  plain  water,  and  finally  is  mopped  dry.  On  the 
morning  of  the  operation  the  floor,  woodwork,  and  all  utensils 
in  the  room  are  wiped,  and  then  washed  with  soap  and  water. 
After  the  floor  has  been  mopped  with  a  i-iooo  bichloride  solu- 
tion, the  tables,  hand  basins,  etc.,  are  washed  with  a  1-20  car- 
bolic acid  solution.  After  everything  is  in  readiness  in  the 
operating-room  the  floors  arc  mopped  again  with  a  1-1000 
bichloride  solution.  It  is  our  rule  never  to  operate  knowingly 
upon  a  pus  ease  in  our  main  operating-room.  Such  operations 
are  performed  in  a  special  room  set  aside  for  this  purpose.  If  we 
accidentally  met  with  pus  during  an  operation  in  the  main  oper- 
ating-room, no  further  operations  are  carried  out  in  this  room  on 
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that  day,  and  before  the  room  is  used  again  the  floor,  furniture, 
and  wash-bowls  are  carefully  washed  with  soap  and  water  and  a 
1-20  carbolic  solution. 

In  earning  out  these  experiments  we  have  tried  to  notice 
whether  the  differences  in  the  methods  of  preparing  the  room 
caused  any  perceptible  and  constant  difference  in  the  number  of 
bacteria  falling  per  minute  upon  the  plates,  and  to  discover 
whether  any  pathological  forms  were  present.  The  general 
method  was  to  expose  during  an  operation  solidified  agar- agar 
plates.  In  some  cases  twelve  were  employed,  in  others  twenty, 
but  the  total  time  of  exposure  was  the  same  for  each  series. 
The  plates  were  incubated  for  forty-eight  hours  and  the  colonies 
then  counted.  Later  cultures  were  made  from  the  colonies  and 
the  different  varieties  were  identified  as  far  as  possible.  When 
a  given  variety  could  not  be  identified,  injections  were  made  into 
guinea-pigs,  rabbits,  or  mice  to  test  for  pathogenicity. 

The  factors  taken  into  consideration  were:  The  condition  of 
the  walls  and  of  the  floor,  and  whether  the  electric  fan  was  or  was 
not  running. 

The  experiments  were  divided  into  the  following  series: 

Series   A. — The  floor    was    washed   with   a    i-iooo  bichloride 
solution. 

Series   B. — The  floor  was  washed   with  a   1-20  carbolic    acid 
solution. 

Series   C. — The  floor  was  washed  with  plain  water. 

Series    D. — Xo  preparation  of  the  floor. 

Series    E. — Experiments  in  rooms  other  than  the  gynecol 
operating-room;  no  preparation  of  tin 

In  each  series  one  set  of  plates  was  exposed  while  the  fan  was 
running  and  another  set  when  the  fan  was  not  running.  In  our 
in  01  illations  we  used  1  c.c.ofa  twenty-four-hour  (or  a  forty  eight- 
hour)  bouillon  culture,  which  we  injected  into  the  muscles  of  the 
back. 

Ml     01     EXP]  RIMI 

Series  A, No.  1.     Floorwashed  before  operation  with  a 
bichloride  solution. 

In  these  twelve  plates  were  found  eighteen  differenl  varieties 
of  bacteria  and  we  were  able  to  identify  nine  varieties,  three 
others  being  traced  to  their  groups,  rhe  remaining  live  varieties 
were  tested  (by  inoculation  into  white  rats)  and  were  found  to  be 
nonpathogenic.     No  pathogenic  organisms  were  found, 
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On  ten  of  the  twelve  plates  Bact.  rhodoehrom;  on  six  of  the 
twelve  plates  Sarcina  aurantiaea  was  found.  All  the  plates  with 
one  exception  contained  Sarcina  lutea.  On  three  plates  B. 
subtilis  was  found.  Moulds  were  not  very  common,  one  or  two 
occurring  on  each  of  five  plates  of  the  twelve. 

It  was  observed  that  the  plates  exposed  near  the  head  of  the 
table  contained  a  great  many  more  bacteria  than  those  exposed 
at  other  parts  of  the  room.  This  is  probably  due  to  the  fact  that 
there  was  more  motion  of  the  air  in  that  part  of  the  room. 

In  all  of  these  experiments  the  average  falling  on  each  plate 
per  minute  was  4.08.  This  was  determined  by  counting  the 
total  number  of  colonies  on  all  the  plates  and  dividing  this 
number  by  the  sum  of  the  number  of  minutes  each  plate  was 
exposed.     Total  colonies:  2885-H705  minutes  =  4.08. 

Si  ries  .1.  No.  2. — Floor  washed  before  operation  with  a  1  -1000 
bichloride  solution,  and  electric  fan  set  in  motion. 

The  conditions  under  which  these  plates  were  exposed  were  the 
same  as  in  series  A,  No.  1,  except  that  in  this  case  the  fan  was 
running,  and  the  plates  were  exposed  toward  the  close  of  the 
operation,  i.e.,  when  the  wound  was  being  sewn  up.  No 
pathogenic  bacteria  were  found.  The  total  number  of  colonies 
on  all  the  plates  was  2778.  Dividing  this  number  by  710,  the 
number  of  minutes  of  exposure,  and  our  number  of  bacteria  per 
minute  was  3.9.  In  the  first  series  without  the  fan,  the  number 
was  408.  Thus  we  see  that  the  number  of  bacteria  falling  on 
the  plates  was  slightly  less  with  the  fan  running.  In  testing 
pathogenicity  we  inoculated  guinea-pigs  with  1  c.c.  of  a  twenty- 
four  hour  bouillon  culture  of  the  bacteria  injected  under  the  skin 
of  the  back,  but  obtained  no  local  or  general  reaction. 

Bact.  rhodoehrom  was  found  on  eleven  out  of  twelve  plates; 
Sarcina  lutea  on  eleven;  moulds  on  eight  plates;  Bact.  ar- 
borescens  on  seven  plates;  B.  subtilis  on  eight  plates;  Actinomy- 
ces en  eight  plates;  Nonpathogenic,  dot-like,  white  colonies  on 
eight  plates;  B  gemmus  on  six  plates;  Micrococcus  simplex  on 
eight  plates;  Streptococcus  mirabilis  on  one  plate;  M.  alvi 
on  one  plate;  B.  liquefaciens  on  two  plates;  belonging  to  Bact. 
ambiguum  group,  one  on  one  plate.  The  total  number  of 
different  varieties  was  thirteen. 

Seriei  B,  Vo  1  The  floor  of  the  operating  room- was  washed 
with  a  1-20  carbolic  acid  solution. 

*  It  must  be  borne  in  mind  that  after  the  use  of  tin-  liii  hloride  and  carbolic  acid 
solutions  on  the  floor  enough  of  the  chemicals  might  be  carried  with  the  dust  t<> 
inhibit  the  growth  of  the  bacteria  that  settles  on  the  Petri  plates. 
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The  total  number  of  colonies  falling  on  all  the  plates  was  461. 
Dividing  this  by  710,  the  total  time  of  exposure,  we  get  0.65 
colonies  per  minute.  With  the  first  series  of  plates  the  number 
of  colonies  per  minute  was  4.08.  The  total  number  of  varieties 
found  was  twelve  and  by  inoculations  into  guinea-pigs  and  white 
rats  we  found  that  all  were  nonpathogenic.  None  of  the 
guinea-pigs  or  rats  showed  even  a  local  reaction.  In  this  series 
Sarcina  lutea  was  found  most  commonly,  being  on  all  of  the 
twelve  plates;  B.  subtilis  was  found  on  ten  out  of  twelve;  Moulds 
on  ten  out  of  twelve;  Bact.  rhodochrom  on  five  plates;  Micro- 
coccus cumulus  on  eight  plates  out  of  twelve;  B.  proteus  vulgaris 
on  five  plates;  Micrococcus  citreus  on  four  plates;  M.  simplex  on 
seven  plates. 

Series  B,  No.  2. — Floor  washed  with  a  1-20  carbolic  acid 
solution,  fan  running. 

The  conditions  under  which  this  series  of  plates  was  exposed 
were  as  nearly  as  possible  the  same  as  in  the  other  series.  The 
exposure  was  begun  near  the  close  of  the  operation,  when  the 
wound  was  being  sewn  up.  The  total  number  of  colonies  was 
1707;  the  number  per  minute  2.04.  This  number  is  greater  per 
minute  than  we  had  in  the  series  when  the  fan  was  not  running, 
but  it  is  smaller  than  in  either  of  the  bichloride  series. 

In  this  series  no  pathogenic  organisms  were  found.  Our  four 
series  seem  to  show  that  there  are  fewer  bacteria  in  the  air  when 
carbolic  acid  is  used  than  when  bichloride  is  employed. 

Series  C,  No,  1* — No  preparation  of  the  floor.  Fan  not  run- 
ning. 

The  conditions  under  which  this  experiment  was  performed 
were  about  the  same  as  before,  twelve  plates  being  used.  1  >n 
account  of  the  fact  that  no  antiseptic  was  used  upon  the  floor 
the  number  of  bacteria  was  much  increased,  so  much  so,  in  fact, 
that  a  differentiation  into  varieties  would  apparently  have  been 
impossible.  We  therefore  decided  i"  expose  more  platen  for  a 
shorter  length  of  lime  each,  but  making  the  total  time  of  exposure 
the  same. 

\  total  of  [3,916  colonies  fell  on  the  twelve  plates  in  ;.v> 
minutes,  making  19.6  colonies  per  minute,  many  more  than  111  the 
series  in  which  antiseptics  were  used  upon  the  floor. 

Series  C,  No.  2. — Nothing  on  floor.     No  fan  running. 

*In  the  remaining  series  (as  shown  by  our  protocols)  in  addition  i"  tin- 
organisms  thai  1  :  bei  a  mentioned  the  following  were  found.  M.  flavus,  Staph. 
albus,  Uact.  fulvum,  Streptotbrix,  M.  candidus,    B,  .1  B    pyocyaneus, 

B   col.  commun. 
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The  conditions  under  which  this  series  of  plates  were  exposed 
were  as  nearly  as  possible  the  same.  The  exposure  lasted 
practically  through  the  whole  duration  of  the  operation,  which. 
however,  was  rather  short.  On  account  of  the  large  number  of 
colonies  which  had  grown  out  on  twelve  plates  exposed  in 
Series  D,  Xo.  i.,  we  decided  to  expose  a  great  number  of  plates, 
each  one  for  a  shorter  length  of  time,  but  so  as  to  make  the  sum 
total  of  exposure  time  the  same.  The  total  number  of  colonies 
was  10,105,  the  number  per  minute  of  exposure  being  14.2.  As 
will  readily  be  seen,  the  number  was  much  greater  than  when  the 
antiseptic  was  used  upon  the  floor. 

In  this  series  no  pathogenic  organisms  were  found. 

There  were  thirteen  varieties,  numbered  from  A  to  M  inclusive. 
Of  this  number,  eight  were  identified.  These  five  unidentified 
varieties  were  tested  on  guinea-pigs.  In  no  case  was  there  any 
reaction  whatever. 

Series  D,  Xo.  1. — Floor  cleansed  with  water  after  the  walls 
had  been  cleaned.     Fan  running. 

The  conditions  under  which  this  series  of  plates  were  exposed 
were  inadvertently  somewhat  different.  After  the  exposure  it 
was  learned  that  some  three  or  four  days  previously  the  house- 
keeper had  had  the  walls  and  ceiling  washed.  The  floor  had  been 
washed  with  plain  water.  The  fan  was  running  during  the  entire 
time  of  exposure.  Here  again  the  number  of  plates  exposed  was 
twenty,  the  total  exposure  time  being  710  minutes,  as  in  each 
of  the  other  series.  It  will  be  seen  that  the  number  of  colonies 
was  the  smallest  found  in  any  series,  in  spite  of  the  fact  that  the 
floor  had  been  cleansed  only  with  water  and  that  the  fan  was 
running.     The  average  was  .32  colonies  per  minute. 

In  this  series  110  pathogenic  organisms  were  found. 

There  were  eleven  varieties,  numbered  (including  duplicates) 
from  A  to  M,  inclusive.  Of  this  number  six  were  identified;  three 
were  traced  to  their  groups;  and  two  wire  not  identified.  Of  the 
doubtful  ones,  none  were  pathogenic  for  guinea-pigs.  In  no  case 
was  there  any  reaction  whatever. 

Series  I).  Xo.  2.  Floor  was  not  prepared;  three  weeks  pre- 
viously the  walls  had  been  cleaned.     Fan  running. 

I  In  conditions  under  which  this  series  was  exposed  was 
practically  the  same  as  for  Series  F.  Xo.  1,  except  that  a  longer 
period  of  time  had  elapsed  after  the  walls  had  been  cleansed. 
I  he  floor  received  no  preliminary  preparation  whatever.  The 
tan  was  running  during  the  entire  time  of  exposure.      Here  again 
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the  total  number  of  plates  exposed  was  twenty,  the  total  expo- 
sure time  being  710  minutes.  The  number  of  colonies  falling  on 
the  plates  per  minute  of  exposure  was  the  smallest  with  any 
series  up  to  date.     The  average  was  .02  colonies  per  minute. 

In  this  series  no  pathogenic  organisms  were  found. 

There  were  only  six  varieties,  and  only  fourteen  colonies  on  the 
entire  twenty  plates.  Of  the  different  varieties,  two  were 
identified,  and  four  were  not.  The  latter  were  not  pathogenic 
for  guinea-pigs. 

Series  E,  No.  1. — Exposed  in  pus  operating-room.  Fan  run- 
ning. Floor  with  absolutely  no  preparation.  The  walls  had 
been  cleaned  within  two  or  three  weeks  previously. 

In  this  series  twelve  plates  were  exposed,  the  total  time  of 
exposure  being  the  same  as  for  the  preceding  series,  710  minutes. 

The  floor  had  had  no  special  preparation,  and  for  some  time 
had  had  no  preparation  or  care  except  an  occasional  mopping. 
The  fan  was  running  during  the  entire  time  of  exposure. 

The  number  of  colonies  which  fell  during  this  time  was  105,  the 
average  number  falling  per  minute  being  .15,  somewhat  more 
than  in  the  preceding  series. 

Six  varieties  of  organisms  were  found,  exclusive  of  moulds. 
Of  these  four  were  identified.  The  remaining  two  did  not  prove 
pathogenic  for  guinea-pigs  when  1  c.c.  of  a  forty  eight  hour 
cull ure  was  injected  under  the  muscles  of  the  back, 

One  interesting  thing  about  this  series  is  that  B.  pyocyaneus 
appeared  on  one  plate,  which  was  exposed  under  the  sink. 
This  organism  was  typical  in  every  way,  but  though  cultures 
were  injected  into  the  peritoneal  cavities  of  a  rabbit  and  a  guinea- 
pig,  no  ill  effect  was  noted. 

Series  /.,  No.  2. — Exposed  on  Sunday,  February  7,  1909,  in 
different  parts  of  pit  in  the  surgical  amphitheater.  The  walls 
had  not  been  washed  lor  some  months.  The  floor  had  had  only 
the  ordinary  preparation  a  mopping  with  wain.  Fan  running. 
No  operation.  Twelve  plates  exposed.  Total  exposure  time. 
7m  minutes.     Total  numbei  <>i  colonies  on  twelve  plates,  2. 

Series  E,  No.  3.  Exposed  on  Sunday,  February  7,  1909,  in 
different  parts  of  pit  in  the  surgical  amphitheater,  the  walls 
had  no!  been  washi  '1  foi  ome  months.  The  floor  had  had  only 
the  ordinary  preparation  mopping  with  water.  Fan  running. 
No  operation  and  scarcely  any  movement  of  air  in  the  room 
Twelve     plates     exposed.      Total     exposure     time    710   minutes. 

fotal  number  of  colonies  on  twelve  plates,  1 . 
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Series  E,  No.  4. — Exposed  in  a  room  in  the  Pathological 
Building.  Fan  running.  Absolutely  no  preparation  of  the 
floor.     Floor  and  walls  very  dirty. 

In  this  series  twelve  plates  were  exposed,  the  total  time  of 
exposure  being  the  same  as  in  all  the  other  series,  710  minutes. 

They  were  exposed  during  an  experimental  operation  on  a  dog, 
the  operation  being  a  secondary  one  through  an  infected  wound. 

Only  three  varieties  were  found.  The  most  numerous  could 
not  be  identified.  They  were  large  bacilli  of  irregular  shape, 
nonmotile,  and  of  luxuriant  growth,  evidently  a  contaminating 
organism  which  has  often  been  found  in  the  laboratory.  Ii  was 
not  pathogenic  for  a  guinea-pig.  The  two  other  forms  were 
isolated.  One  proved  to  be  M.  candidus,  while  the  other  was  a 
typical  colon  bacillus.  This  caused  the  death  of  a  guinea-pig 
in  less  than  twenty-four  hours  after  intraperitoneal  injection,  the 
postmortem  showing  that  the  cause  of  death  was  an  acute 
peritonitis.  The  organism  was  grown  from  the  cultures  made 
from  the  peritoneal  cavity. 

An  interesting  feature  about  this  series  of  plates  is  the  ex- 
tremely large  number  of  mold  colonies,  and,  considering  the 
dirty  room,  the  small  number  of  bacteria.  It  is  possible  that  the 
molds  may  have  killed  off  the  other  microorganisms. 

The  total  number  of  colonies  (exclusive  of  molds)  was  141. 
The  average  number  falling  per  minute  of  exposure  was  .2. 

CONCLUSIONS. 

i.  Floor.  -When  other  conditions  were  the  same  and  a  just 
comparison  could  be  made  (Series  A  to  C,  inclusive),  it  would 
appear  that  the  presence  of  some  antiseptic  in  the  wash-water 
used  upon  the  floor  made  a  marked  difference  in  the  number  of 
1  falling  on  the  plates  per  minute  (14.2  and  19.6 
colonies  per  minute  with  no  antiseptic,  .65  to  4.08  per  minute 
\'.ith  some  antiseptic  on  tin-  floor). 

2.  Fan.     Whether  the  fan  made  any  difference  or  not  it  would 
be  hard   to  say.      Comparison    of    Scries   A,   No.    1.    with    Series 
A  No.  2.  would  go  to  show  thai  it  did  not,  while  comparison  ol 
Series  1',,  No.  1  and  1'..  No.  2  would  tend  to  show  that  there  wa 
a  perceptible  difference. 

3.  Walls. — The  condition  of   the   walls  would   seem   to  make 
the  greatest   possible  difference.      This  was  discovered  accident 
ally,  for  at   first  it  had  been  overlooked.     Ordinarily  the  head 
nurse  in   the  opera  tin-  room   takes  -teal   pains  to  have  the  port- 
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able  enameled  furniture,  the  floor,  and  all  other  accessories  in 
spotless  condition,  while  the  dust  is  allowed  to  gather  on  the 
walls  for  weeks.  On  examining  Series  D,  No.  i.  we  were  greatly 
surprised  to  find  almost  no  colonies  and  this  in  spite  of  the  fact 
that  the  floor  had  been  mopped  up  with  only  ordinary  water 
and  that  the  fan  was  running.  On  investigation,  it  was  found 
that  the  housekeeper  had  had  the  walls  of  the  room  thoroughly 
scrubbed  a  few  days  previously.  Further  experiments  showed 
that  this  was  a  most  important  factor,  for  even  with  the  floor 
absolutely  uncared  for,  and  with  a  fan  running,  practically  no 
colonies  were  obtained  after  the  walls  had  been  cleaned  (see 
Series  E,  No.  i). 

4.  People  in  Room. —  But  even  with  the  dirty  walls,  and  with 
no  preparation  of  the  floor,  and  with  the  fan  running,  practically 
no  colonies  fell  on  the  plates  when  they  were  exposed  in  a  room 
on  Sunday,  when  no  one  was  stirring  around  (see  Series  E, 
Nos.  1,  2,  3).1 

5.  The  finding  of  B.  pyocyaneus  in  a  room  in  which  a  case  in- 
fected with  this  organism  had  been  operated  upon  three  weeks 
previously  is  of  interest  (see  Series  E,  No.   1  >. 

6.  The  series  exposed  in  the  uncared  for  pathological  labora- 
tory should  be  noted.  Here  the  molds  prevailed  and  there  were 
not  many  bacteria,  but  B.  coli  was  found.  This  was  the  only 
organism  in  the  entire  group  which  was  pathogenic  for  the 
laboratory  animals. 

7.  In  the  summer  season  when  the  windows  are  more  or  less 
open  the  number  of  bacteria  present  seem  to  be  more  numerous 
than  in  the  winter  season  or  when  the  windows  are  closed. 

From  our  experience  from  a  bacteriological  analysis  of  the  air 
of  the  operating-room  (prepared  in  the  way  thai  we  have  de- 
scribed) and  from  our  practical  experience  now  in  a  considerable 
number  of  abdominal  ami  plastic  operations  both  mi  <1i>l;s  and 
human  beings  the  electric  fan  can  be  kept  running  during  an 
operation  without  causing  any  bacterial  infection  in  the  wound. 
Further  experiments,  however,  from  this  standpoint  will  be 
necessary  before  positive  deductions  can  be  drawn.  Thus  fai 
the  work  done  seems  only  to  emphasize  what  we  knew  before. 
namely,  that  an  aseptic  technic  is  the  necessity  of  paramount 
importance. 

I  wish  tn  express  my  obligations  to  Mr.  Samuel  M.  Glenn  and 

11       experiment  would  strongly  support   the  idea  that  contai al 

wounds  tinlj  upon  faul 
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Mr.   Harold    O.   Ruh.  of   the    Bacteriological  Laboratory  of  the 
Western  Reserve  University,  and  to  Dr.  Clyde  Cummer,  of  the 
Medical  Department  of  the  Lakeside  Hospital,  for  the  detailed 
bacteriological  work  connected  with  this  research.1 
702  Rose  Building. 


A    CONSIDERATION   OF   ECLAMPSIA    WITH   A   REPORT 
OF    A    CASE   ACCOMPANIED    BY    HEMIPLEGIA. 

BY 
CHANNING  W.  BARRETT,  M.  D., 

AND 

JOHN  H.  HARGER,  S.  B  ,  M.  D., 
Chicago. 

Eclampsia  is  a  condition  manifested  by  convulsions  about 
which  much  has  been  written  and  little  is  known.  Recent  ob- 
servers are  prone  to  look  upon  the  eclamptic  attack  as  only  one 
of  the  many  manifestations  of  a  disease  of  the  pregnant  woman, 
which  disease  is  accompanied  by  marked  toxicity,  but  which 
may  or  may  not  exhibit  the  eclamptic  attack.  The  theories  as 
to  its  causation  are  as  numerous  as  the  manifestations  of  the 
disease  itself,  among  which  may  be  mentioned  that  of  nervous 
origin  first  claimed  by  Maureceu;  acute  kidney  changes  with  or 
without  uremic  manifestations;  the  presence  of  coagulation 
producing  ferments  originating  from  the  placenta;  embolism 
from  placental  cells;  cerebral  anemia  or  hyperemiaor edema;  in- 
creased abdominal  pressure  leading  to  pressure  on  the  ureters  or 
kidneys;  fetal  poisonings,  placental  poisonings  or  toxins;  infec- 
tions; disturbed  thyroid  metabolism  and  autointoxication 
with  leucin,  tyrosin,  or  acetone  or  some  other  toxic  substance 
that  is  unknown.  Zweifel  has  well  said  that  it  is  a  "disease  of 
theories."  Some  of  these  theories  are  apparently  well  founded, 
but  none  of  them  will  serve  completely  as  a  basis  for  rational 
therapeutics. 

Tin'  pathological  changes  are  also  numerous,  those  in  the 
kidney  and  the  liver  with  the  marked  increase  in  the  toxicity 
and  tension  of  the  blood  are  quite  constant,  the  other  lesions 
being  of  a  secondary  nature.  The  clinical  manifestations  of 
eclampsia  are  self-evident.  A  pregnant  woman,  especially  in 
the  latter  months,  with  convulsions,  is  perhaps  in  99  per  cent,  of 
1  lamptic.  However  epilepsy,  hysteria  and,  more 
rarely,  other  forms  of  convulsions  may  be  a  source  of  error.     Any 

'In  worl  ing  out  varieties  of  organisms  Chester's  Determinati       B 
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departure  from  the  normal,  manifesting  a  toxicity,  excitability, 
headache,  vomiting,  edema,  urinary  disturbances,  mental  dis- 
turbances, etc.,  should  put  the  observer  upon  his  guard  for  the 
recognition  of  the  preeclamptic  condition. 

We  find  in  literature  mention  of  the  various  theories  of  causa- 
tion and  occasionally  an  extensive  discussion  of  some  one  or 
more  etiological  factors,  but  most  authors  dea  largelv  with 
the  various  therapeutic  measures.  Most  are  entirely  empirical, 
but  a  tew  stand  out  as  being  extensively  used  and  giving  the 
most  promising  results,  these  being  the  ones  that  lower  blood 
pressure  and  eliminate  toxins.  However,  several  years,  ago  Yol- 
hard(6o)  was  unable  to  show  the  blood  serum  of  eclamptics 
more  toxic  than  in  other  conditions,  and  Volhard  with  Stewart!  6 1 ) 
and  Schumacher (62)  showed  that  the  results  obtained  by 
the  injection  of  blood  and  urine  of  eclamptics  into  animals  to  be 
so  variable  and  dependent  upon  so  many  factors  that  they 
must  be  received  with  the  greatest  caution.  But  in  contra- 
distinction to  this  nontoxic  theory,  the  greater  the  increase  in 
elimination,  the  more  marked  the  improvement  in  most  cases. 

The  following  case  is  one  of  unusual  interest  because  of  the 
large  number  of  convulsions,  the  extent  and  duration  of  the  coma, 
the  extensive  and  rare  complications,  and  the  rapid  and  complete 
recovery : 

History  of  Patit  nt.  Mrs.  V.,  age  twenty-one,  a  German,  I  para. 
was  admitted  to  the  hospital  February  16,  1908,  at  1  2  noon,  in  a 
comatose  condition  with  a  history  of  having  been  delivered  about 
twenty  hours  previously  and  having  had  about  seventy  five  or 
more  generalized  convulsions.  The  convulsions  having  begun  at 
the  time  or  immediately  alter  delivery  and  continuing  up  to 
about  live  hours  before  being  admitted  to  the  hospital.  From 
the  history  obtained,  the  patient  became  unconscious  comatose) 
soon  after  the  onset  of  the  convulsions  and  owing  to  their  fre- 
quency she  did  not  regain  consciousness  during  the  intervals 
nor  had  she  five  hours  later. 

Examination.  General  examination  at  the  time  of  admission 
showed  a  young  white  woman,  well  nourished,  lying  quietly  in 
coma,  the  eyes  half-closed,  slighl  nystagmus,  corneal  reflexes 
were  absent,  breathing  was  puffing  and  sonorous,  and  of  the 
Cheyne-Stokes'  type.  I  he  tongue  protruded  about  two  inches, 
was  verj  much  lacerated  and  swollen  and  was  held  firmly  by  a 
rigid  lowei  jaw.  flu-  lips  were  cyanotic,  temperature  i";  pei 
rectum,  respirations  17.  and  pulse  152  and  \n\  irregular, 

Regional.  Pupils  were  contracted  and  reaction  to  lighl  was 
;ish. 

Chest      Ih.n!  impulse  was  lull  and  bounding  and  transmitted 
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over  tn tire  anterior  portion  of  the  chest.     The  tones  were  loud 
but  no  murmurs  were  heard. 

Lungs. — There  was  some  harsh  respiratory  sounds  heard  pos- 
teriorly, hut  no  areas  of  dullness  or  rales. 

.  1  bdomen. — The  abdominal  wall  was  flabby  and  the  skin  showed 
many  linea  albicanates.  There  was  no  rigidity  and  no  tenderness, 
but  considerable  tympany. 

The  liver  and  spleen  were  not  palpable. 

The  uterus  was  five  fingers  above  the  symphysis  and  was 
freely  movable. 

External  G<  nitals. — The  labia  were  darkly  pigmented  and  very 
edematous.  The  perineum  showed  a  recent  laceration  of  second 
degree.  There  was  considerable  serosanguinous  vaginal  dis- 
charge. 

-The  skin  was  very  dry  and  dirty,  and  there  was  a  slight 
congestion  and  edema  about  both  ankles. 

Subsequent  History. — December  16,  1908.  As  soon  as  the 
patient  was  admitted  to  the  ward  she  was  given  digitalin  gr. 
one-fiftieth,  and  one-half  hour  later  camphorated  oil  n^  xxv, 
both  hypodermically.  Venesection  was  then  attempted,  but 
only  four  ounces  of  very  dark  blood  were  obtained.  This 
was  followed  by  subcutaneous  transfusion  with  normal  salt,  1,000 
c.c.  The  patient  was  then  catheterized  and  20  ounces  of  dark 
red,  cloudv  urine  were  obtained,  the  examination  of  which  showed 
Sp.  gr.  [Oi8,  slightly  acid,  albumin  in  large  quantity,  sugar  nega- 
tive, numerous  hyaline  casts,  and  granular  casts  in  still  larger 
numbers,  and  many  red  and  white  blood-corpuscles. 

At  1  411  i'.  m.  the  patient  was  given  magnesium  sulphate,  gly- 
cerine aa  1  oz.,  turpentine  2  dr.,  and  normal  salt  8  oz.  as  a  high 
enema  at  1  io°  F.,  with  fair  results.  At  3:30  p.  m.  her  pulse  was 
still  144,  and  irregular,  and  the  patient  was  given  nitroglycerine 
gr.  [/ 100  hypodermically.  This  w:as  repeated  every  tw-o  hours, 
alto  mating  with  aromatic  spirits  of  ammonia  "ixv,  by  the  same 
method,  after  which  the  pulse  gradually  became  slower,  more 
regular  ami  <>(  a  better  qualit) . 

Hi 'l  packs  were  then  instituted  to  be  repeated  every  four 
hours  alternating  with  colonic  flushing  of  normal  salt  one  quart. 
The  patient's  pulse  and  her  respiration  were  not  disturbed  by 
the  packs,  and  at  first  there  was  little  or  no  perspiration,  but 
after  the  third  or  fourth  pack,  perspiration  was  profuse  each  time. 
These  were  continued  for  four  days,  and  were  then  given  twice  a 
i  three  or  four  days.  At  no  time  did  they  seem  to  depress 
the  patient  or  aggravate  her  symptoms. 

I  he  enemas  01  Bushings  wen-  partly  retained  and  that  portion 
expelled  always  flushed  out  more  or  less  bowel  content.  After 
two  days  these  were  changed  to  enemas  of  normal  salt,  5  to  6 
Ounces  ever)  four  hours,  and  these  being  well  retained  were 
continued  for  about  one  week. 

The  subcutaneous  transfusion  of  normal  salt  was  repeated  at 
from  six   to  eight  hour  intervals  until  4.1100  c.c.  had  been  given. 
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About  twelve  hours  after  the  first  transfusion,  the  patient  had 
a  copious  involuntary  urination  which  was  repeated  in  about  an 
hour  and  a  half  and  every  two  to  four  hours  afterward  for  several 
days. 

Examination  of  the  patient  ten  hours  after  admission  showed 
respiration  more  regular  and  deep,  pupils  less  contracted  and  re- 
action to  light  more  marked.  Corneal  reflex  present.  Pulse  124, 
more  regular  and  of  good  quality. 

At  10  A.  M.,  February  17,  1908,  patient  resisted  examination 
and  moved  about  considerably,  moving  the  right  leg,  however, 
but  slightly.  Breathing  was  regular  and  much  like  that  of  normal 
sleep  wThen  she  was  undisturbed.  Pulse  108,  of  good  quality. 
The  uterus  reaching  to  the  height  of  the  umbilicus,  ..was  boggy 
and  apparently  tender. 

At  noon,  the  patient  could  be  induced  to  swallow  a  little  liquid 
and  was  given  croton  oil  ni.i  in  olive  oil  oj-  This  was  re- 
peated in  about  nine  hours  and  which,  with  the  colonic  flushings 
of  hot  normal  salt  solution,  resulted  in  good  bowel  movements. 
At  9  p.  M.  the  last  subcutaneous  transfusion  of  normal  salt  (1,000 
c.c.)  was  given.  This  the  patient  resisted  very  strenuously,  with 
arms  and  left  leg.  The  right  leg  still  being  moved  only  slightly. 
She  would  cry  out.  but  would  not  respond  to  questions  or  stimu- 
lations. She  was  also  restless  most  of  Lire  night,  and  would  cry 
out  at  times. 

On  the  morning  of  the  iSth,  examination  showed  the  patient's 
condition  much  improved.  She  seemed  to  understand  what 
was  said  to  her  and  to  watch  the  movements  of  the  doctors  and 
nurses,  but  was  unable  to  speak  and  could  only  make  mutter- 
ing sounds.  There  was  then  a  paresis  of  the  right  side  of  the 
face,  total  paralysis  with  loss  of  reflexes  of  the  right  arm.  The 
patellar  reflex  was  absent  ,but  the  plantar  was  fairly  active,  and 
the  patient  flexed  the  legs  and  thigh  feebly,  but  was  apparently 
unable  to  extend  them.  Babinski's  and  Oppenheim's  signs 
were  negative.  Sensation  of  the  legs  was  not  disturbed,  but  was 
apparently  lessened  or  lost  over  the  right  arm.  The  pulse  at 
that  time  remained  about  100  during  the  packs  and  when  al  rest 
and  was  regular  and  of  good  quality.  The  temperature  varied 
from  ioo°  to  1010  F.  per  rectum,  while  the  respiration  was  normal. 
At  10  a.  m.,  of  the  19th,  the  patient  could  speak  some  words 
so  as  to  be  understood,  but  mumbled  most  words.  Said  she 
had  no  pain  and  felt  fine.  The  right  leg  then  moved  quite 
readilv  and  the  arm  could  be  raised,  but  only  slightly.  The 
Mi!  ii  ,is  continued  to  improve  very  rapidly,  and  by  the  21st 
Hi.  1  iii  leg  could  be  handled  almost  as  well  as  normal  and 
the  righl  arm  could  be  moved  and  held  iii  any  position,  but  had 
almost  no  power. 

i  i      motoi   speech  difficulty  improved  very  slowly,  and  the 

patient       t  found  to  have  a  sensory  aphasia.     When  asked 

her  name,  she  gave  the  correct  answer,  but  gave  the  same  answer 
to  many  question  of  an  entirely  different  nature. 
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The  patient  continued  to  improve  in  every  respect  and  was 
seen  by  a  nerve  specialist  on  the  28th,  when  examination  showed 
the  following: 

Right  arm  and  hand  were  much  weaker  than  the  left;  but  no 
apparent  difference  in  the  strength  of  the  legs.  Reflexes  normal ; 
sensation  normal;  eyes  negative.  She  repeated  s  mple  sentences 
correctly,  but  long,  complicated  sentences  she  did  not  compre- 
hend and  did  not  speak  the  words  plainly. 

The  A.  m.  urine  on  the  29th  showed  the  following: 

Sp  1  [013,  albumin  one-fourth  per  cent.  Sugar  test  negative. 
Casts,  a  few  hyaline  and  granular  and  many  pus-cells,  which  were 
evidently  from  the  lochia.  The  albumin  and  casts  gradually  less- 
ened until   they  were  absent  when  the  patient  was  discharged. 

Mondy(5o)  reports  a  case  of  eclampsia  at  the  sixth  month 
in  which  there  was  no  albumin  in  the  urine,  but  the  convulsions 
persisted  for  three  days,  when  the  patient  was  delivered,  after 
which  the  convulsions  still  persisted  and  she  finally  developed  a 
left  hemiplegia.  The  convulsions  were  then  limited  to  the  face 
and  left  arm,  and  the  patient  died  the  ninth  day. 

Cronin<52)  reports  a  case,  a  patient  twenty-six,  Y  para,  full 
term,  no  convulsions  observed,  but  the  patient  was  found  in 
coma  which  gradually  disappeared.  She  was  delivered  by  ae- 
couchment  force.  On  the  eighth  day  she  developed  complete 
paralysis  of  the  left  side,  which  was  nearly  recovered  from 
when   she  was    discharged    in    five    weeks. 

Partridge  1-  reports  a  case  with  constant  convulsions  for 
twelve  hours  after  delivery,  followed  by  paralysis  of  the  left  arm. 
Recovery  was  complete. 

Welch  \<>)  reports  a  fatal  case  of  eclampsia  in  which  post- 
mortem examination  showed  a  large  clot  in  the  left  corpus  stri- 
atum, with  fluid  blood  in  all  of  the  ventricles,  and  multiple  subcu- 
hemorrhages. 

Engelman(49)  reports  a  case  with  200  convulsions  and  recov- 
ery. The  patient  had  about  forty  during  and  soon  after  labor, 
they  then  ceased  for  lour  and  one-half  days  and  then  returned 
with  renewed  violence  155  in  twenty  -eight  hours.  Each  time 
the  treatmenl  was  by  venesection  of  500  c.c.  followed  by  intr- 
avenous and  subcutaneous  transfusion  and  rectal  salines  in  large 
quantities  frequently  repeated. 

Jardine(5i)  reports  a  similar  case  with  over  200  convulsions, 
with  about  the  same  treatmenl  and  recovery. 

The  consensus  of  opinion  is  that  eclampsia  is  due  to  the  re- 
tentiorj  of  toxins  in  the  body,  of  whatever  source  or  nature  they 
ma)   be      Whether  it  is  caused  by  an  undue  retention  of  toxins 
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normally  present  in  the  blood  of  a  pregnant  woman  or  an  over- 
production of  toxins  normally  produced  or  a  production  of  tox- 
ins not  produced  in  a  normal  pregnant  woman  seems  not  to  have 
been  determined. 

That  the  ability  of  the  kidneys  and  other  emunctories  to  elimi- 
nate toxins  at  this  time  is  below  normal  is  quite  evident.  But 
whether  the  kidney  changes  are  primary  and  lead  to  an  undue 
retention  of  toxins  or  whether  there  is  an  overproduction  of 
toxins  at  this  time,  leading  to  secondary  changes  in  the  kidneys, 
and  in  turn  causing  an  undue  retention,  is  also  undecided. 

Duhrssen  reports  196  cases  in  which  the  urine  showed  the  fol- 
lowing: Albuminuria  96  per  cent.;  abundant  albumin  in  92  per 
cent. ;  casts,  etc.,  in  60  per  cent.  Olshausen  found  albumin  in  97 
per  cent.,  and  Leopold  in  90.7  per  cent.,  and  yet  the  urine  in 
some  eclamptics  is  practically  free  from  albumin  casts,  etc., 
still  the  toxic  manifestations  are  just  as  severe  as  those  with  the 
most  severe  form  of  acute  nephritis.  Mohr(53)  and  Freund  just 
recently  claim  that  they  have  succeeded  in  isolating  a  specific 
toxin  from  the  placenta,  and  they  thus  have  obtained  an  iuipur 
tant  support  for  the  theory  which  ascribes  eclampsia  to  intoxica 
tion  from  the  placenta.  This  specific  toxin  is  the  same  as  that 
which  Talquist  isolated  from  the  body  of  the  tapeworm  and 
from  the  intestinal  mucosa — merely  oleic  acid  or  sodium  oleate. 
This  normally  occurring,  apparently  innocent  substance  is  ap 
parently  able  to  acquire  toxic  properties  under  certain  conditions. 
especially  an  hemolytic  property.  They  think  that  this  demon- 
stration of  an  hemolysin  of  a  definite  chemical  constitution  in  the 
placenta  throws  much  light  on  the  normal  and  pathologic  con- 
ditions of  pregnancy.  The  oleate  from  the  tapeworm  causes 
pernicious  anemia  when  injected  into  animals.  It  is  possible 
that  even  under  normal  conditions  the  maternal  red  Mood  cor- 
puscles are  naturally  destroyed  by  this  hemolysin  to  supply 
the  fetus  with  iron.  Boos(59)  believes  that  in  certain  cases  of 
eclampsia  tin-  condition  is  due  to  a  specific  nonproteid  toxic 
substance,  while  in  others  that  they  are  due  to  anemia,  and  in 
some  instances  to  epilepsj  , 

We  arc  still  ill  the  ilai  k  as  to  the  exact  toxic  nature  of  this  eon 

dition  and  an-  thus  without  any  antitoxin  or  othei  specific 
means  of  combating  the  disease,  but  practically  every  means  of 
elimination  known  to  medicine,  past  and  present,  has  been  and  is 
being  used  more  or  less  and  with  considerable  success  I  lu- 
same  is  i me  of  the  use  of  drugs  to  control  convulsions. 
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In  the  treatment  of  eclampsia  there  should  be  two  main  ob- 
jects in  view,  the  first  and  most  important  one  being  to  preserve 
the  patient,  and  the  second  to  eliminate  the  toxins  and,  if  possible, 
the  source  thereof. 

It  is  thought  by  a  great  many  observers  that  the  essential 
thing  is  to  control  the  convulsions,  in  view  of  the  fact  that  they 
cause  a  rapid  increase  in  the  kidney  and  liver  changes,  often 
leading  to  cerebral  or  meningeal  hemorrhage,  and  may  lead  to 
exhaustion.  But  the  majority  are  now  practically  ignoring  the 
convulsions  themselves  and  turning  all  their  attention  to  the 
rapid  emptying  of  the  uterus  and  elimination  of  the  toxins. 

To  control  the  convulsions  the  well-known  sedatives,  such  as 
morphia,  chloral,  bromids,  hyoscin  and  the  anesthetics,  have 
been  extensively  used.  However,  they  are  now  being  used  by 
must  men  as  a  temporary  measure  until  delivery  can  be  accom- 
plished, when  in  75  per  cent,  of  the  cases  the  convulsions  cease 
without  sedatives.  The  convulsions  also  cease  in  many  cases 
after  the  blood  pressure  is  lowered  and  elimination  is  well 
established. 

The  following  is  a  summary  of  the  different  forms  of  treat- 
ment, with  results  obtained  by  competent  observers. 

Morphia  has  been  and  is  being  used  by  some,  but  the  tendency 
is  dow  to  use  as  little  as  possible,  because  it  interferes  with  elimi- 
nation, and  will  not  in  many  cases  control  the  convulsions. 
Nicholson (7)  advises  morphia  as  a  primary  injection  until  the 
effects  of  thyroid  extract  can  Ik-  secured.  Smith(8)  uses  it  as 
an  initial  sedative  until  conditions  can  be  controlled  by  veratrum 
viride.  Newell(9)  uses  morphia  with  hyoscine.  Allen(i2)  uses 
it  to  relax  the  muscles.  Baconlt.))  thinks  morphia  is  the  best 
to  control  the  convulsions.  Reed(i5)  and  Lobensteine(iS)  use 
morphia  with  chloroform.  Kirkey(io)  and  Bumm(29)  advise 
against  morphia,  and  the  latter  thinks  that  all  narcotics  are  con- 
traindicated,  and  especially  late  in  coma  and  convulsions,  and 
claims  that  they  weaken  the  heart  and  slow  respiration  and  aggra- 
vate the  condition.  He  says,  if  morphia  must  be  given,  it  is 
better  to  give  it  early  and  by  rectum.  Partridge(2)  advises 
the  use  of  chloral  and  bromides  per  rectum  lor  the  convulsions, 
i  ,1  uses  chloral  in  large  doses  with  chloroform  or  morphia 
and  chloroform.  Lobenstein(iS)  used  chloral  with  other  nar- 
cotics. Morani  32^  thinks  chloral  hydrate  a  very  valuable  remed) 
iti  eclampsia  and  that  it  should  be  given  in  large  doses  pei 
rectum,  and   better  given  in  milk  as  a  watery  solution  tends  to 
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produce  tenesmus.  Smith(8)  and  Bumm(29)  condemn  its  use. 
and  Xewellio)  thinks  it  is  of  no  value  because  of  its  slow  absorption. 
Reed(i5),  Lobenstein(iS),  Davisljo).  and  many  others  advise 
the  use  of  chloroform  to  control  the  convulsions,  but  Smith. 
Newell,  Bumm  and  others  do  not  use  either  chloroform  or  ether. 
Bacon(i4)  thinks  that  anesthetics  should  be  used  for  operative 
purposes  only.  Moran(32)  says  that  he  formerly  believed  chloro- 
form to  be  the  sovereign  remedy  in  eclampsia,  but  experience  has 
markedly  changed  his  view,  as  he  found  that  it  increased  the  ten- 
dency to  asphyxiation  during  a  convulsion,  was  a  cardiac  de- 
pressant and,  as  the  organ  together  with  the  liver  and  kidneys 
have  already  undergone  degeneration,  its  administration  should 
be  restricted  to  the  time  of  operative  intervention.  Smith(S) 
gives  an  initial  dose  of  morphia  and  follows  it  in  five  minutes  by 
the  tincture  veratrum  viride,  mx.  hypodermically,  and  repeats 
every  ten  minutes  until  convulsions  cease  or  pulse  comes  down 
to  forty.  Reed(ij)  uses  veratrum  viride  with  chloroform,  and 
Davis(3o)  gives  it,  if  pulse  tension  is  high,  but  Kirkley,  Allen,  and 
Bacon  advise  against  its  use,  and  Moran(32)  thinks  that,  in  view 
of  the  fact  that  it  depresses  the  heart,  its  dangers  more  than 
offset  its  advantages. 

Thyroid  extract  and  parathyroidin  have  in  the  last  five  years 
been  used  and  advocated  in  the  treatment  of  eclampsia  and 
some  striking  results  have  been  reported  from  their  use.  White 
and  Wilcox,  and  Cushney  claim  that  thyroid  extract  reduces 
blood  pressure,  increases  the  amount  of  urine,  and  at  the  same 
lime  gives  a  marked  increase  in  the  tissue  waste,  and  therefore 
a  considerable  increase  in  the  urea  and  other  waste  pr<  duels 
in  the  blood  and  urine.  Cushney  says  that  in  many  individuals 
there  is  no  apparent  effect  unless  very  large  doses  are  given  and 
that  the  general  action  varies  greatly  in  different  cases.  Those 
who  have  used  thyroid  extract  in  the  treatment  of  eclampsia 
have  done  so  because  of  its  action  in  reducing  blood  pressure  and 
increasing  the  urinary  secretion,  but  apparently  they  have 
given  no  thought  to  the  marked  increase  in  urea,  etc.,  from  the 
increase  in  tissue  waste.     This  increase  in  metabolic  processes, 

I lucing  a  large  amount  of  urea  and  other  waste  products  in 

the  lil 1  \\  hen  the  kidneys  are  already  doing  less  work  than  noi 

nial  would,  theoretically  at  least,  increase  the  toxemia;  however, 
the  results  obtained  iua\  be  due  to  the  fact  that  urea  itself  is 
a  diuretic,  and,  when  it  is  increased  in  tin-  blood,  a  diuretic  action 
is  produced.     Strumer(6)   reports  Forty-one  eases  oi  eclampsia 
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treated  with  thyroid  extract,  gr.  x  at  once  and  gr.  v  q.  four  hours, 
and  claims  that  the  urine  is  increased  after  two  or  three  doses 
and  shows  a  marked  increase  in  twenty-four  hours,  whereas  with 
saline  injections  and  morphia,  given  alone,  no  marked  improve- 
ment sets  in  for  twenty-four  hours.  He  used  in  addition  mor- 
phia and  saline  injections  and  early  delivery  with  a  mortality 
of  i  J. 2  per  cent.  Nicholson  1.71  advises  a  primary  injection  of 
morphia  followed  by  thyroid  extract  gr.  xxx  or  xl,  with  gr.  xx 
in  six  or  eight  hours  if  there  is  no  improvement.  His  object 
being  to  produce  thyroid  intoxication  as  early  as  possible,  the 
thyroid  extract  being  a  vasodilator,  and  thus  aiding  the  kidneys 
and  skin.  He  reports  a  case  successfully  treated  in  this  way. 
\'assale(i6)  used  a  strong  extract  of  thyroid  or  parathyroidin  in 
three  cases  and  thought  his  results  were  remarkable  and  advises 
the  same  treatment  for  tetanus  and  epilepsy.  Lobensteine(iS) 
reports  six  cases  treated  with  thyroid  extract  with  good  results. 
He  advises  a  dosage  of  gr.  xxx  per  rectum  and  repeated  in  six 
hours  and  then  gr.  x  t.i.d.,  and  reduce  the  dose  gradually.  He 
claims  that  the  pulse  is  slowed  and  made  more  soft  and  that  dia- 
phoresis and  diuresis  are  increased  within  a  few  hours. 

The  good  results  thus  reported  nun-  favor  the  theory  that 
eclampsia  is  due  to  a  disturbance  of  metabolism  from  a  lack 
of   thyroid   secretion. 

Nitroglycerin  is  used  by  some  instead  of  the  veratrum  viride, 
as  it  seems  to  be  less  depressing  to  the  heart  and  yet  has  a  strong 
vasodilator  action,  thus  decreasing  the  blood  pressure  without  af- 
directly  the  heart  muscle.  Moran(32)  claims  that  it 
aids  in  diuresis  and  diaphoresis  more  than  veratrum.  Mc- 
Carthy(2i)  lavs  great  stress  on  the  use  of  nitroglycerin  and  re- 
purls  good  result 

In  view  of  the  fact  that  some  claim  thereisan  increased  intra- 
cranial tension  in  eclampsia,  and  postmortems  show  very  often 
a  marked  congestion  and  edema  of  the  meninges,  some  have 
used  and  advocated  lumbar  puncture.  Max  IIenkcl(i3)  did 
lumbal  puncture  in  sixteen  cases  with  a  mortality  of  25  per  cent, 
and  concludes  that  the  quantity  of  cerebrospinal  fluid  is  in  a  very 
slight  degree  a  causative  factor  in  eclampsia.  Bumm(2a)  and 
Moran(32)  think  it  is  a  useless  procedure.  Jardine(5i)  used 
spinal  anesthesia  with  cocaine  after  lumbar  puncture  and  thinks 
there  was  a  beneficial  effeel  aftei  eighl  hours.  Audebcrt(42) 
and  Fournier  think  it  should  Ik-  used  along  with  other  means. 
lln    interference  with  respiration  dining  the  convulsions, and 
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thus  poor  aeration  of  the  blood,  has  led  a  number  of  men  to  use 
oxygen.  Newell (9)  says  it  is  far  better  to  give  it  during  con- 
vulsions than  to  give  chloroform.  Davis(32)  advises  continuous 
inhalation  of  oxygen  during  convulsions  and  after  delivery  and 
uses  as  little  anesthesia  as  possible  to  control  the  convulsions. 
Bacon(i4)  thinks  oxygen  should  be  considered  of  vital  importance 
during  and  between  convulsions. 

Elimination  has  been  and  is  a  universal  means  of  treating 
eclampsia.  The  different  methods  have  been  variously  employed, 
but  the  principal  aim  is  to  obtain  as  rapid  and  efficient  elimina- 
tion as  is  compatible  with  the  condition  of  the  patient.  Diu- 
retic drugs  are  not  used  in  eclampsia  except  in  so  far  as  the  drugs 
used  to  lower  blood  pressure  have  some  diuretic  action,  but  those 
acting  directly  on  the  kidney  tissue  to  increase  diuresis  are  to  be 
avoided  because  they  irritate  and  stimulate  the  already  overstim- 
ulated  and  injured  kidney  tissue. 

Diaphoresis  is  best  obtained  by  the  use  of  local  or  general 
hot  packs,  the  diaphoretic  drugs  are  to  be  avoided  because  of 
their  depressing  effect  and  slight  or  feeble  action  upon  the 
sweat-glands  in   this  condition. 

Purgatives  are  quite  generally  used,  and  the  more  powerful 
ones  are  usually  employed.  Calomel  in  large  doses  followed 
by  the  salines  or  more  often  croton  oil  rti  j  or  ij  in  olive  oil  or 
placed  upon  the  back  of  the  tongue.  And  these  arc  often  aided 
by  colonic  flushings,  best  with  normal  salt  at  1100  F.,  about 
two  quarts. 

As  a  means  of  diluting  the  toxins  in  the  blood  and  eliminating 
the  same,  venesection  and  normal  salt,  intravenously,  subcuta- 
neous, or  per  rectum,  have  been  used  more  than  any  other  form 
of  treatment,  and  the  results  obtained  have  been  generally  good. 
N'carh  always  some  benefit  lias  been  noticed  from  venesection, 
and  the  same  is  true  of  the  use  of  normal  salt  solution,  except 
where  there  is  a  tendency  to  or  an  already  developed  pulmonary 
edema,  in  which  the  normal  salt  solution  is  contraindicated,  but 
ene  lection  will  then  be  found  of  benefit.     As  a  rule,  venesection 

of  500  to    :.c    will  give  almost  immediate  improvement,  and 

when  followed  by  normal  salt,  diuresis  and  diaphoresis  are  soon 
men. 1  id  and  often  to  a  marked  degree.  Five  hundred  to  1,000 
c.c.  of  normal  salt  subcutaneously  every  six  to  eight  hours  (when 
there  is  no  edema  of  the  lungs  or  tendency  thereto)  is  usually 
followed  In  marked  improvement;  01  ii  may  be  given  intra- 
venously following  the  venesection 
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Such  men  as  Partridge,  Jardine(4),  Bumm(5),  Strumer(6), 
Hagapoff(i  i),  Osterloh(3),  Liepmann(34),  Roger  de  LaHarpe(33), 
and  others  advise  and  use  with  good  results  both  venesection  and 
saline  infusions.  Osterloh  has  used  this  method  of  treatment, 
injecting  3,500  c.c.  of  normal  salt  in  twenty-four  hours.  He 
says  venesection  is  contraindicated  when  the  patient  is  anemic 
with  a  small,  rapid  pulse,  but  has  a  wide  field  where  there  is  a 
full  hard  pulse,  more  or  less  cyanosis,  and  incipient  pulmonary 
edema.  Liepmann  advises  saline  infusions  and  in  all  ple- 
thoric cases  venesection.  Davis  uses  normal  salt  solution  after 
venesection  and  also  uses  it  as  a  colonic  flushing  and  for  gastric 
lavage.  Harrar(i9)  reports  150  cases  of  eclampsia  with  a  mor- 
tality of  36  per  cent.,  but  states  that  for  a  short  period  when  hot 
packs,  croton  oil,  and  intravenous  infusions  of  normal  salt  were 
used  indiscriminately  in  all  cases  of  eclampsia  the  mortality 
went  up  to  61  per  cent.,  which  showed  that  in  cases  where  the 
heart  is  feeble  and  there  is  marked  general  weakness  and  tendency 
to  pulmonary  edema  that  saline  infusions  were  to  be  avoided. 
Bacon (14)  thinks  that  in  view  of  the  more  recent  theories  of  re- 
tention of  chlorides  in  nephritis  that  normal  salt  solution  should 
be  used  with  caution  in  eclampsia.  Peabody(58)  gives  his  re- 
sults and  quotes  from  others  showing  that  there  is  a  marked 
decrease  in  the  edema  with  salt-free  diet  in  chronic  parenchym- 
atous  nephritis,  and  cites  instances  to  show  that  edema  could 
be  increased  or  decreased  at  will  by  the  varying  of  the  salt  in  the 
food.  He  makes  no  mention  of  the  changes  in  acute  nephritis. 
Gluzinskii  S4>  describes  several  kidney  affections  which  were 
distinguished  by  the  retention  of  sodium  chloride,  the  urine 
being  entirely  free  from  it,  while  a  peculiar  uremic  syndrome  was 
observed.  He  thinks  that  retention  of  sodium  chloride  is  the 
liisi  sign  of  acute  parenchymatous  nephritis.  But  Zange- 
55)  has  been  examining  the  chloride  metabolism  in  preg- 
11  mi  women,  and  states  that  there  is  no  ground  for  assuming 
pathologic  retention  of  chlorides  in  tin-  nephritis  of  pregnancy 
and  eclampsia  I  Ie  says  that  deprivation  of  salt  as  a  therapeutic 
measure  has,  therefore,  no  logical  basis.  It  may  cause  the 
edema  to  disappear,  bul  only  at  the  expense  of  the  kidneys;  they 
are  liable  to  become  irritated  from  lack  of  sodium  chloride  in  the 
body  fluids  to  hold  other  less  soluble  salts  in  solution.  It  is  more 
logical,  he  says,  to  give  more  salts  in  nephritis  of  pregnancy  and 
eclampsia  lie  states  that  an  hypertonic  salt  solution  has  a 
diuretic  action,  but  this.  loo.  is  a!  the  expense  of  the  kidnc\  s.  and 
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that  several  writers  have  reported  the  development  of  albumin- 
uria under  deprivation  of  salt  and  also  under  the  influence  of  an 
infusion  of  an  hypertonic  salt  solution.  He  thinks  that  the  trou- 
ble in  the  latter  case  is  not  that  the  sodium  chloride  acts  as  a 
toxin,  but  that  the  disturbance  is  in  the  osmotic  process  which  it 
induces. 

Against  the  use  of  normal  salt  solutions  in  eclampsia  and  simi- 
lar conditions  there  is  the  theory  that  there  seems  to  be  an  in- 
verse ratio  between  the  excretion  of  chlorides  and  the  develop- 
ment of  edema.  But  it  seems  quite  possible  that  the  edema 
in  eclampsia  is  of  a  different  nature  than  that  of  nephritics,  for 
clinical  observations  in  eclamptics  does  not  show  that  an  increase 
of  sodium  chloride  in  the  blood  causes  an  increase  in  the  edema, 
but,  on  the  other  band,  there  is  usually  a  decrease. 

In  more  recent  years,  as  the  theory  of  fetal  and  placental  ori- 
gin of  eclamptic  toxins  has  gained  ground,  the  treatment  of 
immediate  delivery  has  been  shown  to  give  good  results  in  the 
hands  of  most  observers.  In  75  per  cent,  of  the  cases  of  eclamp- 
sia in  which  the  convulsions  begin  anti-  or  intrapartum,  they 
disappear  entirely  after  delivery,  showing  that  in  these  cases  the 
source  of  the  toxins  has  been  removed,  or  the  delivery  has  so  low- 
ered the  maternal  blood  pressure  and  altered  the  patient's 
metabolism  that  her  system  is  now  able  to  combat  and  eliminate 
the  toxins  present  or  those  being  produced.  However,  in  a  leu 
cases  the  convulsions  do  not  develop  until  after  the  delivery — any- 
where from  a  few  hours  to  four  or  five  days — or  if  they  began  before 
or  during  delivery  they  persisl  regardless  of  treatment.  If  in 
these  cases  the  condition  is  due  in  toxins  <<i  a  different  nature 
or  from  a  different  source  has  not  as  yet  been  demonstrated. 
Liepmann(22),  Bumm(29),  Osterlohfji),  PartridgcljS).  John 
stonel  1  p.  and  many  others  advise  immediate  deliver)  and  give 
statistics  to  show  thai  the  mortality  has  been  lowered.  I.iep- 
111:111111.'.',  34)  gives  statistics  from  the  gynecologic  clinics  at 
Wiirzburg,  Basle,  Halle,  and  Berlin  thai  show  an  average  mor- 
tality oi  25  i"  30  i"  1  cent,  under  expectant  treatment,  while  with 
immediate  delivery  the  mortality  has  dropped  to  2.8  percent., 
01  even  1  8  pei  cent,  in  a  series  of  79  eases  from  April.  [904,  to 
I  (ecembei .  [905 

l>.ivisi;.ii  advises  a  careful  examination  of  the  patient  when 
In  1  Inst  seen,  and,  if  elTaecmcnt  is  present,  the  cervix  sofl  and 
two  thirds  dilated  .  u   completely,   I  he  head  well  engaged  and   the 

uterus  active,  deliver  at  once,  otherwise  wait  and  use  prompt  and 
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vigorous  means  of  elimination  until  conditions  are  favorable. 
Roger  de  La  Harpe  advises  against  immediate  delivery  and 
reports  seventy-one  (.uses  with  a  mortality  of  16.9  per  cent. 

The  methods  of  delivery  vary  somewhat  with  the  conditions 
01"  the  cervix  and  uterus  and  the  ability  and  judgment  of  the 
accoucher.  If  the  cervix  is  effaced  and  os  dilated  or  easily 
dilated,  forceps  are  applied  or  version  and  extraction  is  done. 
BummiJo1  says  that  instrumental  dilatation  is  liable  to  cause 
injury  and  the  balloon  takes  too  long,  and  that  better  results 
are  obtained  by  slitting  the  anterior  wall  of  the  cervix.  The  fe- 
tus can  then  be  extracted.  The  whole  procedure  being  done  in 
about  ten  minutes.  However,  he  thinks  that  only  an  expert 
should  attempt  this  and  that  good  results  are  expected  only 
when  delivery  is  rapid.  Partridge(38)  says  that  manual  dilata- 
tion of  an  undilated  cervix  is  the  best  and  safest  method.  Fry(39) 
advices  vaginal  section  and  believes  it  to  be  the  best  and  safest  in 
eclampsia,  but  thinks  that  manual  dilatation  might  be  used  in 
multipara,  not,  however,  in  primipara.  SchockaerKaj)  advises 
manual  dilatation  in  multipara  and  Bossi's  dilator  in  primipara, 
and  objects  to  Cesarean  section  and  cervical  incisions. 

The  treatment  of  some  of  the  more  severe  and  obstinate  cases 
of  nephritis  in  the  last  few  years  by  decapsulation  of  the  kidneys 
has  led  a  few  to  try  it  in  the  severe  forms  of  eclampsia.  Pieri(4o) 
says  that  in  eclampsia  the  kidney  lesions  are  very  variable, 
that  there  may  be  epithelial  lesions  of  varying  severity,  which 
remain  superficial  for  a  time,  and,  if  they  do  become  marked,  may 
permit  a  return  to  normal.  There  may  be  congested  lesions  and 
these  are  responsible  for  anuria  in  most  cases  of  eclampsia,  and 
for  such  conditions  surgical  treatment  is  most  valuable.  The 
method  of  action  of  the  surgical  treatment  is  triple;  it  reduces 
congestion,  eliminates  i lie  changed  epithelium  that  obstructs 
the  tubules,  and  by  modifications  in  the  vasomotor  condition 
of  the  organ  it  favors  the"  attest  of  the  nephritic  process  and  the 
ret  in  11  of  the  normal  urinary  condition.  Experience  shows 
that  at  present  four  out  of  six  cases  of  nephritis  of  this  kind 
lir.  Keen  cured  by  operation.  And  it  is  especially  indicated 
in  the  renal  forms  of  eclampsia  after  failure  of  medical  treatment 
lias  become  evident.  Particularly  when  Mi<  urine  is  in  very  small 
amounts,  the  amount  of  urea  and  extractives  eliminated  is  very 
small  and  casts  abundant  lie  says  that  operation  must  be  done 
anuria  comes  ,,11,  11  it  is  to  be  successful  in  producing  a 
cure.      After  anuria  has  set   in  the  intoxication  becomes  SO  deep 


470  BARRETT:   A    CONSIDERATION    OF    ECLAMPSIA. 

that  operation  avails  little.  Edebohls,  G.  M.,  (56)  reported  his 
first  case,  June  6,  1903,  in  the  New  York  Med.  Jour.,  which  was 
in  the  eight  month  of  pregnancy  and  accouchement  force  failed  to 
stop  the  convulsions,  after  decapsulation  the  recovery  was  prompt. 
His  second  report,  June  2,  1904,  in  Boston  Med.  Jour.  Patient 
was  a  primipara,  twenty  years  old,  sudden  attack  of  eclampsia 
during  last  month  of  pregnancy  accompanied  by  blindness  and 
deep  coma.  The  kidneys  were  decapsulated  after  the  second 
convulsion.  Two  days  later  asphyxiated  twins  were  delivered, 
one  of  which  did  not  come  to  life.  No  attacks  after  operation. 
Third  case,  primipara,  twenty  years  old,  always  healthy,  urine 
normal  one  month  before  delivery.  Normal  delivery  July  8, 
1905.  Eleven  hours  later  complained  of  headache  and  trouble 
with  vision.  Nearly  complete  blindness  and  convulsions  fol- 
lowed quickly,  and  four  hours  later  the  patient  was  in  deep  coma. 
Urine  contained  1.5  gr.  albumin  and  2.5  urea.  Both  kidneys 
were  decapsulated.  Two  convulsions  in  the  first  eight  hours 
after  the  operation,  which  were  the  last  ones.  Consciousness 
returned  twenty-four  hours  after  operation,  and  recovery  was 
rapid.  May,  1906,  patient  was  in  eighth  month  of  new  normal 
pregnancy  and  urine  normal . 

Gauss  thinks  that  in  view  of  the  fact  that  in  25  per  cent. 
of  eclamptics  the  convulsions  continue  after  deliver}'  and  all 
medical  measures  have  been  tried,  the  operation  of  decapsulation 
of  the  kidneys  is  justifiable,  as  it  offers  the  only  relief  in  these 
cases  and  that  we  are  justified  in  using  any  methods  that  are  not 
so  dangerous  in  themselves  as  to  increase  the  mortality.  He 
reports  two  cases  in  the  service  of  Konig  at  Freiberg  in  which 
great  aid  was  rendered  by  operation,  the  convulsions  wire 
severe  and  continued  several  hours  after  delivery.  After  opera 
tion  only  two  convulsions  occurred  in  om-  case,  tin-  unconscious- 
ness was  lessened,  the  pulse  and  temperature  fell,  the  amounl  oi 
nunc  increased,  and  the  specific  gravity  became  normal.  He 
advises  the  operation  only  when  all  ordinary  means  fail,  then 
decapsulate  to  give  the  patient  a  chance  for  her  life,  which  must 
otherwise  be  sacrificed  to  uremia.  Wein<  1  "  reports  a  case  d 
eclampsia  coming  on  seventeen  hours  after  delivery,  in  which 
the  convulsions  became  mote  and  mote  severe  and  did  not  yield 
to  symptomatic  treatment.  After  decapsulation  of  both  kidneys, 
the  com  ulsions  stopped  al  once  and  consciousness  returned  after 
.1  1  oma  of  five  hours.  The  findings  in  one  kidney  were  those  ol  an 
acute  nephritis.     A.sch(25)   reports  a  case  of  severe  eclampsia 
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with  recover}-  after  decapsulation  of  both  kidneys.  Poland! .3 7) 
reports  one  case  in  which  the  convulsions  came  on  postpartum  and 
persisted  in  spite  of  ordinary  means.  After  decapsulation  of 
both  kidneys  there  was  a  marked  increase  in  the  amount  of  urine 
and  the  specific  gravity,  while  there  was  much  less  albumin;  but, 
as  the  patient  began  to  come  out  of  the  coma,  she  died  of  edema 
of  the  lungs  nineteen  hours  after  operation.  Sippel(36)  thinks 
decapsulation  advisable  in  the  more  severe  forms,  as  no  harm 
will  be  done  to  the  patient,  and  death  is  certain  if  the  condition 
is  not  relieved.  He  believes  that  operation  should  be  confined 
to  the  very  serious  and  hospital  cases  in  which  coma  and  convul- 
sions continue  without  relief  from  ordinary  means.  Franck's  |  23  I 
case  was  one  of  rebellious  eclampsia  in  which  he  performed 
decapsulation  of  the  kidneys,  and  the  eclampsia  subsided,  but  the 
patient  died  of  an  intercurrent  pneumonia.  He  compares  his 
results  with  nine  others,  which  show  that  decapsulation  was 
followed  by  rapid  recovery  in  six  cases,  in  two  no  benefit  was 
manifest  and  in  two  others  improvement  w^as  not  marked.  He 
says  that  if,  in  these  cases,  the  mortality  of  30  per  cent,  be 
ascribed  to  the  operation,  it  is  such  a  lowering  of  the  average  death 
rate  in  severe  eclampsia,  when  coma  and  convulsions  continue 
after  delivery  and  other  means  of  treatment  have  failed,  that 
immediate  decapsulation  should  be  advised. 

Pinard(57)  reports  the  case  of  Chambrelant  et  Pousson,  a  primi- 
para,  twenty-one  years  old,  eclampsia  a  few  hours  after  begin- 
ning of  labor.  Half  an  hour  after  delivery  patient  had  three 
1  onvulsions  followed  by  deep  coma  and  almost  complete 
anuria.  Decapsulation  of  both  kidneys.  In  twenty-four  hours 
urine  excreted  normally.  Coma  disappeared  on  the  third  day 
followed  by  complete  recovery. 

owski(28)  reports  a  case  of  postpartum  eclampsia  where 
iln  condition  became  more  and  more  severe  until  the  heart  be- 
gan to  tail  and  some  sikrns  of  edema  of  the  lungs  developed. 
Urine  contained  blood  and  great  quantities  of  albumin.  Thirty- 
four  hours  alter  delivery  both  kidneys  were  decapsulated.  No 
Convulsions  alter  operation.  Six  and  one-half  hours  after  the 
operation  tin-  urine  was  free  from  blood  and  the  breathing  more 
easy.  Recovery  was  complete.  lie  thinks  that  eclampsia  is 
more  severe  the  earlier  it  occurs  during  pregnancy  or  the  later  in 
the  puerperium.  He  advises  to  operate  quickly  in  these  cases, 
especially  with  disturbances  of  the  respiratory  organs. 

Asch(25)  reports  a  case  similar  to  the  one  ol  Falgowski.      I -para, 
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age  twenty-one,  spontaneous  and  easy  delivery.  First  three 
days  of  puerperium  were  without  fever  or  other  disturbances. 
On  the  third  day  the  patient  was  suddenly  seized  with  an  epilep- 
tiform convulsion,  which  recurred  at  short  intervals  until  the 
patient  became  comatose.  The  face  became  edematous,  the 
urine  contained  much  albumin.  Decapsulation  of  both  kidneys 
was  easily  performed.  No  convulsions  after  the  operation. 
Complete  recovery  in  sixteen  days.  He  advises  to  operate 
quickly  in  cases  occurring  during  puerperium,  but  in  antepartum 
cases  to  wait  for  the  effect  of  quick  deliver)-. 

A  study  of  eclampsia  with  its  many  theories  of  causation,  its 
varied  clinical  and  pathological  manifestations,  leads  to  the 
following  conclusions  as  representing  the  growing  consensus  of 
opinion : 

i.  That  the  preeclamptic  condition  is  not  a  distinct  clinical 
entity. 

2.  That  eclampsia  is  only  one  of  the  clinical  manifestations  of 
the  toxemia  of  pregnancy. 

3.  That  there  may  be  a  severe  grade  of  toxemia  of  pregancy 
without  eclampsia. 

4.  That  there  may  be  a  severe  form  of  nephritis  with  pregnancy 
and  no  manifestations  of  eclampsia. 

5.  That  on  the  other  hand  we  have  sc\ere  forms  of  eclampsia 
with  no  apparent  changes  in  the  kidney. 

(>.  That  the  toxemia  of  eclampsia  with  oi  without  kidney 
changes  is  of  a  different  nature  from  tliat  of  uremia. 

7.  That  it  seems  quite  probable  that  eclampsia  is  not  always 
due  to  thi'  same  kind  of  toxins  and  that  the  toxins  producing 
ei  lampsia  are  from  different   sources. 

s  Thai  tlic  patient's  nervous  condition  and  the  personal 
equation  are  causative  factors  in  the  onset  and  tin-  severity  of 
the  eclamptic  attack. 

<>    That   there  are  no  pathological  changes  characteristic  of 

eclampsia. 

to.  I  hat  the  present  mortality  of  eclampsia  can  !><■  consider- 
ably lowered  by  tin-  propei  use  of  the  methods  at  our  command, 

11.  That  in  every  case  manifesting  symptoms  oi  toxemia  oi 
>i  treatment  should  be  instituted  not  only  to 
relieve   tlie  toxemia,   hut   as  ,1   prophylactic   to  eclampsia. 

Miii  prompl  emptying  oi  the  uterus  is  the  most  efficient 
means   we  bavi    oi  relieving  the  eclamptic  condition, 

[3.     Ihal    the    Various   sedatives  should   be   used    with   cue   and 
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only  in  most  cases  as  a  temporary  means  until  the  patient  can 
be  relieved  by  delivery  and  elimination. 

14.  That  venesection  and  the  use  of  normal  salt  solution  are 
valuable  aids  in  the  treatment  of  eclampsia. 

15.  That  decapsulation  of  the  kidneys  offers  considerable 
chance  for  recovery  in  the  most  obstinate  cases  which  do  not 
yield  to  delivery  and  other  measures,  but  should  not  be  attempted 
until  alter  other  means  have  failed. 
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UNCONTROLLABLE  HEMORRHAGE  FROM  THE 
N(  (NPUERPERAL  uteris 

BY 

G.  II.   MALLETT,   M.   D., 

New  York. 

Not  long  ago,  a  cum-  of  persistent  menorrhagia  and  metror- 
rhagia thai  the  writer  was  called  upon  to  treat  presented  some 
features  that  caused  him  to  look  up  some  literature  on  the 
subject.  The  frequency  with  which  intractable  uterine  hemor- 
rhage was  mentioned  as  an  indication  for  hysterectomy  was  a 
source  oi  surprise,  and  the  impression  received  by  the  readei  was 
that  surgical  enterprise  had  reversed  the  order  of  his  earl; 
teaching,  for  whereas  hemorrhage  was  on  is  dered  not  as  a  disease 
in  itself  but  as  a  symptom,  and  that  the  cause  was  to  be  dis 
covered  before  the  symptom  could  hope  to  be  relieved.  In 
cases  the  uterus  was  fust  removed  and  the  cause  was 
looked    for   afterward.     Of   course    I    refer    to    those   cases   ol 
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profuse  or  persistent  hemorrhage  of  obscure  origin  and  especially 
those  occurring  near  the  menopause.  Before  the  surgical  era  in 
gynecology  the  opportunity  to  study  the  cause  of  hemorrhage 
or  of  uterine  diseases  in  their  incipiency  was  lacking  for  want 
of  material;  because  the  postmortem  specimens  were  not  satis- 
factory, but  at  present  there  would  seem  to  be  uteri  enough 
removed  to  satisfy  the  requirements  of  the  pathologists  and  to 
give  the  rest  of  us  hope  that  some  discovery  of  value  would  soon 
be  forthcoming.  At  present  the  pathological  findings  in  the 
uteri  or  these  cases  of  obscure  hemorrhage  are  as  various  as  the 
interpretations  put  upon  them  by  the  pathologists. 

The  history  of  the  case  that  sent  me  in  search  of  the  unknown 
is  briefly  as  follows:  The  patient  was  forty-seven  years  old. 
Her  menstruation  began  at  fifteen  and  was  regular  and  of  the 
twenty-eight-day  type  and  of  six  to  seven  days'  duration. 
The  flow  was  profuse  and  usually  accompanied  by  clots.  She 
suffered  pain  on  the  first  day,  but  rarely  had  to  go  to  bed.  She 
usually  had  some  leukorrhea,  but  never  enough  to  necessitate 
wearing  a  guard.  She  usually  had  some  backache  after  unusual 
exertion  but  was  able  to  exercise  as  much  as  most  women,  and 
otherwise  her  general  health  was  excellent.  She  was  married 
for  the  first  time  in  June,  1907,  and  immediately  sailed  for  Europe. 
In  June  she  had  menstruated  seven  days  (normally  for  her), 
in  July  she  flowed  ten  day-s.  In  August  at  Brighton,  England, 
she  was  taken  with  a  profuse  hemorrhage  which,  notwithstand- 
ing rest  in  bed  and  medical  treatment,  lasted  for  five  weeks. 
She  and  her  family  were  so  alarmed  that  they  thought  only  to 
get  her  home  alive.  She  was  still  flowing  when  she  was  carried 
on  the  steamer  al  Southampton.  The  moment  the  voyage 
began,  however,  the  flow  ceased  and  she  began  immediately  to 
regain  her  strength,  and  by  the  time  the  steamer  landed,  although 
pale,  and  thin  she  was  able  to  walk  about  unaided.  Two  days 
after  she  landed,  in  the  latter  part  of  September,  she  began  to 
.  lin,  and  I  saw  her  in  consultation  with  her  family  physi- 
cian. Upon  examination  her  cervix  was  found  to  be  eroded,  the 
uterus  somewhat  enlarged  and  retroverted  but  movable.  The 
appendages  were  normal.  ( )n  October  15  she  was  curetted,  and 
the  endometrium  was  found  somewhat  thickened.  1  he  uterus 
was  suspended  to  the  abdominal  wall.     Recovery  was  uninter- 

Menstruation  came  on  regularly,  and  was  less  than  had  been 
her  custom.  She  enjoyed  good  health  until  the  following  June, 
when  she  began  to  How  profusely,  in  July  more  so,  and  in 
August  nearly  the  whole  month,  notwithstanding  the  free  use 
oi  ergotin,  hydrastin,  stypticin,  strychnine,  with  confinement 
to  bed,  elevation  of  feel  and  hot  douches.  She  was  then 
curetted  again,  The  uterus  was  found  to  be  in  good  po 
A   large    amount    of    thickened    endometrium    was    removed    in 
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strips.  The  pathological  report  showed:  "A  very  high  degree 
of  hyperplasia  of  the  endometrium,  but  not  histological  features 
of  malignancy.  The  condition  is  commonly  designated  as 
adenomatous  hyperplasia  of  the  endometrium."  After  this  she 
remained  well,  with  normal  periods,  until  the  February  following, 
when  she  had  another  profuse  and  prolonged  flow.  Medicinal 
and  therapeutical  treatment  was  begun  actively  during  the  flow 
and  during  the  interval.  She  had  remained  in  bed  during  her 
menstrual  periods  and  had  taken  every  care  of  herself.  The 
uterus  and  vagina  were  packed  with  iodoform  gauze.  Iodine 
intrauterine  irrigation  was  tried  and  iodine  and  carbolic  was 
applied  to  the  endometrium,  but  of  no  avail.  The  flow  became 
continuous  in  March,  and  then  in  April  I  removed  the  uterus 
per  vaginam.  The  ovaries  and  tubes  appeared  perfectly  healthy 
and,  consequently,  were  not  removed.  Her  recovery  was  rapid 
and  uninterrupted. 

The  pathologists  report  states  that  "the  uterus  is  of  normal 
size  and  that  the  walls  are  3/4  of  an  inch  in  thickness.  The 
consistency  of  the  uterus  is  normal.  The  cavity  is  two  inches 
long  and  is  lined  in  small  areas  with  a  thin  mucosa.  Micro- 
scopic examination  shows  the  tops  of  the  uterine  glands  are 
missing.  The  gland  bases  are  scanty  and  the  stroma  is  much 
increased,  with  some  round-celled  infiltration.  The  uterine  wall 
beneath  the  mucosa  contains  an  increased  amount  of  connective 
tissue.  The  muscle  walls  are  normal.  Some  of  the  vessel  walls 
are  very  slightly  thickened.  The  peritoneal  coat  is  normal.  The 
diagnosis  is  hyperplastic  endometritis." 

At  the  time  of  operation  this  patient  weighed  less  than  110 
pounds,  and  showed  extreme  pallor.  At  present  she  has  re- 
gained her  normal  weight  of  150  pounds  and  looks  the  picture  of 
health. 

In  looking  over  this  case,  one  finds  a  woman  in  excellent 
general  health,  who  had  no  circulatory  disturbances  due  to  a 
Lesion  or  functional  trouble  of  heart,  renal  lesion,  or  obstructions 
in  the  portal  system,  nor  systemic  disease,  as  diabetes,  chronic 
alcoholism,  or  morphinism,  hemophilia,  or  syphilis,  nor  was  she 
hysterical,  nor  an  unusually  nervous  or  apprehensive  woman. 
Masturbation  or  excesses  in  venery  or  obstinate  constipation 
were  positively  denied.  The  bleeding  was  so  profuse  that  a 
hysterectomy  was  performed  to  dick  the  hemorrhage,  and  yel 
two  eminent  pathologists,  independent  of  each  other,  find  nothing 
abnormal  in  the  uterus  or  curettings,  excepl  "hyperplastic 
endometritis."  The  humble  seeker  after  truth  then  naturally 
turns  to  endometritis  for  the  cause;  and  this  is  what  he  finds 
in  one  of  the  last  works  on  Gynecological  I'athologx  Roberts) 
"Nothing,  perhaps,  is  more  difficult  to  define  than  'endometri 
tis' — so  much  is  included  under  the  term.     Some  authors  limit 
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the  meaning  to  mere  inflammatory  conditions,  others  to  over- 
growths of  the  endometrium,  others  to  atrophy  of  the  endo- 
metrium, others  to  inflammations  not  only  of  the  endometrium, 
but  of  the  whole  uterus.  Nothing  is  more  puzzling;  even  the 
normal  conditions  of  the  endometrium  are  more  or  less  unknown; 
the  endometrium  is  difficult  to  see  and  we  know  little  of  its 
changes  cither  between  or  during  the  menstrual  periods;  still 
less  do  we  know  of  the  changes  we  term  pathological." 

Probably  as  good  a  classification  as  any  is  that  of  Herman, 
who,  under  the  heading  "Endometritis,"  mentions  three  con- 
ditions: 

I.  The  inflammations  of  the  endometrium. 

II.  Conditions    associated    with    overgrowth    of    the    endo- 
metrium. 

III.   Conditions  associated  with  its  atrophy. 

The  second  condition:  those  associated  with  overgrowth  of 
the  endometrium,  is  the  pathological  finding  in  the  case  men- 
tioned. Under  that  heading  is  the  following:  "This  condition 
is  not  endometritis,  as  such,  at  all;  inflammation  is  probably 
not  a  factor  in  its  causation;  it  is  a  condition  of  hyperplasia, 
hypertrophy,  and  overgrowth  of  the  endometrium,  a  new  for- 
mation, and  the  name  "adenomatous  disease  of  the  body  of 
the  uterus"  is  a  more  correct  term. 

Two  distinct  types  appear  to  exist:  (a)  Polypoid.  The  endo- 
metritis polyposa,  fungous,  or  villous  endometritis  of  other  au- 
thors. '  (b)  Diffuse  or  hyperplastic.  In  this  there  are  no  local- 
ized  "titgrowths  from  the  endometrium.  The  whole  mucosals 
uniformly  thickened  and  extremely  vascular.  Examples  of 
this  are  best  seen  in  uteri  containing  fibroids  and  from  this  enor- 
mously hypertrophied  endometrium  comes  the  severe  hemor- 
rhages and  sometimes  water  discharges.  In  an  article  by  Miller, 
in  a  recent  text-book,  he  says  of  hyperplasia  of  the  endome- 
trium: "This  condition  which  is  usually  considered  as  endome- 
tritis, may  be  the  end-result  of  an  infection  of  the  uterine  mucosa. 
but  is  oftener  due  to  the  influence  of  myomata,  ovarian  tumors, 
malpositions  of  the  uterus,  perhaps  at  times  to  nervous  influences, 
and  to  certain  general  diseases."  Macdonald,  in  an  able  paper, 
states:  "There  appears  to  be  little  doubt  that  a  large  number 
oi  the  cases  variously  described  as  'hyperplastic  endometritis,' 
'hypertrophic  glandular  endometritis,'  'interstitial  endometri 
ris,*  eti  ,  are  simply,  as  Van  Meerdervooi  I  describes  them,  second 
ary  results  of  long  continued  congestion  of  the  mucosa.      The  dif 
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ferent  forms  are  merely  of  degree,  and  he  suggests  'chronic  edema' 
as  a  more  correct  title  for  the  whole  class.  Lofquist  arrives  at 
very  similar  conclusions."  We  have  positive  knowledge  that 
the  menstrual  organ  is  the  endometrium,  but  from  what  has  been 
said,  it  is  evident  that  in  this  case,  the  condition  of  the  endome- 
trium is  not  the  cause  of  the  hemorrhage,  but  the  result  of  a  con- 
dition elsewhere. 

As  long  ago  as  1879  Dr.  Emmet  described  the  uterus  as  an 
erectile  organ,  surrounded  by  a  mass  of  blood-vessels,  pressing  in 
every  direction  through  the  loose  connective  tissue  of  the  pelvis, 
and  directly  affected  by  any  increase  or  diminution  in  the 
neighboring  circulation.  Continuing,  he  says:  "We  must  ap- 
preciate the  fact  that  in  few  other  parts  of  the  body  have  we  such 
a  network  of  vessels  within  the  same  extent  of  space.  In  con- 
sequence of  the  erectile  character  of  the  uterine  tissues,  these 
vessels  in  time  become  varicose  or  overdistended  from  continued 
obstruction  to  the  circulation,  and  have  an  almost  incredible 
venous  capacity.  As  a  stream  will  saturate  the  ground  and  lose 
itself  in  a  marsh,  so  will  the  circulation  through  the  pelvic 
cellular  tissue,  and,  in  diseased  conditions,  become  equally 
sluggish.  In  attempting  after  death,  to  inject  the  vessels  in  the 
pelvis  of  a  female,  who  has  long  suffered  from  uterine  disease,  it 
will  be  found  that  the  distinctive  form  of  the  veins  is  frequently 
lost  at  different  points;  and  with  all  care,  the  injection  will  be- 
come extravasated  and  diffused."  These  veins  really  become 
sinuses.  The  recent  histological  investigations  of  Keiffer  have 
furnished  ample  proof  of  the  correctness  of  Emmet's  views  on 
this  subject.  It  is  the  belief  of  the  writer  that  the  most  im- 
portant factor  in  the  causation  of  the  hemorrhages  of  this  patient, 
is  the  venous  congestion.  The  explanation  of  the  bleeding  in  these 
cases  is  given  by  Macdonald  as  follows:  "The  menstrua]  sti 
miilus,  normally  resulting  in  a  comparative  rapid  overdistension 
of  the  capillaries,  produces  its  effect  more  slowly  through  the 
thickened  mucosa  with  its  already  comparatively  distended  and 
more  numerous  capillaries,  but  when  hemorrhage  does  occur,  at 
the  very  height  of  the  congestion,  it  is  more  profuse  than  normal 
because  of  the  more  widely  distended  condition  of  the  capillaries. 
Similarly,  the  bleeding  will  last  longer,  partly  from  the  lowered 
tone  of  the  vessels  from  prolonged  dilatation,  and  partly  from 
inefficiency  of  the  edematous  muscle,  together  resulting  in  less 
efficient  response  to  the  vasomotor  stimulation,  and  so  failure 
i"  arrest   the  hemorrhage  with  normal  rapidity." 
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Again,  Macdonald  points  out  that  not  all  cases  of  venous  con- 
gestion become  clinically  apparent  as  menorrhagia.  The  abnor- 
mal hemorrhage  depends,  to  some  extent,  upon  the  resulting 
power  of  the  capillaries.  When  the  congestion  arises  from  an 
increased  arterial  supply,  there  is  a  tendency  to  metrorrhagia  in 
addition  to  the  menorrhagia.  Any  sudden  stimulation,  mechani- 
cal or  otherwise,  determining  a  sudden  further  increase  in  the 
red  blood  supply,  may  cause  hemorrhage." 

The  explanation  of  this  case,  as  far  as  any  can  be  given,  I 
think,  is  as  follows:  This  patient  in  early  life  suffered  from 
venous  congestion  of  her  pelvic  organs.  The  derangement  of 
the  circulation  was  probably  caused  by  loss  of  balance  between 
the  waste  and  repair,  faulty  nutrition  or  by  indiscretion  in  exer- 
cise during  menstruation.  The  uterus  became  saturated  with 
blood  and  unable  to  relieve  itself,  even  by  prolonged  menstrua- 
tion, sank  to  a  lower  plane  in  the  pelvis.  The  overdistended 
veins  after  a  time  lost  their  contractility,  and  were  unable  to 
return  to  the  circulation  the  amount  of  blood  received  from  the 
capillaries.  This  made  the  weight  greater  and  the  uterus  de- 
scended toward  the  vaginal  outlet.  Its  center  of  gravity  was 
changed  and  it  became  retroverted.  In  this  position,  the  circu- 
lation was  still  more  interfered  with.  There  was  no  inflamma- 
tion and  no  adhesions,  and  the  condition  could  easily  have  been 
corrected  early  in  life,  but  the  patient  had  never  had  a  pelvic 
examination.  The  congestion  and  malposition  caused  the  de- 
layed menopause.  The  marriage  relations  at  forty-seven  years 
of  age  caused  the  sudden  stimulation,  mechanical  or  otherwise, 
which  determined  a  sudden  farther  increase  in  the  blood  sup- 
ply and  the  hemorrhage  was  the  result.  It  is  true  that  the 
ition  of  the  uterus  was  corrected  after  the  hemorrhage 
became  severe,  but  not  until  the  veins  had  lost  their  contractility, 
and  the  uterine  muscle  its  tone  and  resiliency,  and  that  the 
circulation  was  not  improved,  was  shown  by  the  edematous  or 
hyperplastic  condition  of  the  endometrim. 

This  is  a  type  of  one  class  of  intractable  hemorrhage.  This 
class,  due  to  circulatory  disturbance,  is  a  large  one,  but  fortunately 
seldom  of  such  severity  as  the  one  just  related. 

One  may  judge  of  the  difficulty  of  determining  the  causes  of 
uterine  hemorrhages,  when  no  less  an  authority  than  Freund 
states  that :  "  ( )nly  in  cases  of  bleeding  from  carcinoma  has  an 
anatomical  basis  for  the  hemorrhage  been  demonstrated." 

In  the  microscopical  examinations  of  the  uteri  extirpated  for 
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hemorrhage,  the  findings  have  been  various  and  the  construc- 
tion put  upon  them  equally  so.  When  the  changes  in  the  endo- 
metrium were  found  to  be  slight,  attention  was  then  turned  to 
the  uterine  walls,  and  upon  these  findings  have  the  various 
theories  to  explain  the  menorrhagia  been  based.  Nearly  all 
have  shown  thickened  blood-vessels,  and  the  inability  of  these 
rigid  canals  to  respond  to  vasomotor  stimulation  has  been  con- 
sidered in  a  causative  relation.  This  is  the  oldest  theory, 
and  was  advanced  by  the  French  writers,  Pichevin  and  Petit  and 
Couveillier,  and  later  by  the  Germans,  Reineke  and  others,  and 
by  Barbour  and  Palmar,  Findley,  and  other  Americans.  This 
is  called  the  uterine  arteriosclerosis  theory,  and  while  the 
thickened  wTalls  may  be  an  important  factor  in  the  causation  of 
hemorrhage,  many  writers  do  not  believe  this  to  be  the  sole  cause, 
and  many  others  disregard  this  entirely,  believing  the  condition 
to  be  a  normal  retrograde  process  or  part  of  a  general  arterio- 
sclerosis. 

Cases  are  shown  where  a  marked  sclerotic  condition  of  the 
vessels  has  been  unattended  by  hemorrhage,  and  profuse  hemor- 
rhages have  occurred  with  no  changes  in  the  vessels.  Theilhaber, 
Anspach  and  Shaw  consider  these  vessel  changes  essentially 
different  from  those  found  in  general  arteriosclerosis,  and,  ac- 
cording to  Shaw,  sclerosed  vessels  can  be  found  in  uteri  with  per- 
fectly normal  menstruation.  Pankow,  as  quoted  by  Ehrenfest, 
states  that  such  sclerosis  is  an  almost  characteristic  feature  of 
multipara  uteri. 

Pozzi  found  an  increase  in  the  elastic  tissue  in  and  around 
the  vessel  walls  in  greater  proportion  than  fibrous  tissue,  and 
contended  that  this  offered  resistance  and  paralyzed  its  contrac 
tile  power,  while  Anspach  considers  the  elastic  tissue  physiological 
in  the  multiparous  uterus,  and  believes  the  condition  of  the 
musculature  that  he  calls  "metrorrhagia  myopathica"  may  be 
due  to  a  deficiency  in  the1  normal  increase  of  elastic  tissue. 

Theilhaber  believes  that  the  changes  in  the  vessels  described 
as  arteriosclerosis  are  normal  in  parous  uteri,  and  points  out  in 
chronic  metritic  and  senile  uteri  the  relative  increase  in  fibrous 
and  decrease  in  muscular  tissue,  and  considers  the  relative  in- 
sufficiency of  the  latter  the  cause  of  till-' hemorrhage. 

To  an  ordinary  observer  it  would  seem  that  if  the  tissues  and 
their  proportions  in  a  normal  uterus  could  be  determined,  prog- 
ress could  be  made  in  tin-  study  of  this  subject.  At  present, 
having  no  standard,  it  seems  to  be  a  difficult  mattei   to  decide 
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what  is  a  normal  uterus  during  the  different  periods  and  condi- 
tions of  a  woman's  life.  That  all  of  these  bleedings  are  depen- 
dent upon  ovarian  stimulation  is  shown  by  the  fact  that  none 
occurred  after  the  menopause. 

The  best  classification  of  the  causes  of  uterine  hemorrhage 
is  that  given  by  Macdonald,  and  is  as  follows: 

"  i.   Abnormalities  in  the  periodic  ovarian  stimulation. 
"2.   Conditions  giving  rise  to  muscular  insufficiency,  either  from 
"  (a)   Actual  deficiency  of  muscular  tissue  or 
"  (b)   Loss  of   tone,   and   consequent  deficient   reponse 
to  vasomotor  stimulation. 
"3.  Conditions  giving  rise  primarily  to  continued  congestion 
of  the  endometrium,  either  from 

"  (a)    Increased  arterial  supply  or 
"  (b)  Venous  obstruction." 

And  to  this  I  would  add  those  functional  disturbances  of  the 
uterus  brought  about  by  impulses  transmitted  to  the  genital 
organs  from  a  normal  or  diseased  central  nervous  system,  as 
described  by  Ehrenfest. 

In  looking  for  a  cause  of  a  hemorrhage,  when  no  lesion  is  ap- 
parent, the  influence  of  the  menopause  must  not  be  lost  sight  of. 
A  hemorrhage  occurring  at  this  time  is  probably  due  to  a  circu- 
latory disturbance  that  may  be  of  long  duration. 

lime  and  space  will  not  permit  of  a  further  discussion  of  the 
causes  of  uterine  hemorrhage,  and  in  our  lack  of  knowledge  of 
Ms  etiology,  little  can  be  said  of  its  treatment. 

The  diagnosis  in  these  cases  is  made  by  exclusion. 

The  importance  of  a  most  careful  history,  both  on  the  part 
of  the  patient  and  her  family,  and  a  thorough  physical  examina- 
tion can  be  readily  appreciated.  In  addition  to  the  pelvic 
examination,  dilatation  and  curettage  offers  the  most  valuable 
means  of  diagnosis,  and  in  many  cases  relieves  the  symptom.  If 
lies  to  still  further  explore  the  cavity  of  the  uterus,  this 
can  satisfactorily  be  done  by  separating  and  lifting  the  bladder 
from  the  anterior  wall  and  dividing  the  uterus  in  the  median 
line  from  the  cervical  cavity  11  j >  to  the  extent  desired.  By  this 
means,  the  uterine  cavity  is  exposed,  and  small  polyps  or  thick- 
enings that  may  have  escaped  the  curette  are  readily  detected. 
A  few  stitches  will  repair  the  traumatism,  and  no  harm  will  be 
done.  The  uterus  may  also  be  explored  by  an  incision  when  the 
abdominal  cavity  is  opened  and  it  is  desired  to  avoid  a  hysterec 
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tomy.  The  most  important  point  in  the  diagnosis  is  to  eliminate 
the  possibility  of  a  malignant  process. 

The  treatment  of  girls  and  young  women  suffering  from 
menorrhagia  and  metrorrhagia  should  be  along  physiological 
lines  by  rest  before  or  during  the  menstrual  periods,  avoidance 
of  active  or  fatiguing  exercise  at  all  times.  Careful  regulation 
of  the  bowels,  and  tonics,  judiciously  given,  especially  strychnine, 
are  beneficial.  Iron  is  best  avoided,  and  ergot  is  of  no  value  as  it 
increases  the  blood  pressure.  An  effort  to  equalize  the  circula- 
tion by  means  of  hot  baths  is  sometimes  successful.  Appli- 
cations to  the  cervix  of  tincture  of  iodine  and  tampons  in  the 
vagina  between  periods  have  helped  some  cases,  but  I  have  never 
seen  any  benefit  derived  from  intrauterine  applications. 

In  cases  of  severe  hemorrhage,  the  patient  should  be  put  to  bed 
with  feet  elevated,  a  very  hot  and  prolonged  douche  given, 
adrenalin  given  hypodermically  and  stypticin  by  mouth. 
The  vagina  may  be  tightly  packed  and  the  packing  changed  in 
twenty-four  hours.  In  extreme  cases  subcutaneous  infusion 
and  bandaging  of  the  limbs  may  be  required. 

In  regard  to  the  surgical  treatment  of  these  cases,  when  the 
endometrium  is  thickened,  curettage  gives  varying  periods  of  relief, 
and  in  some  cases  is  an  aid  to  a  cure,  but  as  this  does  not  remove 
the  cause,  permanent  results  cannot  be  expected.  When  the 
patient  is  young  and  it  is  important  to  preserve  the  uterus, 
Dr.  Jarman,  of  this  society,  recommends  the  tying  of  the  uterine 
arteries.  He  has  had  satisfactory  results  in  several  cases  of  this 
kind.  A  year  ago  I  saw  him  practise  this  simple  procedure  upon 
a  girl  of  seventeen.  This  patient  had  been  seen  by  some  promi 
nent  gynecologists,  and  the}'  had  advised  that  hysterectomy  l>e 
performed.  Dr.  Jarman  informs  me  that  she  now  menstruates 
regularly  and  normally.  Her  bleedings  were  in  all  probability 
caused  by  venous  congestion. 

In  this  class  of  cases  of  uterine  hemorrhage  that  have  resisted 
palliative  means,  the  alternative  lies  between  the  destruction 
of  the  endometrium  by  means  of  the  cautery  or  atmocausis  01  .1 
hysterectomy.  Because  of  the  uncertainty  and  danger  of  the 
former,  the  operation  of  choice  should  be  the  hysterectomy.     A 

1 through  the  medical  literature  will  convince  the  reader 

thai  these  forms  of  uterine  hemorrhage  are  on  the  increase,  and 
that  the  uteri  are  being  extirpated  with  equal  frequency  and  the 
indications  for  hysterectomy  are  ever  widening,  while  the 
treatment  of  the  uterine  condition  is  narrowing  down   to  thai 


MAI. LETT:    HEMORRHAGE    FROM    THE    NONPUERPERAL    UTERUS.       189 

operation  alone  with  fewer  palliative  means.  It  requires  no 
prophetic  eye  to  see  in  these  signs  the  indications  of  the  approach 
of  another  operative  wave  such  as  passed  over  the  civilized  world 
some  years  ago,  when  countless  ovaries  were  sacrificed,  but  this 
time  surgical  enterprise  will  be  directed  toward  the  uterus. 
How.  then,  can  we  treat  these  intractable  cases?  Presuming  that 
malignancy  has  been  excluded,  then  palliative  and  hygienic 
methods  may  be  faithfully  tried,  and  medical  treatment  instituted ; 
.he  life  regulated;  rest  insisted  upon  for  the  weary  and  worn; 
classified  exercise  for  the  indolent  or  flabby  muscles;  possibly 
local  treatment  or  a  curettement.  Some  of  these  cases  will  end 
up  with  a  hysterectomy,  but  many  will  get  well  without  one. 
By  far  the  most  important  work  the  medical  profession  can  do 
for  these  cases  is  in  the  direction  of  their  prevention.  It  is 
noticeable  that  in  these  cases  of  hemorrhage  from  obscure 
causes  the  unmarried  women  give  histories  of  prolonged  and 
profuse  menstruation  dating  from  girlhood  and  in  married 
women  from  childbirth  or  a  miscarriage.  These  appear  to 
me  to  be  the  result  of  venous  congestion,  and  in  some  of  the  cases 
thai  are  attracting  attention  abroad  at  the  present  time  and 
whose  principal  symptom  is  hemorrhage,  and  are  called  "chronic 
metritis,"  I  recognize  our  old  acquaintance,  "  subinvolution." 
The  prevention  of  these  conditions  lies  in  the  care  of  the  girl 
during  her  early  menstrual  life  and  the  proper  attention  to  the 
uterus  after  childbirth  or  miscarriage.  The  girl  should  not  be 
worked  mentally  during  her  early  years  of  menstruation.  Her 
strength  should  not  be  diverted  from  her  developing  organs  to 
her  brain  and  nerve  tissue;  but  rest  and  the  simple  life  should  be 
enforced.  In  England  the  girls  are  required  to  remain  in  the 
recumbent  position  three  days  of  menstruation,  until  that 
function  is  well  established;  and  their  women  are  considered 
stronger  than  ours.  Every  case  of  prolonged  menstruation 
should  be  treated  s\  Mematically,  and  efforts  made  to  discover 
and  remove  the  cause.  After  childbirth  or  miscarriage  the  case 
should  he  followed  up  and  treated  until  the  uterus  has  properly 
involuted,  and  also  in  these  patients  prolonged  or  profuse  men- 
struation should  receive  proper  attention.  The  so-called 
"strenuous"  and  nerve  racking  life  of  the  present  day  is  respon 
sihle  for  many  of  the  ills  of  women  and  it  is  not  surprising  that 
there  should  he  exaggerated  or  diminished  ovarian  stimulation. 
The  hope  of  the  future  of  our  women  lies  in  the  education 
and  the  enforcement  of  the  hygienic  and  quiet  life. 
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TRANSACTIONS  OF  THE  NEW  YORK 
OBSTETRICAL  SOCIETY. 


Meeting  of  May  11,  1909. 

The  Second  Vice-President,  Joseph  Brettauer,  M.  D  . 
in  the  Chair. 

Dr.  S.  M.  Brickner  presented  a  specimen  showing  a 

FREE  PERITONEAL  BAND  ENCIRCLING  AN  OVARIAN  CYST. 

The  patient  in  whom  this  peculiar  condition  was  found  was 
B.  L.,  aged  twenty-five,  admitted  to  the  first  gynecological 
service  of  Mt.  Sinai  Hospital  on  April  22,  1909.  Her  past  history 
was   unimportant      For   the  past   three  months  she  had   com- 


nCvit- 


V+e-irvs 


Per.'feijeal  Oanq 
ly  t no    free 


Fio.  1. 


plained  ol  severe  dragging  pain  in  the  left  lower  quadrant  oi 
the  ib  lomen,  radiating  to  the  back.  I  be  pain  was  not  constant, 
but  was  made  worse  1>\  working  oi  stooping.  She  had  nevei 
iregnant,  although  she  had  been  married  foi  foui  years 
Her  menstrua]  history  was  of  no  signincani  e 
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Examination  revealed  a  small  vagina  with  no  vaginal  dis- 
charge. The  uterus  was  retroverted  and  lay  in  the  median  line. 
A  freely  movable,  cystic  mass  lay  in  front  o  the  uterus  on  the 
right  side.      It  was  of  the  size  of  an  orange. 

At  the  operation  on  April  26,  the  vaginal  findings  were  con- 
firmed. A  multilocular  cyst  as  large  as  an  orange  was  found 
in  front  of,  and  to  the  right  of  the  uterus.  It  sprang  from  the 
right  ovary.  The  left  appendages  were  normal.  The  right 
tube  passed  upward  and  outward  behind  the  cyst  and  the 
fimbria"  were  spread  out  at  the  upper  pole  of  the  cyst. 

Completely  encircling  the  cyst  lay  a  white  structure  which 
looked  like  a  silk  ligature  and  which  passed  backward  over  the 
cyst  and  was  attached  to  two  folds  of  omentum  by  either  extremity. 
This  omentum  overlay  the  cecum  and  was  not  adherent.  The 
cord  was  entirely  free  and  was  laid  aside  while  the  cvst  was 
ablated.  The  cord  itself  was  then  removed.  The  patient  has 
made  an  uneventful  recovery. 
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I  i  section  of  peritonea]    hand.     A,  Arteries 

B,  Pei  iton  al  1  oat.     C,  Veins. 


I  can  find  no  record  in  the  literature  of  a  similar  condition, 
although  11  must  have  occurred  before.  Aside  from  the  fact 
uf  its  encircling  the  ovarian  cvst,  its  only  interest  lies  in  its 
derivation.  Although  there  uns  no  evidence  at  the  operation 
ol  .iiiv  previous  inflammatory  process,  ii  seems  most  likely  to  me 
that  the  band  represents  a  former  omental  adhesion  which  by  the 
growth  of  tin-  cyst  became  thinned  out.  But  this  does  not 
explain  the  absolute  looseness  or  freedom  from  adhesion  in 
which  the  cord  lay  in  the  abdomen. 

The  cysl  was  an  ordinary  multilocular  cyst,  all  the  compart 
mints  but  one  of  which  were  filled  with  serum,  the  exception 
containing  colloid  material.  The  microscopic  examination  oi 
the   ■"id,   kindly   made   by    Dr.    Frank,   showed    that    the   band 
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was  a  strand  covered  with  peritoneum,  and  containing  connective 
tissue  in  which  were  imbedded  two  arteries  and  several  veins. 
Dr.  Studdiford  reported  a  case  of 

CESAREAN     SECTION     NECESSITATED     BY     CICATRIX    AFTER 
AMPUTATION  OF  CERVIX 

I  would  like  to  report  an  interesting  case  that  occurred  in 
Bellevue  on  last  Thursday  night.  The  patient  had  been  operated 
upon  in  Dr.  Coe's  service  about  two  years  ago.  She  had  been 
admitted  with  a  history  of  several  attacks  simulating  appen- 
dicitis and  with  a  relaxed  pelvic  floor  and  a  very  bad  laceration 
of  the  cervix.  The  appendix  was  removed  and  amputation  of 
the  cervix  was  done.  Last  January  she  was  readmitted  to  the 
ward  suffering  from  a  good  deal  of  pain  in  the  abdomen,  and  at 
that  time  about  six  months  pregnant.  On  examination  by 
vagina  there  was  no  cervix  to  be  palpated  and  the  externa!  os 
was  hardly  more  than  a  dimpling  of  the  vaginal  vault.  She  was 
in  the  hospital  for  three  or  four  weeks,  and  then  left  and  returned 
to  the  emergency  service  about  a  week  or  ten  days  ago.  On 
Thursday  night  she  went  into  labor.  There  was  no  dilatation  of 
the  cervical  canal,  although  the  pains  were  severe.  Dr.  James, 
who  was  in  attendance,  attempted  under  anesthesia  to  dilate 
the  cervix  with  a  steel  dilator,  and  then  by  introducing  his 
finger;  the  introduction  of  the  finger  into  the  cervical  opening 
was  followed  by  most  profuse  hemorrhage,  so  much  so  that  he- 
was  obliged  to  desist  and  put  on  clamps.  Five  or  six  hours  after 
this  first  attempt,  she  was  still  having  strong  pains  but  no 
dilatation.  After  examination  it  was  decided  that  the  best 
chance  for  delivery  was  by  Cesarean  section.  After  the  uterus 
was  opened  and  the  child  delivered  the  cervical  canal  was  found  to 
admit  a  linger  and  was  surrounded  by  a  firm  cicatricial  band 
about  1/4  inch  in  thickness  which  required  some  force  to  dilate. 
The  child  weighed  nearly  eleven  pounds.  Cesarean  section 
was  undoubtedly  a  wise  decision  because  if  an  attempt  had  been 
made  to  drag  the  head  through  the  cicatricial  (issue  there 
would  have  been  very  bad  laceration.  It  was  the  first  1 
my  experience  where  an  amputation  of  the  cervix  has  caused 
obstruction  to  labor.  I  have  delivered  a  number  of  cases 
where  I  have  amputated  the  cervix  and  it  has  occasioned  no 
trouble,  but  in  this  case  it  was  an  absolute  obstruction 
apparently. 

The  amputation  of  the  cervix  was  done  by  the  house  surgeon, 
and  I  rather  imagine  that  the  incision  in  the  amputation  w.ts 
made  too  high  u]),  so  that  the  vagina]  mucous  membrane  was 
drawn  over  and  narrowed,  instead  of  making  his  incision  rathei 
lowei  down  on  the  cervix  and  pushing  the  mucous  membrane 
of  the  cervix  up.  He  probably  had  amputated  too  high  and  1 
suppose  there  must  have  been  some  branch  of  the  uterine  arteries 
or  veins  that  was  injured,  but  the  hemorrhage  was  very  severe, 
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so  much  so  that  the  woman  showed  the  effect  of  it,  and  the 
cicatricial  tissue  was  so  firm  that  an  attempt  to  deliver  the  child 
either  by  version  or  forceps  would  have  undoubtedly  caused 
severe  injuries. 

DISCUSSION'. 

Dr.  Brodhead. — I  recall  one  case  of  protracted  labor  follow- 
ing amputation  of  the  cervix.  The  patient  was  admitted  at  the 
Post-Graduate  at  full  term,  but  by  means  of  the  hydrostatic 
bags  we  were  able  to  dilate  and  deliver  without  laceration. 

I  can  remember  another  patient  who  came  to  me  several  years 
ago  at  the  seventh  month  of  pregnancy,  where  the  cervix  had 
been  amputated  and  the  internal  os  was  very  tightly  closed. 
The  patient  left  the  city  at  the  eighth  month,  and  the  next  in- 
formation I  had  of  her  was  that  she  had  had  a  very-  short  labor  of 
two  or  three  hours'  duration  with  a  dead  child,  and  that  she  had 
died  four  hours  later  of  postpartum  hemorrhage.  No  doubt 
the  uterus  ruptured,  and  death  was  caused  by  shock  and  hemor- 
rhage. 

Dr.  Mabbott. — I  would  like  to  ask  Dr.  Brodhead  where  he 
thinks  would  be  the  probable  location  of  the  laceration  of  the 
uterus — whether  through  the  cicatrical  tissue  or  through  the 
uterus  in  continuity  higher  up? 

Dr.  Brodhead. — I  did  not  deliver  the  woman  and  I  do  not 
know,  but  I  think  that  the  tear  started  in  the  cicatrix  and  ex- 
tended upward. 

Dr.  Mallett  — I  would  like  to  ask  the  members  of  the  Society 
if  it  is  their  experience  that  mpregnation  does  not  occur  so  fre- 
quently after  amputation  of  the  cervix  as  before.  It  seems  to  me 
that  it  does  quite  as  frequently. 

Dr.  Vineberg  — I  would  say  that  I  know  quite  a  number  of 
u  which  pregnancy  has  occurred  after  I  have  done  an  am- 
putation  of  the  cervix.  I  do  not  know  of  any  particular  difficulty. 
I  know  of  one  case  in  which  there  was  a  little  difficulty  in  dilata- 
tion, but  the  patient  finally  delivered  herself  all  right.  One 
result  is  thai  the  first  pregnancy  ends  very  often  in  miscarriage 
in  about  four  months.  I  think  trachelorrhaphy  rather  difficult 
to  do  in  the  right  way  so  as  to  leave  a  straight  canal.  It  seems 
to  me  there  is  more  likelihood  of  the  conception  taking  place 
after  amputation  of  the  cervix  clone  in  the  ordinary  manner, 
whereas  I  have  seen  a  number  of  trachelorrhaphies  done 
l>v  very  good  men  in  which  it  would  be  pretty  hard  lor  some  of 
these  to  conceive. 

ACl'll     -i   PPRESS  ON    hi     I   ki\l.    FOLLOWING    A    CRIMINAL 
ABOK  i 

I   wish  to  relate  a  case  in  which  a  woman  committed  abortion 

U] herself,  a  young  woman,  thirty  one' or  thirty-two  years  of 

age.  She  had  two  children,  and  was  pregnant,  I  suppose,  about 
seven  or  eight  weeks,  when  she  passed  a  catheter  into  her  uterus. 
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and  the  doctor  who  was  called  a  couple  of  days  later  said  he  had 
found  the  woman  almost  cyanosed  with  a  temperature  of  1050, 
and  in  very  bad  condition.  He  curetted  her  at  once  with  assist- 
ance, and  for  the  first  two  days  the  temperature  persisted  with 
a  pretty  rapid  pulse.  Then  he  stated  she  became  acutely  jaun- 
diced, then  the  temperature  fell  to  the  normal  and  the  jaundice 
disappeared  in  about  forty-eight  hours.  Then  she  had  sup- 
pression of  the  urine.  I  saw  her  on  the  sixth  day  of  the  sup- 
pression of  the  urine.  She  had  no  temperature  then;  a  slow  pulse, 
rather  tense;  vomiting  was  almost  incessant,  her  general  condi- 
tion fairly  good.  I  saw  her  in  the  forenoon.  That  night  she 
was  transferred  to  Mount  Sinai,  and  then  put  on  treatment 
for  the  purpose  of  stimulating  the  action  of  the  kidnevs;  hot 
packs,  hot-air  baths,  subcutaneous  infusions, and  various  other 
remedies,  practically  without  avail.  The  temperature  remained 
normal.  She  passed  about  two  ounces  of  urine  in  the  twenty-four 
hours.  The  urine  obtained  contained  a  large  amount  of  albumin 
and  some  casts.  The  woman's  condition  became  now  markedly 
worse.  She  was  rather  stuporous  through  the  second  night  in 
the  hospital.  In  the  morning  she  was  dull,  apathetic,  rather  hard 
to  get  her  to  answer  questions.  Her  pulse  was  slow  and  tense, 
and  an  x-ray  picture  taken  showed  apparently  two  large  stones  in 
the  kidneys,  I  must  say  that  I  did  not  lay  very  much  stress  on  the 
finding,  and  I  looked  upon  the  case  as  one  of  acute  suppression  from 
acute  nephritis.  I  asked  one  of  the  at  tending  surgeons,  Dr.  Howard 
Lilienthal,  to  see  this  patient,  and  he  agreed  with  the  diagnosis,  and 
thought  that  the  only  hope  lay  in  cutting  down  upon  the  kidneys 
and  doing  a  nephrotomy.  I  did  so  that  same  morning.  The  left 
kidney  was  of  enormous  size,  about  three  times  the  ordinary 
size,  bluish-red  in  color.  There  was  no  dilatation  of  the  pelvis 
and  no  stone,  simply  a  highly  congested  kidney.  I  did  a  neph- 
rotomy on  that  side.  I  asked  the  anesthetist  about  the  condition 
of  the  patient.  He  said  it  was  good.  She  was  rather  a  stout 
woman  and  the  operation  had  taken  only  about  twenty-five 
minutes  up  to  that  time.  So  I  turned  her  over  on  the  othei  side 
and  exposed  the  right  kidney  without  much  difficulty,  and  then 
the  patient  began  to  breathe  very  rapidly  and  rather  supei 
ficially.  We  began  at  once  to  do  artificial  respiration,  but  she 
did  not  come  to.  This  kidney  also  was  aboul  in  the  same  condi- 
tion, but  not  lo  such  a  marked  degree  as  the  one  on  the  opposite 
side.  There  was  nothing  in  the  pelvis,  it  was  simply  a  case  of 
acute  congestion. 

In  looking  over  Israel's  work  on  the  kidney,  he  reports  one 
case  similar  to  this  occurring  after  abortion  of  three  mouths 
where  acute  suppression  had  set  in.  That  patient  died,  but  it 
was  found,  however,  that  she  practically  bled  to  death  because 
aftei  delivering  one  of  the  kidneys  the  operator  had  torn  the 
pelvic  vein.     I  do  not  know  of  any  other  case. 

A  very  interesting  point  in  my  mind  was  the  absence  of  lexer 
in  this  case      The  renal  capsule  was  ver)  loosely  adherent,  but 
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the  cellular  tissue  was  very  markedly  edematous.  The  day 
of  the  operation  was  probably  the  eighth  day  of  the  suppression 
of  the  urine. 

DISCUSSION. 

Dr  Currier. — I  was  recalling,  as  Dr.  Yineberg  was  narrating 
his  case,  a  case  I  operated  on  some  years  ago  in  which  there  first 
appeared  a  small  tumor  in  the  anterior  wall  of  the  vagina.  I 
supposed  it  was  a  vaginal  cyst  and  operated  upon  it.  I  tried 
to  dissect  it  out.  Finally  noticing  that  there  seemed  to  be 
rather  a  long  pedicle  to  it,  I  cut  off  the  pedicle  and  found  that  I 
had  the  ureter.  The  tumor  was  on  the  left  side  of  the  vagina 
and  the  ureter  had  crossed  to  the  other  side.  I  could  see  the 
left  ureter  in  the  wound  and  attached  to  the  bladder,  while  the 
right  ureter  had  taken  an  anomalous  course  as  described.  The 
woman  had  had  a  great  deal  of  pain  in  the  right  kidney  and 
other  indications  pointing  to  nephritis  However,  after  the 
operation  and  after  some  considerable  febrile  reaction,  she 
recovered.  Then  I  was  uncertain  as  to  just  what  the  situation 
was,  thinking  that  this  might  be  a  supernumerary  branch  of  the 
right  ureter,  I  allowed  the  patient  to  go  home.  In  the  course 
of  a  iiw  weeks  she  returned  and  I  then  operated  upon  her  again. 
First,  however,  I  had  used  the  Harris  segregator  and  determined 
that  the  supposed  right  ureter  was  not  attached  to  the  bladder. 
A  small  portion  of  the  urine,  a  few  drops,  I  obtained  from  the 
right  kidney  through  the  fistulous  opening  which  had  remained 
in  the  vagina,  showing  that  if  there  was  an  attachment  to  the 
bladder  it  must  have  been  a  very  small  one.  Subsequently 
operating  on  her  by  abdominal  section,  I  introduced  a  ureteral 
catheter  through  this  fistula  into  the  right  ureter;  first,  however, 
having  placed  a  ligature  under  it  after  the  catheter  had  been 
passed.  The  ureteral  catheter  was  easily  passed  to  the  pelvis 
of  the  kidney,  a  distance  of  ten  inches,  then  unfortunately 
the  catheter  sipped  out  and  I  was  unable  to  touch  the  end  of 
the  ureter  again.  1  tied  the  ligature,  however,  and  I  presume  I 
should  have  left  it  open  and  allowed  it  to  drain.  My  intention 
had  been  to  transplant  this  ureter  into  the  bladder,  but  after 
an  ineffectual  search  treated  it  as  stated.  The  following  day 
the  woman  developed  great  fever.  The  temperature  went  up 
to  Io6  and  about  fifteen  ounces  of  urine  wen-  passed  from  the 
bladder.  The  following  day  there  was  about  the  same  quantity 
of  urine  with  an  additional  quantity  passed  through  the  vagina, 
so  that  tin  ligature  evidently  did  not  occlude  this  passage 
entirely.  file  woman  bee. inn  a  little  better,  but  the  following 
day  she  became  comatose  with  a  very  high  fever,  got  better  the 
following  day,  and  the  day  following  died  suddenly.  An 
autopsy  was  made,  but  I  regrel  to  say  the  notes  were  mislaid  and  I 
cannot  tell  what  the  condition  of  the  kidneys  was.  It  is  apparent, 
however,  thai  there-  was  an  anomalous  entrance  of  tin-  uretei 
into  the  vagina  instead  of  I  he  bladder,  with  a  coincident  nephritis, 
probably  of  li rog  duration. 
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Dr.  Grad. — Recently  in  a  case  we  had  at  the  hospital  my 
chief  did  a  supravag  nal  hysterectomy  for  fibroids  on  a  woman 
fifty-seven  years  old.  The  operation  took  about  thirty-five 
minutes  in  all  and  she  left  the  table  in  very  good  condition. 
We  were  very  much  surprised  when  we  found  that  she  had 
almost  total  suppression  of  the  urine  for  thirty-six  hours  after 
that  short  operation.  The  urine  examination  was  normal  before 
operation,  and  there  was  nothing  about  the  case  to  arouse  sus- 
picion that  anything  would  go  wrong.  After  thirty-six  hours 
she  began  to  secrete  some  urine,  and  in  three  or  four  days  after- 
ward everything  became  normal.  We  were  never  able  to 
explain  satisfactorily  just  what  was  the  cause  of  the  suppression. 
She  made  a  very  nice  recovery. 

Dr.  Wells. — A  young  girl  was  using  a  hairpin  for  the  purpose 
of  masturbation.  It  slipped  into  the  bladder  and  was  lost. 
She  let  the  pin  stay  there  as  long  as  she  could  possibly  stand 
it,  and  finally  came  into  the  clinic  in  a  very  septic  condition. 
She  was  taken  into  the  hospital  and  a  median  vaginal  incision 
made.  The  hairpin  was  found  encrusted  with  phosphates. 
The  operation  was  simple  and  the  incision  left  open  for  drainage. 
.She  never  passed  a  drop  of  urine  afterward  and  died  within 
a  short  time.     No  autopsy  was  allowed. 

Dr.  Yineberg. — Referring  to  cases  in  which  the  ureters  had 
been  tied  off.  In  the  cases  in  which  a  single  kidney  had  been 
removed  in  error,  the  patients  lived  for  about  eleven  days.  In 
these  cases  there  is  no  edema  of  the  extremities  or  external 
parts.  It  is  a  peculiar  feature  that  there  are  not  really  very 
many  symptoms  until  pretty  nearly  the  last.  Then  symptoms 
develop.  Vomiting  and  increasing  coma.  There  are  no  uremic 
convulsions. 

An  interesting  feature,  so  far  as  the  original  septic  condition 
was  concerned,  was  that  all  symptoms  referable  to  the  pelvic 
organs  had  disappeared,  the  uterus  was  normal  in  size,  and  there 
was  no  exudation.  The  cases  of  scanty  urine  after  operation 
usually  have  a  temperature  of  i<>-  or  103  '  in  most  cases,  and  in 
the  urine  we  find  a  good  deal  of  albumin,  but  this  condition  as  a 
rule,  is  only  temporary  and  passes  off  in  two  or  three  days. 

Dr.  C.i  1 11:.,.'    M  \i  i  1  1  1  lead  .1  paper  on 

iXTROLLABLE    HEMORRHAGE    FROM    THE    NONPUERPERAL 

UTEKI  S 

DISCUSSION. 

Dr.  Brooks  II.  Wells.  I  have  listened  to  Dr.  Mallett's 
paper  with  a  good  deal  of  interest.  We  all  have  these  cases 
come  to  us  occasionally  and  they  give  us  much  trouble,  I  do  not 
know  of  any  gynecological  ailment  that  requires  such  a  careful 
investigation  as  tins  particular  condition.  The  discussion 
to  nigh  I  rules  out  the  grossei  conditions  that  produce'  hemoi  rhage, 
♦For  original  artii  le, 
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such  as  carcinoma,  sarcoma,  angioma,  fibroids,  adenofibromata, 
tubal  inflammation,  subinvolution,  polyp,  and  cases  where  there 
is  a  diseased  endometrium  or  some  foreign  material  inside  the 
uterus.  This  reduces  the  subject  to  cases  where  to  ordinary 
means  of  diagnosis  the  uterus  is  apparently  normal,  and  yet  where 
we  may  have  practically  uncontrollable  hemorrhage. 

Clinically  we  have  two  classes  of  these  cases.  One  is  in  young 
girls  shortly  after  the  beginning  of  menstruation,  and  in  these 
personally  I  have  found  that  very  large  doses  of  a  reliable  fluid 
extract  of  hydrastis,  a  dram  four  times  a  day,  usually  gives 
relief,  and  when  it  does  not.  I  have  had  some  very  surprising 
results  from  the  use  of  iodide  of  potash. 

In  older  women,  when  no  gross  lesion  could  be  found  either 

i   aitcr  operation,  I  have  on  more  occasions  than  I  like 

to  mention  been  obliged  to  remove  the  uterus,  but  I  have  learned 

that  in  these  cases  it  is  wise  always  to  give   the  iodide   a   fair 

trial. 

Some  years  ago  I  was  called  to  the  country  to  see  a  woman 
about  thirty-five,  the  mother  of  four  children,  who,  aside  from 
menorrhagia,  had  apparently  been  healthy.  Three  of  her  chil- 
dren have  perfect  health,  one  has  a  slight  cerebellar  ataxia.  She 
had  for  years  flowed  profusely  and  had  been  curetted  with  no 
result  by  myself  and  by  other  members  of  this  Society.  On  this 
occasion  she  had  been  flowing  for  five  weeks,  and  when  I  saw 
her  she  was  reduced  so  that  merely  turning  her  over  in  bed 
caused  a  profound  faint.  Th  uteru  and  other  pelvic  organs 
were  apparently  perfectly  normal.  I  curetted  the  uterus  so  as 
to  be  certain  it  was  empty;  nothing  was  found.  The  endome- 
trium was  thin  and  the  pathological  report  showed  only  a  very 
slight  subacute  endometritis.  She  was  packed  with  absolutely 
no  result.  Finally  the  bleeding  was  temporarily  controlled  by 
packing  the  uterus  with  strips  of  gauze  soaked  in  iodine.  Hy- 
styptol,  stypticin,  strychnia,  ergot,  calcium  salts  and 
gelatin  had  linn  used  with  no  results.  I  learned  there  was  a 
suspicion  that  her  husband  had  had  syphilis,  and  she  was  imme- 
diately put  on  iodide  of  potash  in  doses  of  5  to  15  grains  three 
times  daily.  Within  a  short  time  the  bleeding  ceased.  She  was 
kepi  on  the  iodide  for  several  months,  and  now  has  perfectly 
normal  menstruation,  which  she  has  not  had  before  for  years, 
and  only  flows  about  three  days.  She  is  given  a  course  of  iodide 
about  twice  a  year  or  when  the  flow  begins  to  be  too  free.  That 
typical  of  quite  a  number. 

Iodide  of  potash  or  similar  salts  are  useful  not  on'y  where 
there  is  a  suspicion  of  specific  infection,  but  in  many  cases  of 
menorrhagia  where  no  definite  cause  for  the  bleeding  can  be 
Found. 

In<    Goffe  — I  am  glad  to  know  of  the  success  of  Dr.  Wells  in 

1  lie  use  of  iodide  of  potash  in  these  cases.     I  have  not  tried  it 

myself,  but   I  shall  certainly  bear  it  in  mind.      In   women   that 

are   at    the   menopause   or  in   prolonged   menopause,   I    do  not 
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hesitate  in  eases  that  do  not  yield  to  ordinary  treatment,  such  as 
rest  in  bed,  curettage,  tamponing,  etc.,  to  resort  to  vaginal 
hysterectomy.  It  certainly  is  efficient  in  relieving  the  hemorrhage, 
and  I  find  the  patients  improve  very  markedly,  as  Dr.  Mallett 
has  described  in  the  case  he  reported  in  detail.  That  has  been 
my  experience.  It  is  not  only  a  justifiable  operation,  but  I 
think  it  is  demanded  in  many  of  these  cases. 

Dr.  Stone. — Unfortunately  I  did  not  hear  the  details  of  the 
history  of  Dr.  Mallett's  case,  but  it  seems  to  me  that  he  has 
covered  the  literature  of  the  subject  very  completely.  Of 
course,  as  he  pointed  out,  the  theory  that  these  hemorrhages 
are  due  to  sclerosis  of  the  uterine  vessels  in  one  that  was  quickly 
taken  up  by  many  who  were  anxious  to  find  a  real  cause  for 
these  very  troublesome  cases,  but  it  has  recently  been  overthrown 
as  an  explanation  for  at  least  all  cases.  I  think  the  arterial 
changes  of  the  uterus  are  not  those  which  are  judged  to  be 
characteristic  of  general  arteriosclerosis  in  the  aged. 

The  theory  which  Dr.  Mallett  also  mentioned,  i.e.,  the  one  of 
muscular  insufficiency,  is  one  that  it  seems  to  me  is  attractive 
and  perhaps  one  which  further  study  will  show  us  is  the  correct 
explanation.  Theilhaber  has  written  in  particular  in  favor  of 
to  this  theory,  and  he  has  also  made  it  account  for,  at  least,  a 
part  of  these  hemorrhages  which  occur  at  the  beginning  of 
menstrual  life. 

In  regard  to  the  treatment  of  these  cases,  there  is  one  method 
which  I  have  recently  used  on  two  occasions  as  a  sort  of  emer- 
gency measure.  It  was  first  suggested  because  of  its  success 
in  pulmonary  hemorrhage.  You  all  know  that  the  men  in 
Saranac  have  been  using  for  some  time  the  inhalation  of  amy] 
nitrite.  I  have  used  it  in  two  cases  recently  of  severe  uterine 
hemorrhage,  in  one  case  using  three  pearls  at  six-hour  intervals, 
in  the  other,  two.  In  both  cases  there  was  an  immediate 
cessation  of  the  hemorrhage.  I  followed  it  up  with  hydrastis 
and  ergot.  The  effect  was  quite  striking,  and  it  Minis  to  me 
worth  while  to  mention  to-night.  I  recommend  it  to  you  as  an 
emergency  measure. 

Dr,  Pinkham.  —  I  want  to  thank  Dr.  Mallett  for  the  verj 
scholarly  way  in  which  lie  has  presented  this  subject. 

1  have  had,  in  the  last  two  years,  two  such  cases,  where  there 
were  no  demonstrable  pathological  lesions  to  account  for  the 
symptom 

1  lu'  theory  of  Theilhaber  is  very  plausible,  and  of  those  advo 
cated  perhaps  the  most  reasonable. 

There  are  three  factors  which  control  uterine  bleeding:  the 
central  nervous  system,  the  sympathetic  system,  and  the  condi- 
tion of  tonicity  of  the  uterine  muscle.  A  certain  numbei  of 
cases  ran  perhaps  be  explained  by  the  theory  of  nervous  con 
trol,  hut  I  believe  that  in  the  majoritj  of  cases  the  uterine 
muscle  is  to  blame,  that  tin-  atonic  condition  of  the  muscle 
1  >uni lies  reduces  tin-  vasculai   support,  more  especiall)  the  ven 
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ous,  bringing  about  a  chronic  passive  congestion  of  greater  or 
less  extent. 

With  that  idea  in  view,  I  treated  both  of  my  cases  with  the 
aim  to  strengthen  and  build  up  the  uterine  musculature.  My 
method  was  by  hypodermic  injection  into  the  uterine  muscle, 
of  strychnine,  quinine,  and  aseptic  ergot.  I  used  this  method 
on  the  first  case  about  six  weeks  until  she  went  abroad.  After 
two  months'  absence,  she  returned  and  I  followed  up  the  treat- 
ment for  two  months  more — at  the  same  time  giving  her  general 
tonics.  She  was  perfectly  cured.  She  was  thirty-eight  and  a 
nullipara. 

The  second  case  is  a  multipara  about  fifty  years  of  age.  She 
has  had  three  children  and  two  miscarriages — the  last  pregnancv 
was  a  miscarriage.  Frequent  curettings  showed  absolutely  noth- 
ing in  the  endometrium.  I  used  the  hypodermic  injection  of 
quinine  and  strychnine.  The  last  time  I  saw  her,  she  had  no 
bleeding  for  four  weeks 

I  know  of  a  case  treated,  as  Dr.  Wells  describes,  with  iodide  of 
potash,  with  a  very  excellent  outcome.  I  often  use  bichloride 
of  mercury  in  tonics,  sometimes  with  marked  results. 

Dr.  Yineberg. — How  do  you  inject  that  into  the  uterus — 
into  the  cervix3 

Dr.  Pinkham. — Yes,  into  the  cervical  muscles  as  high  as  I 
can. 

Dr.  Yineberg. — What  is  the  dose? 

Dr.  Pinkham. — One  two  hundred  and  fiftieth  grain  of  strych 
nine  and  a  quarter  of  a  grain  of  quinine. 

Dr.  Mabbott.—  It  is  simply  a  question  of  adding  one  more 
idea  to  the  discussion  which  has  been  very  satisfactory  to  me, 
and  with  none  of  which  do  I  differ.  Dr.  Mallett  in  his  paper 
recognizes  the  probable  truth  of  Emmett's  belief,  which  he  says 
has  been  further  vouched  for,  that  the  uterus  is  an  erectile  organ. 
Now,  if  the  uterus  is  an  erectile  organ  like  other  erectile  organs, 
it  is  probably  subject  to  periods  of  persistent  erection,  similar 
to  priapism.  Erection  is  usually  produced  by  some  muscular 
contraction  which  interferes  with  venous  return  and  keeps  the 
blood  dammed  back  in  certain  veins  or  sinuses,  and  if  we  assume 
thai  io  occur  in  a  certain  uterus  and  then  if  we  assume  that 
menstruation  occurs  normally,  you  will  observe  in  such  a  case 
l)r.  Mallett's  case  was  so  reported),  that  when  the  hemorrhage 
l-  once  stopped,  n  stay's  stopped  apparently  until  a  further 
menstrual  period.  Now,  we  know  that  in  menstruation  the  lining 
layer  of  the  tells  of  the  uterus  desquamates.  We  have  a  denu- 
dation, and  hence  the  pathological  report  that  that  was  the 
Only  condition  found  persistently,  as  I   remember. 

Another  analogy  is  that  of  ulcer  of  the  leg,  lor  instance,  which 
we  find  almost  impossible  to  cure  as  long  as  the  venous  circu- 
lation is  impeded,  even  by  the  dependent  position,  and  therefore 
we  find  that  renewal  and  healing  is  promoted  by  elevation  of  the 
affected    leg       Incidentally.     I     assume    that     in    his    treatment. 
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both  in  relating  the  case  and  in  his  recommendations  in  summing 
up,  Dr.  Mallett  would  not  recommend  elevation  of  the  lower 
extremities  of  his  patient,  except  where  the  hemorrhage  had 
itself  become  more  or  less  dangerous,  because  of  course  an 
increased  gravitation  of  the  blood  to  the  middle  portion  of  the 
body  would  be  undesirable;  and  in  obstetrical  hemorrhages, 
we  certainly  elevate  the  pelvis  and  lower  both  head  and  limbs, 
rather  than  otherwise,  until  the  patient  is  in  danger  of  syncope. 

It  seems  to  me,  then,  that  we  possibly  could  explain  some 
cases  as  a  condition  of  chronic  erection  or  priapism  affecting 
the  uterus,  the  venous  congestion  promoting  hemorrhage  and 
at  the  same  time  retarding  physiological  repair  of  the  denuded 
endometrium.  And  it  seems  to  me  that  for  that  reason,  such 
a  sedative  as  the  iodide  of  potash  would  very  clearly  be  in- 
dicated in  the  treatment  of  this  class  of  cases,  and  of  course 
without  any  experience  with  bromide  of  potash,  I  should  think 
the  bromide  would  be  similarly  useful  in  some  such  cases. 

Dr.  Brodhead. — I  would  like  to  ask  Dr.  Mallett  what  ex- 
perience he  has  had  in  the  use  of  stypticin;  how  much,  if  any, 
reliance  can  be  placed  in  its  use;  and  if  it  is  to  be  used,  what  the 
dose  is  to  be  and  how  it  is  to  be  given2 

Dr.  Grad. — About  two  years  ago  I  had  a  patient  who  had 
an  uncontrollable  uterine  hemor  hage  where  the  causative 
factor  could  not  be  discovered.  The  patient  was  thirty-two 
years  old  and  she  had  been  curetted  six  different  times  within 
two  years.  She  was  curetted  the  first  three  times  by  a  general 
surgeon  and  three  different  times  by  three  different  gynecologists. 
The  operation  was  undoubtedly  done  very  thoroughly. 

Th  s  time  she  had  been  flowing  for  several  months  and  she 
came  to  the  hospital  for  a  hysterectomy,  which  was  done.  1  he 
pathologist  reported  that  he  could  find  nothing  abnormal  in  the 
uterus. 

At  that  time  I  looked  up  the  literature  and  I  gave  the  subject 
some  thought  and  it  occurred  to  me  that  perhaps  the  explana- 
tion of  these  cases  is  somewhat  different  than  what  we  have  bees 
in  the  habit  of  considering.  Perhaps  it  might  be  that  menstrua- 
tion itself  depends  on  some  internal  secretion,  very  much  similar 
to  what  is  being  considered  at  the  present  time  regarding  lacta- 
tion. It  is  believed  that  mammary  activity  is  the  resull  From 
some  chemical  substance  secreted.  May  it  nut  be  that  in  these 
cases  the  ovarian  structures  secrete  abnormally  the  chemical 
substance  which  gives  rise  to  the  metrorrhagia? 

I»is.  Brettauer. —  Dr.  Stone's  mention  of  amy]  nitrite  as  a 
i  ptic  reminds  me  of  some  experiences  I  had  twenty  years  ago 
with  cocaine  when  this  drug  was  first  used  in  minor  surgery. 
Its  action  was  not  definite!)  known  and  it  was  used  in  much 
stronger  solution  th  :n  at  present.  The  result  was  that  very 
Frequently  we  experienced  the  toxic  effeel  and  were  obliged  t>> 
use  amy!  nitrite  as  an  antidote.  Small  operations  undei  cocaine 
am  sthesia  were  always  accompanied  by  increased  parenchymal 
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ous  hemorrhage,  which  frequently  necessitated  compression  and 
delay  before  it  was  checked.  I  distinctly  remember  instances 
where  this  bleeding  stopped  instantaneously  after  the  inhalation 
of  amyl  nitrite  fumes.  It  never  occurred  to  us  to  attribute  the 
cessation  of  the  bleeding  to  the  amyl  nitrite,  but  rather  to  the  con- 
dition of  syncope  caused  by  cocaine  poisoning. 

Dr.  Mallett. — I  want  to  thank  the  gentlemen  for  their  gener- 
ous discussion.  I  would  not  have  it  understood  that  I  am  pre- 
judiced against  hysterectomies  in  these  cases — of  course  in  suit- 
able cases.  What  I  object  to  is  the  beginning  of  the  treatment 
with  the  hysterectomy,  as  I  have  seen  reported.  I  think  the 
hysterectomy  in  suitable  cases,  such  as  those  approaching  the 
menopause,  is  the  ideal  procedure  after  other  things  have 
been  tried.  I  think  that  an  excellent  way  to  do  that  would  be  by 
the  abdominal  route  and  leave  the  cervix  in  place  and  draw  the 
broad  ligaments  across  and  unite  them  above  the  stump  of  the 
cervix,  and  the  only  sympton  in  that  case  would  be  the  amenor- 
rhea, and  even  in  a  young  women,  when  it  has  to  be  done, 
they  would  have  practically  no  symptoms  but  sterility  and 
amenorrhea. 

This  particular  patient  took  4-grain  doses  of  stypticin  for  a 
number  of  weeks.  She  thought  it  did  her  some  good,  but  it  failed 
in    the  end. 

I  have  another  patient  now.  She  declines  any  operative 
procedure,  so  I  cannot  tell  what  is  in  her  uterus.  She  takes  2 
grains  three  times  a  day,  but  stays  in  bed,  and  so  I  cannot  tell 
what  it  does.      I  personally  have  little  faith  in  it. 

This  theory  of  Dr.  Grad's  has  been  considered,  and  it  is  now 
thought  that  menstruation  is  due  to  stimulation  caused  by  the 
secretion  of  the  ovaries  in  the  blood;  increasing  the  blood  pressure 
adds  to  the  stimulation  from  the  sympathetic  system  and  the 
nerve  centers  of  the  muscle  itself. 
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Meeting  of  May  28,   1909. 
The  President,  Henry  F.  Lewis,  M.  D.,  in  the  Chan. 

FECAL   CHOLESTERIN   STONE. 

Dr.  Thomas  J.  Watkins. — I  have  here  a  calculus  which 
measures  about  an  inch  and  a  half  by  three-quarters  ijf  an  inch 
which  was  passed  from  the  intestine.  It  is  composed  entirely  of 
cholesterin  crystals.  Here  are  some  that  have  been  dissolved 
in  chloroform.     The  history  of  the  case  is  vers'  interesting. 

The  patient  was  a  woman,  sixty-five  years  of  age,  who  had 
enjoyed  perfect  health  except  for  the  last  six  months,  when  she 
had  had  slight  disturbances  of  digesiion.  On  the  morning  of  the 
sixteenth  of  May  she  was  taken  with  a  very  acute  abdominal 
pain,  and  dating  from  that  time  she  had  complete  intestinal 
obstruction.  There  was  little  vomiting  on  the  sixteenth,  more 
on  the  seventeenth,  and  still  more  on  the  eighteenth.  On  the 
eighteenth  the  vomitus  had  a  suspicion  of  fecal  odor.  There 
was  a  slight  rise  in  temperature;  pain  was  extremely  acute.  On 
the  afternoon  of  the  eighteenth  I  opened  the  abdomen,  which 
was  not  very  much  distended,  and  found  about  six  inches  of  the 
small  intestine  to  the  left  of  the  umbilicus  acutely  inflamed, 
covered  with  lymph,  and  the  loops  of  the  intestine  were  matted 
together.  These  intestinal  loops  were  separated,  and  then  I 
found  a  suppurative  mesenteric  gland  underneath  the  small 
bowel,  which  had  ruptured.  This  gland  contained  about  sixty 
minims  of  pus.  The  abscess  was  evacuated,  the  adhesions 
separated,  drainage  inserted,  the  patient  put  to  bed,  and  had 
two  or  three  bowel  movements  during  the  next  forty-eight  hours. 
following  that  she  had  some  obstructive  symptoms.  The 
small  intestine  perforated;  she  got  a  fecal  fistula  from  the 
abdominal  incision.  She  had  some  pain,  not  a  great  amount,  and 
vesterdav  morning  she  passed  this  calculus.  It  would  seem  that 
this  calculus  could  not  have  come  from  the  gall-bladder;  if  it 
had,  it  must  have  come  when  it  was  small  and  increased  in  size 
in  the  intestinal  canal.  This  woman  was  not  ill  enough  to 
have  passed  the  calculus  from  the  gall  bladdei  before  the  time 
oi  the  ousel  of  the  acute  intestinal  symptoms.  In  fact,  she  was 
in  good  health.  The  pus  from  this  infected  mesenteric  gland 
showed  streptococci,  and  there  were  possibly  some  pneumococci, 
llic  culture  showed  streptococci  The  patient  is  improving 
more  rapidly  since  the  stone  was  passed.  I  he  stone  probably 
produced  an  ulcer  in  the  small  bowel  near  the  site  of  the  sup 
purating  mesenteric  gland,  which  was  the  cause  of  the  infection 
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in  the  gland.  It  is  rather  peculiar  that  ulceration  should  have 
occurred  so  far  from  the  ileo-cecal  valve,  which  was  at  least 
10  or  12  inches  distant. 

DISCUSSION. 

Dr.  J.  Clarence  Webster. — I  had  a  similar  case  of  intestinal 
obstruction  a  few  years  ago  in  the  Presbyterian  Hospital.  There 
[lining,  some  temperature,  and  some  jaundice.  I  opened 
the  abdomen  and  found  a  mass  behind  the  duodenum  at  the 
junction  of  the  common  duct  with  the  duodenum,  and  there  was 
a  stone  about  the  size  of  Dr.  Watkins'  specimen.  I  incised  both 
walls  of  the  duodenum,  and  removed  the  stone.  It  is  not  at  all 
unlikelv  that  the  stone  shown  to-night  may  have  been  in  the 
common  duct  and  ulcerated  into  the  duodenum,  then  passing 
down  the  intestine.  It  is  possible  there  may  have  been  old 
adhesions  in  the  abdomen  which  caused  the  obstruction  where 
this  infection  was  found. 

Dr.  Watkins  (closing  the  discussion). — I  may  add  to  this 
report  that  there  were  no  adhesions  except  those  mentioned. 
All  t he  adhesions  were  recent,  and  as  this  patient  had  always 
enjoyed  such  good  health  there  was  no  reason  for  the  formation 
of  old  adhesions.  I  think  we  can  state  that  it  is  improbable  the 
stone  was  held  at  that  location  by  the  presence  of  any  adhesions. 
I  hardly  believe  it  ulcerated  through  into  the  duodenum,  because 
if  thai  had  been  the  case  the  woman  would  have  been  ill  before 
the  acute  obstructive  symptoms  appeared. 

Dr.  Thomas  J.  Watkins  read  a  paper  entitled 

I  HE  treatment  of  puerperal  infections. 

(a  study  of  cases  treated  during  the  last  four  years.) 

A  tabulated  report  was  presented.  This  report  comprises 
sixt)  one  cases,  and  nearly  all  of  them  were  treated  at  Wesley 
and  St.  Luke's  Hospitals.  .Most  of  the  cases  were  severe  infection, 
as  the  mild  cases  an-  usually  not  referred  to  the  hospital.  A 
numbei  of  patients  bad  been  curetted  once  or  twice,  had  had 
intrauterine  treatment,  had  gotten  worse  and  were  sent  to  the 
hospital;  twenty-eight  of  them  had  a  temperature  of  103°  +  .  In 
thirty  three  case--  the  temperature  was  less  than  103°.  Twenty- 
eight  of  them  had  an  inflammatory  exudate  in  the  pelvis.  This 
is  the  same  number  that  had  a  temperature  of  1030  +  ,  but  there 
wen-  nine  cases  with  pelvic  exudate  with  a  temperature  of  less 
than  1030.      Six  patients  had  a  suppurative  peritonitis. 

Blood  examinations   were   made  as  a    routine   m   all    the  eases 

The  leukocyti   ''.11111  varied  from  5, to  58,000,  and  there  were 

very  few  that  were  of  any  great  amount  of  interest.  The 
increase  in  the  leu  -nut  was  generally  in  proportion  to 

tin-  ana  ami  1  if  febl  ill   <lisl  111  bance. 

Bacterii  logical  examinations  to  determine  the  variety  of  the 
infections   were  not    made   in    many   eases   and    weie   usually  dis- 
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appointing  in  results.  Gonococci  were  found  in  only  three  cases. 
Bacteriologic  examinations,  it  seems  to  us,  are  often  unsatis- 
factory and  the  findings  as  yet  are  of  no  practical  value  in  the 
treatment. 

Complications. — There  were  the  following  complications: 
Iliopsoas  abscess  ,"  non-tubercular,"  one;  pyemic  abscesses,  one; 
pneumonia  (lobular)  probably  embolic,  five;  phlebitis,  two; 
intestinal  obstruction,  one;  acute  nephritis,  two;  many  of  the 
cases,  however,  had  some  albumin  and  occasional  casts. 

Trt  atment. — The  treatment  employed  is  somewhat  routine. 
A  careful  history  is  taken  and  a  complete  physical  examination 
made.  If  the  fetus  is  still  in  utero  and  miscarriage  unavoidable 
and  the  cervix  not  well  dilated,  the  uterus  and  vagina-are  packed 
with  sterile  gauze.  This  is  done  irrespective  of  the  amount  of 
temperature.  It  is  left  in  from  twenty-four  to  forty-eight 
hours,  depending  upon  the  results.  It  is  repacked  if  there  is  not 
sufficient  dilatation  to  empty  the  uterus  without  much  trauma- 
tism. It  is  not  uncommon  to  have  the  gauze,  fetus,  and  secundines 
expelled  spontaneously.  If  the  fetus  has  been  expelled  the 
uterus  is  explored  to  see  if  it  is  empty,  if  indicated  by  the  presence 
of  hemorrhage  or  ojfensivi  uteritu  discharge  except  under  con- 
ditions mentioned  later.  If  there  is  no  hemorrhage  or  offensive 
itf*  nth  discharge,  the  uterus  is  considered  empty.  It  is  possible 
but  not  probable  for  it  to  contain  some  secundines  in  the  absence 
of  hemorrhage  and  offensive  discharge,  but  in  this  event  if  left 
alone  the  discharge  will  soon  become  offensive.  If  the  uterus  is 
small  and  well  contracted  even  in  the  presence  of  a  slight  offensive 
discharge  it  is  not  explored.  The  uterus  is  explored  and  emptied 
preferably  with  the  finger. 

To  pack  the  uterus  and  allow  it  to  empty  itself  is  always  good 
treatment  and  is  especially  good  treatment,  even  with  a  dilated 
cervix,  to  be  employed  by  the  inexperienced  or  to  be  used  where 
the  surroundings  are  unsuitable  for  surgical  work.  The  harm 
resulting  from  retention  of  some  of  the  secundines  has  been  very 
much  overestimated,  and  there  is  not  such  an  urgent  demand  for 
its  immediate  remoVal  as  would  be  indicated  from  the  literature, 
This  is  well  illustrated  by  the  experience  of  dairymen.  Cows 
often  have  retained  placentae;  they  become  infected  and  offensive, 
but  they  are  always  expelled  spontaneously  about  the  ninth  day 
and  they  apparently  never  cause  death.  The  finger  may  be 
aided  by  a  placenta  forceps  or  a  large  curette. 

After  the  uterine  cavity  is  emptied  no  more  intrauterine 
treatment  is  indicated  and  it  is  left  alone.  An  intrauterine 
douche  is  always  dangerous  and  is  practically  useless.  There 
is  very  little  objection  to  wiping  out  the  uterus  at  this  time  with 
gauze,  but  this  is  probably  of  very  little  value.  There  is  no 
indication  to  use  any  drain,  as  it  will  drain  itself.  The  use  of 
gauze  in  the  uterus  would  interfere  rather  than  facilitate  drainage 
and  it  always  increases  decomposition,  Better  drainage  is 
accomplished  by  elevation  of  the  head  of  the  bed.     If  there  is 
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any  infection  about  the  vulva,  a  wet  dressing  is  kept  over  it  to 
prevent  the  coagulation  of  the  discharges  and  to  thus  facilitate 
drainage.  No  vaginal  douches  are  used;  they  often  do  harm, 
cannot  possibly  be  of  much  service,  the  nurse  will  usuallv 
introduce  more  infection  than  she  will  remove,  and  they  are 
disturbing  to  the  patient.  After  all  that  has  been  said  against 
the  use  of  douches  in  these  cases,  physicians  quite  generally 
employ  vaginal  douches  frequently  and  often  subject  the 
patients  to  the  dangerous  intrauterine  douche. 

There  has  been  much  said  about  the  "  protective  leukocyte 
wall"  that  is  formed  in  the  uterus  in  cases  of  infection  and  of  the 
importance  of  not  disturbing  this  by  curettage,  treatment,  etc., 
but  we  believe  there  has  not  been  enough  said  about  the  thrombi 
that  close  up  the  uterine  sinuses,  which  readily  become  infected 
and  often  produce  serious  trouble  by  being  dislodged  with  intra- 
uterine treatment.  In  casi  s  oj  pelvic  i  xudai  wt  seldom  explore 
tin  uterus,  even  if  there  is  some  suspicion  of  retained  tissue  as 
these  cases  are  especially  liable  to  be  made  worse  by  intrauterine 
manipulation. 

The  peritoneum  is  considered  to  be  involved  when  there  is 
pain;  absence  of  pain  means  absence  of  peritoneal  involvement. 

The  uterine  cavity  was  explored  in  only  sixteen  of  the  sixty- 
one  cases,  and  the  uterus  and  vagina  were  packed  with  gauze  for 
the  purpose  of  emptying  the  uterus  in  eight  cases.  In  thirty- 
one  of  the  cases  the  only  treatment  employed  was  the  use  of 
means  to  build  up  the  physiologic  resistance. 

The  supportive  treatment  consisted  chiefly  in  building  up  the 
physiologic  resistance.  The  routine  of  it  consisted  in  the 
following : 

i .  Forced  nutritious  diet. 

2.  Attention  to  elimination. 

3.  Relief  of  pain. 

4.  General   hygienic   treatment,  especially   fresh  air  and  sun 

baths. 

Indication  for  Supporlivi  Treatment.  Much  attention  was  paid 
to  the  building  up  of  the  physiologic  resistance  in  all  of  the  cases, 
and  in  sixteen  of  the  cases  with  a  pelvic  exudate  it  was  the  only 
treatmenl  used.  After  excluding  the  necessity  for  exploration 
of  the  uterine  cavity  or  after  the  uterus  had  been  emptied  the 
>  were  put  upon  this  treatment.  This  treatment  was 
then  continued  if  the  patient  improved.  In  the  great  majority 
where  the  patients  were  very  ill  they  were  put  upon  this 
treatmenl  as  a  test  to  determine  whether  the  tendency  was  to 
improve  01  do  otherwise.  As  soon  as  we  seemed  certain  that  the 
tendency  of  the  case  was  to  get  worse  we  resorted  to  more  radical 
proi  1  lines  excepl  in  hopeless  cases.  We  learned,  however,  that 
in  a  number  of  the  cases  the  patient  would  have  a  recurrent 
attack  of  fever  lasting  for  a  few  days  and  then  would  go  on  to 
recovery.  I  his  occurred  in  a  number  of  cases  where  there  was  a 
11  lvic  exudate.      In  some  of  the  cases  the  exudate  extended 
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down  to  the  side  or  posterior  to  the  vaginal  canal,  and  in  some 
the  exudate  extended  upward  as  high  as  the  crest  of  the  ilium 
and  nearly  to  the  umbilicus. 

Our  knowledge  as  yet  has  given  us  nothing  that  is  so  valuable 
in  the  treatment  of  puerperal  infection  as  the  building  up  of  the 
physiologic  resistance.  In  the  cases  of  pelvic  exudate  or  sup- 
puration the  systemic  infection  is  much  more  important  than  the 
local  infection.  In  a  majoritv  of  the  cases  the  exudate  or  the 
pus  will  become  sterile  in  two  or  three  weeks  without  operation. 
With  operation  there  is  little  or  no  hope  of  shortening  the  dura- 
tion of  the  febrile  disturbance,  and  in  cases  of  exudate  there  is 
considerable  probability  that  the  duration  of  the  infection  will 
be  increased  by  incision  and  drainage,  as  this  is  very  liable  to 
result  in  a  secondary  infection.  The  serum  treatment  of  puer- 
peral infections  has  proven  as  yet  to  be  of  little   or  no  value. 

We  believe  that  resistance  is  best  increased  by  nutritious  diet 
and  for  this  purpose  milk,  beef-juice,  and  eggs  were  chiefly 
depended  upon.  An  ice-bag  was  placed  over  the  abdomen  for 
the  relief  of  pain  and  it  may  have  had  some  local  value.  Much 
care  is  given  to  see  that  the  patient  sleeps  six  or  eight  hours  out 
of  the  twenty-four.  Codein  or  morphine  is  given  in  sufficient 
quantities  to  insure  rest  and  generally  in  sufficient  quantities  to 
relieve  pain.  Fluids  are  depended  upon  chiefly  to  stimulate 
elimination.  If  patients  do  not  take  two  quarts  or  more  by  the 
mouth  in  each  twenty-four  hours  salines  are  given  by  the  rectum. 
We  occasionally  use  the  drop  method  with  the  foot  of  the  bed 
raised  in  the  very  bad  cases  if  postural  drainage  is  not  indicated. 
We  believe  this  to  be  especially  indicated  where  the  tongue  is  dry, 
where  the  stomach  is  disturbed,  and  where  the  kidney  excretion 
is  small.  Sun  baths  and  fresh  air  were  given  in  abundance. 
We  have  been  especially  careful  not  to  disturb  the  patients  by 
treatment  as  we  believe  the  cheerful  state  of  the  patient  is  of 
extreme  importance,  as  it  aids  much  in  giving  them  an  appetite,  in 
the  digestion  of  food,  and  in  procuring  sleep.  In  the  majority 
of  cases  of  puerperal  infection  the  body  will  develop  an  im- 
munity or  will  destroy  the  infection  in  (he  course  of  two  or  three 
weeks  with  the  above-outlined  treatment. 

Vaginal  section  was  made  in  eight  of  the  sixty  one  cases. 
Three  of  the  cases  of  vagina]  section  had  suppurative  peritonitis 
and  were  fatal.  In  theother  five  cases  it  was  done  after  the  sup- 
portive treatment  alone  failed  t"  give  desired  results  and  was 
used  more  frequently  in  the  earlier  than  later  cases. 

Abdominal  section  was  done  in  three  cases.  In  one  case  ol 
abdominal  section  a  solid  exudate  was  found  involving  the  right 
broad  ligament,  the  right  ovary  and  tube,  the  appendix,  and  the 
head  of  the  cecum.  This  was  done  after  the  very  acute  symp 
loms  had  subsided,  when  the  condition  of  the  patient  seemed  to  be 
at  a  standstill.  The  operation  was  entirely  explorative  as  it 
was  found  impossible  to  remove  the  inflammatory  mass  without 
doing  great   injury  to  the  intestines.     The  patient   went  on  to 
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complete  recovery  and  the  mass  had  entirely  disappeared  when 
she  left  the  hospital.  One  case  was  for  intestinal  obstruction 
and  the  other  secondary  to  vaginal  section  and  drainage  in  a 
case  of  gonorrheal  infection.  There  were  six  cases  of  suppurative 
peritonitis  and  they  were  all  fatal.  Three  of  them  had  vaginal 
section  and  drainage.  Abdominal  section  was  made  in  none 
of  them  as  their  conditions  were  so  serious  that  it  seemed  to 
offer  no  hope. 

La  ngth  of  Tun,  in  Hospital. — One  week  or  less,  twenty-one. 
This  included  six  fatal  cases  and  included  none  with  pelvic 
exudate;  one  to  two  weeks,  twenty;  two  to  three  weeks,  nine; 
three  to  four  weeks,  two;  five  weeks,  two;  six  weeks,  three; 
seven  weeks,  one;  eight  weeks,  one;  nine  weeks,  one;  twelve  weeks, 
one.  Cases  with  pelvic  exudate  averaged  twenty-five  days.  This 
gave  an  average  of  sixteen  days  for  all  cases,  and  an  average  of  a 
little  over  seventeen  days  for  the  patients  that  recovered.  Six 
of  the  seven  fatal  cases  had  general  peritonitis,  probably  strep- 
tococci, and  died  before  they  were  in  the  hospital  one  week. 

Fifty-four  recovered  and  seven  died.  In  the  cases  of  recovery 
eight  of  them  had  a  slight  thickening  at  the  site  of  the  exudate 
on  leaving  the  hospital.  Two  of  them  went  home  with  some 
exudate  before  the  febrile  disturbance  had  entirely  disappeared. 
One  case  had  a  considerable  mass  2  or  3  inches  in  diameter 
in  the  region  of  the  left  ovary  and  tube  at  the  time  of  leaving  the 
hospital.      She  was  advised,  but  declined  an  abdominal  section. 

Deaths. — One  patient  had  a  general  suppurative  peritonitis 
and  died  in  a  very  few  hours  after  admission  to  the  hospital. 
She  was  so  ill  that  there  was  very  little  treatment  given.  One 
other  ease  came  in  in  nearly  the  same  condition  and  died  in 
twenty-four  hours.  Four  other  cases  had  general  suppurative 
peritonitis  and  died  in  a  few  days  after  admission  to  the  hos- 
pital. In  three  of  them  we  made  vaginal  section  and  drainage 
which  was  of  no  value.  These  six  cases  were  so  ill  that  re- 
covery seemed  hopeless.  One  cuse  died  after  a  vaginal  section 
and  drainage.  She  was  admitted  to  the  hospital  with  a  large 
pelvic  abscess  which  was  opened  and  drained  through  the  pos- 
terior vaginal  fornix.  She  improved  for  a  few  days  when  a 
second  abscess  was  found,  which  was  opened  up  through  the  old 
sinus.  Slight  improvement  occurred  after  this,  but  a  general 
suppurative  peritonitis  followed  and  death  resulted.  It  is  pos- 
sible thai  an  abdominal  section  in  this  case  with  a  radical  opera- 
tion would  have  resulted  in  recovery.  She  died  on  the  twentieth 
day  after  admission  to  the  hospital. 

1  In  amount  of  medication  used  in  these  cases  lias  been  com- 
paratively small.  We  seldom  list-  stimulants  of  any  kind  and 
believe  that  alcoholic  beverages  are  seldom  of  use  and  often  do 
much  harm.  We  have  given  no  ionics  except  occasionally  and 
then  only  with  the  hope  of  increasing  the  appetite  for  food. 
There  is  no  evidence  that  ergol  to  produce  uterine  contractions 
is  of  any  value.     It  increases  the  danger  of  dislodgment  of  the 
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infected  thrombi  in  the  uterine  sinuses,  and  there  is  no  special 
value  to  be  "expected  from  uterine  contractions.  The  bowels 
are  usually  moved  by  the  use  of  saline  enemas  and  occasionally  by 
the  use  of  purgative  enemas.  It  is  not  found  necessary  to  give 
cathartics  very  often  by  mouth. 

These  cases  have  helped  to  teach  us  that  the  systemic  infection 
is  much  more  important  than  the  local  infection  and  that  the 
systemic  treatment  is  more  important  than  the  local  treatment; 
that  the  most  important  systemic  treatment  consists  in  sup- 
porting and  increasing  the  physiologic  resistance;  that  the 
infection  like  most  bacterial  infections  will  last  until  an  immunity 
develops;  that  this  immunity  will  vary  with  the  variet)  of  the 
infection  with  the  virulence  of  the  variety  and  with  the  resistance 
of  the  patient;  that  there  is  more  danger  of  doing  too  much  than 
too  little;  that  it  often  requires  more  courage  to  avoid  radical 
procedures  than  to  perform  them;  that  the  energetic  local 
treatment  generally  used  is  more  dangerous  than  the  infection. 

DISCUSSION. 

Dr.  Henry  Banga. — I  subscribe  to  the  chief  points  Dr. 
Watkins  has  brought  out  in  the  treatment  of  puerperal  infec- 
tion. Especially  do  I  agree  with  him  that  the  question  whether 
the  uterus  needs  curetting  should  be  decided  by  digital  explor- 
ation. As  soon  as  a  woman  in  private  practice  has  fever  counsel 
is  sought,  with  the  result  that  the  patient  is  curetted.  If  she 
does  not  improve  at  once,  another  consultation  is  held  with 
another  man,  who  advises  another  curettage.  I  have  seen  in 
the  Michael  Reese  Hospital  patients  who,  within  a  few  days, 
were  curetted  half  a  dozen  times  in  a  vain  endeavor  to  cure 
puerperal  infection  in  cases  where  the  trouble  was  entirely 
outside  of  the  uterus. 

I  also  agree  with  Dr.  Watkins  that  we  should  aot  use  intra 
uterine  douches.  I  think  they  excite  uterine  contractions,  and 
thereby  induce  new  absorption,  by  stirring  up  circulation  in 
tlie  lymphatic  vessels.  It  is  quite  common  to  see  the  tempera- 
ture suddenly  shoot  up  after  such  a  douche. 

I  indorse  also  Dr.  Watkins'  conservatism  in  the  treatment  <<\ 
cases  with  exudates.  It  is  sometimes  wonderful  how  large 
exudates  will  become  absorbed  if  we  only  give  them  time  enough 
to  do  it.  Ii  we  could  always  prevail  upon  these  patients  from 
the  start  to  stay  in  bed,  to  remain  quiet  as  soon  as  there  is  the 
least  rise  of  temperature  or  pain  in  the  abdomen,  no  doubt 
many  exudates  would  not  develop  at  all.  I  like  the  use  of  an 
explorative  needle  in  drawn  out  eases  to  determine  whether  an 

iiiri  .11.11  could  release  pus. 

The  doctor  mentioned  infected  thrombosis  of  some  vein  in 
tin'  neighborhood  of  the  uterus  as  the  starting  point  of  general 
ihfection,  I  saw  such  a  case  the  first  time  about  two  years  ago 
ia  consultation,  a  week  after  confinement,  The  woman  had  had 
several  chills,  followed  by  high  temperature,  before  I  saw   her. 
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She  complained  of  some  pain  deep  in  the  left  side.  At  the  time 
of  the  consultation  there  was  no  temperature.  The  uterus 
appeared  freely  movable,  without  pain.  To  its  left  I  felt  some- 
thing cord-like,  about  two  inches  long,  slightly  tortuous,  rather 
hard,  somewhat  tender  to  the  touch,  of  the  thickness  of  a  lead- 
pencil,  and  extending  laterally  toward  the  ischium.  I  recog- 
nized this  to  be  a  thrombosed  vein  and  decided  to  treat  the  case 
expectantly,  notwithstanding  the  radical  recommendations  by 
some  Germans  for  operative  interference  in  such  cases.  A  few 
davs  alter  that  first  examination  the  pain  in  the  pelvis  became 
quite  severe,  constant;  there  was  high  intermittent  fever,  marked 
by  severe  chills,  while  a  gradually  increasing  swelling  of  the  left 
gluteal  region  appeared,  which  in  the  course  of  another  eight 
davs  spread  to  the  thigh,  especially  the  outside  of  it,  where 
finally  a  large  phlegmon  was  incised.  While  this  was  going  on 
for  about  three  weeks  on  the  left  side,  all  at  once  she  had  an 
intense  pain  set  in  in  the  right  gluteal  region.  We  could  not 
detect  anything  on  that  side.  The  leg  was  not  swollen.  The 
uterus  was  movable,  and  there  was  nothing  to  be  felt  like  I  had 
first  felt  on  the  left  side.  The  patient  finally  got  well,  with 
ankylosis  of  the  left  hip-joint,  and  also  considerable  stiffness 
of  the  right  hip-joint. 

I  will  mention  another  case  of  thrombus  in  connection  with 
puerperal  infection,  which  I  saw  some  thirty-two  years  ago, 
and  which  illustrates  most  strikingly  the  pathological  and 
clinical  features  of  this  class  of  cases.  At  the  obstetrical  clinic 
in  Basel,  where  I  was  an  interne,  a  woman,  a  few  days  after 
confinement,  developed  puerperal  infection.  We  could  not 
any  localization.  There  was  no  swelling  of  the  legs. 
-la-  had  violent  chills.  These  chills  would  come  at  times  daily, 
then,  again,  at  intervals  of  four  or  five  days.  After  the  poor 
woman  had  had  about  sixty-eight  violent  chills  within  six  weeks 
she  died.  At  the  postmortem  examination  it  was  found 
that  around  the  uterus  conditions  were  apparently  all  normal; 
but  there  was  in  the  vena  cava  a  thrombus,  about  three  inches 
long,  which  was  attached  on  the  left  side  of  the  insideof  the  blood- 
leaving  three-fifths  of  the  widtli  of  the  vein  free  for  the 
passage  of  the  blood.  Of  course,  originally  this  thrombus  of 
the  vena  cava  must  have  had  a  direct  connection  with  the  region 
oi  i  he  uterus. 

Ii  -ocs  without  saving  that  inha  vitam  the  true  condition 
it  recognized.  The  case  had  been  diagnosed  as  one  of 
ulcerative  endocarditis,  due  to  puerperal  infection.  However, 
I  lit-  heart  was  found  normal. 

Df  Rudolph  YV.  Holmes.  I  believe  that  it  would  be  in- 
valuable if  Dr.  Watkins'  paper  could  be  printed  in  appropriate 
form  and  sent  broadcast  to  the  general  practitioners  because 
there  is  so  much  woeful  ignorance  on  their  part  in  regard  to  the 
best  and  modern  treatment  of  puerperal  sepsis.  It  is  simply 
appalling  the  one  idea  regarding  the  treatment   they  have,  and 
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the  manner  in  which  they  carrv  it  out.  I  have  seen  a  woman 
with  brain  abscess,  another  with  pneumonia,  etc.,  who  were 
curetted  and  douched  for  the  purpose  of  curing  puerperal  sepsis. 
The  average  general  practitioner  pays  no  regard  whatever  to  the 
location  of  the  sepsis,  but  all  cases  of  temperature  in  the  puer- 
periurn  are  considered  eligible  for  the  douche  and  curette,  and 
they  use  these  measures  promiscuously.  Furthermore,  they 
almost  always  do  it  without  any  regard  for  cleanliness.  They 
consider  the  woman  infected  and  she  cannot  be  any  more  so  by 
their  manipulations,  and  they  go  ahead.  I  have  had  the  un- 
fortunate opportunity  of  seeing  coroner's  cases  of  criminal 
abortion,  and  I  have  rarely  seen  any  signs  postmortem  of  the 
women  having  been  prepared  for  the  operations  thev  underwent, 
either  for  the  criminal  procedures  or  the  secondary  treatment 
for  the  sepsis.  In  some  cases  the  hair  was  dirty,  matted, 
evidently  the  accumulations  of  months  or  years.  They  would 
curette  these  women  without  washing  the  parts.  The  only 
ones  that  have  been  shaven  have  been  those  who  died  in  large 
hospitals. 

I  believe  in  the  use  of  ergot  in  small  tonic  doses,  not  in  full 
doses,  and  so  far  as  I  have  been  able  to  see,  it  is  beneficial. 
It  keeps  the  uterus  contracted  down.  It  keeps  the  sinuses 
smaller,  whereas  large  doses,  given  two  or  three  times  a  day, 
would  perhaps  produce  contractions  and  dislodge  the  thrombi. 

Dr.  Watkins  speaks  about  the  perniciousness  of  the  use  of  the 
vaginal  tampon,  after  the  uterus  is  emptied,  as  it  interferes  with 
drainage.  I  think  there  is  an  equally  valid  objection  to  the  use 
of  the  tampon  to  stimulate  the  uterus  to  act  and  expel  the 
contents  of  a  septic  abortion  in  progress.  On  the  other  hand.  I 
believe  it  is  a  safer  plan  to  use  the  tampon  than  roughly  dilate 
the  os  uteri  and  then  attempt  the  emptying  of  the  uterus  by  a 
curette. 

Dr.  Watkins  makes  a  very  clear  differentiation  between  putrid 
infections  and  those  that  are  due  to  pus  germs;  thai  in  the  case 
of  pus  germs  there  is  very  little  necessity  lor  exploring  the 
uterus,  whereas  with  putrid  infection  it  should  practically  always 
be  a  routine  part  of  treatment.  I  remember  very  well  going  oul 
of  town  one  nigh  I  to  dean  out  the  uterus  of  a  woman  who  was 
camping  out.  She  had  a  temperature  of  about  io3°-io4°, 
which  had  continued  fur  some  days.  The  attending  physician 
said  thai  he  had  removed  all  of  the  placenta,  but  still  the  woman 
had  a  foul  discharge.  I  manually  removed  one  half  or  three- 
quarters  of  the  placenta.  Sin-  had  a  severe  rigoi  afterward; 
her  temperature  went  up  to  107°.  In  the  morning  the  tem- 
perature was  normal  and  continued  so.  This  case  illustrates  the 
necessity  of  exploring  the  uterus  to  sic  whether  it  is  emptied  "i 
put  refactive  material  or  m  it 

As  regards  the  recognition  of  trouble  outside  of  the  uterus, 
there  is  great  difference  between  the  discover}  ol  tubal  involve- 
ment in  a  case  of  abortion  and  in  advanced  pregnancy.    Usually, 


I   EICAGO    GYNECOLOGICAL    SOCIETY.  511 

at  an  early  time,  the  tube  will  drop  down  and  it  may  be  palpated. 
In  advanced  pregnancy,  from  the  nature  of  things  it  will  not 
drop  down,  and  it  will  fail  of  recognition.  I  have  in  mind  the 
wife  of  a  physician,  the  daughter  of  one  of  our  well  known  path- 
ologists, who  died  as  the  result  of  a  tubal  abscess  due  to  the  colon 
bacillus.  All  the  prominent  men  of  Chicago  in  that  day,  sur- 
geons and  gynecologists,  examined  this  woman  and  advised 
as  to  the  treatment  of  the  case,  but  not  one  of  them  recognized 
the  tubal  trouble,  and  yet  at  the  postmortem  the  tube  was  the 
real  infective  atrium  and  from  which  multiple  abscesses  formed 
throughout  the  body.  I  recall  another  case  where  a  physician 
had  curetted  and  douched  daily  for  the  better  part  of  a  week, 
and  then  I  was  called  in  consultation  with  a  very  able  homeopath. 
The  homeopath  had  repeatedly  advised  the  attending  physician 
not  to  douche  or  curette  any  more.  It  was  found  that  each  day 
after  curetting  and  douching  she  would  have  another  chill  and 
an  exacerbation  of  temperature.  Finally  both  tubes  were 
removed,  after  which  she  recovered. 

Dr.  Joseph  B.  De  Lee. — The  subject  of  the  treatment  of 
puerperal  infection  was  brought  to  my  attention  very  early  in 
this  way:  The  Chicago  Lying-in  Hospital  Dispensary  was 
opened  in  a  neighborhood  which  was  infested  with  midwives, 
and  the  number  of  cases  of  puerperal  infection  received  in  the 
lii -i  two  years  was  very  large.  The  treatment  in  vogue  at  that 
time  was  to  clean  out  the  uterus.  Douches  were  given  three  or 
lour  hours  apart,  the  uterus  packed,  or  a  drainage-tube  put  in, 
constant  irrigation  of  the  uterus  was  practised,  etc.  After 
two  years  of  that  experience,  I  discovered  that  the  patients 
uniformly  got  worse.  I  very  seldom  noticed  any  real  improve- 
ment in  the  cases  as  the  result  of  this  treatment.  Others  that 
had  refused  treatment  got  well  also.  I  then  began  to  treat 
these  cases  expectantly,  and  the  results  were  simply  astonishing, 
and  within  six  months  I  thought  it  incumbent  upon  me  to  read  a 
paper  on  the  subject  and  report  those  cases.  There  were  sixty  - 
:es  reported  at  the  end  of  two  and  a  half  years'  experience, 
and  I  came  practically  to  the  same  conclusions  which  Dr.  Wat  kins 
has  brought  nut.  and  read  a  paper  on  the  subject  at  the  Chicago 
Medical  Society.  This  paper  evoked  a  storm  of  disapproval, 
because  it  was  such  a  change  from  the  active  treatment  of  the 
previous  time.  There  were  very  few  writers  at  the  time  who  took- 
that  position,  and  consequently  I  had  very  little  authority  to 
back  me  up.  Two  years  ago  I  read  an  article  by  Mermann  in 
the  \i:ln  jar  ( iynekologie  in  which  he  reports  seventy-three 
cases  of  puerperal  infection  of  tin-  severe  form  that  received 
practically  no  treatment.  They  were  given  placeboes,  without 
any  treatment  whatever,  and  the  results  were  as  good,  if  not 
better,  than  those  reported  by  other  men  who  had  used  all  kinds 
ot  treatment.  The  article  is  not  only  interesting,  but  it  is  very 
important  for  those  who  treat  such  eases  to  read.  I  think, 
i    ore,    the  suggestion   of   Dr.    Holmes   to   have   Dr.   Watkins' 
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paper  printed  and  furnished  to  general  practitioners  is  a  good 
one.      I  would  suggest,  too,  that  it  be  printed  in  red  ink. 

From  several  discussions  I  have  read  of  Dr.  Watkins',  I  under- 
stand that  he  recommends  going  into  the  uterus  in  all  cases  and 
cleaning  it  out  with  the  hand  or  with  the  curette  if  there  is 
material  in  it.  I  thought  Dr.  Watkins  was  more  circumspect 
about  going  into  the  uterus,  even  if  there  was  decomposing 
placental  tissue  in  it. 

Dr.  Watkins. — With  pelvic  exudate,  I  would  not.  Without 
exudate,  I  might  not. 

Dr.  De  Lee. — That  is  the  opinion  I  have.  If  there  is  decom- 
posing material  in  the  uterus,  it  is  not  always  a  safe  procedure 
to  go  into  it. 

Dr.  Holmes  is  to  be  congratulated  on  his  ease  that  had  a 
temperature  of  1070  and  recovered  after  curettage.  I  can  tell 
him  of  a  case  where  the  same  procedure,  namely,  the  removal  of 
a  large  amount  of  decomposing  tissue  from  the  uterus,  im- 
mediately changed  the  aspect  of  the  disease  from  a  mild  to  a 
severe  case,  the  patient  dying  in  a  few  days.  I  can  also  report  a 
postmortem  which  I  had  the  opportunity  to  see,  where,  on  the 
nineteenth  day  of  an  uneventful  puerperium,  there  having  been 
no  real  sickness  on  part  of  the  patient,  but  simply  a  profuse 
lochial  flow,  with  the  passing  occasionally  of  clots,  yet  manual 
curettage  of  the  uterus,  under  aseptic  precautions,  in  a  good 
European  clinic,  produced  a  chill  and  rapid  sepsis,  witli  death 
at  the  end  of  four  days.  Curettage  of  the  uterus  is  not  such  a 
simple  matter  even  if  there  is  placental  tissue  left  behind.  I 
would  be  inclined,  therefore,  to  hesitate  a  long  time  before  going 
into  the  uterus,  even  if  I  knew  there  was  something  there.  If 
we  have  the  ordinary  saprophytic  infection  to  deal  with,  ii  will 
come  away  of  itself  without  severe  sickness  on  pai  I  oi  the  patient, 
and  if  it  is  streptococcus  or  pus  infection,  going  into  tin.'  uterus 
will  make  the  matter  much  worse.  That  does  not  mean  that  in 
all  cases  where  the  uterus  is  lull  of  decomposing  placenta  1  would 
not  clean  it  out.     It  means  great  caution. 

A  few  words  with  reference  to  the  use  of  ergot.  I  am  inclined 
to  believe  with  Dr.  Watkins  that  the  condemnation  of  ergot  1- 
COrrect  in  one  respect,  i.e.,  in  cases  of  puerperal  infection  which 
have  been  going  on  for  several  days  or  weeks.  If  ergot  is  given 
•from  the  beginning  of  the  puerperium  or  sickness,  it  will  cause 
the  uterus  to  contract  and  it  lias  been  proven  by  Ahlfeld  that  a 
contracted  uterus  absorbs  less  than  a  relaxed  uiciuv  In  fact, 
the  old  English  practitioners  used  to  feel  thai  a  contracted  uterus 
was  one  of  the  best  barriers  against  infection. 

Dr.  Banga  said  tharhis  case  of  hydatidiform  mole  had  pams. 
then  ie\ei,  and  after  the  uterus  was  emptied  the  temperature 
uent  down,  and  he  believes  that  the  pains  caused  the  fever.  My 
experience  has  been  thai  when  a  patient  yis  temperature, 
when  there  is  something  in  the  uterus,  the  temperature  causes 
the  uterus  to  contract,  and  thai  the  temperature  in  his  case  was 
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not  caused  by  the  contraction  of  the  uterus,  but  the  temperature 
caused  the  contraction  of  the  uterus.  You  will  notice  in  a  case 
of  long  labor,  where,  after  the  rupture  of  the  bag  of  waters,  the 
woman  gets  a  slight  temperature,  the  uterus  acts  better  im- 
mediately. 1  agree  with  Dr.  Watkins  about  leaving  the  uterus 
absolutely  alone  in  all  cases  where  there  is  an  irritation  of  the 
peritoneum  or  a  beginning  peritonitis,  around  the  uterus,  whether 
there  is  anything  in  the  uterus  or  not.  That  point  has  been 
emphasized  for  many  years.  I  also  wish  to  emphasize  the  policy 
of  noninterference,  and  if  that  could  go  forth  throughout  the 
la  id,  the  number  of  deaths  and  severe  cases  of  puerperal  infection 
and  of  phlegmasia  alba  dolens  would  diminish  remarkably. 

Regarding  the  use  of  serum,  I  have  had  only  one  case  in 
practice  where  there  was  some  effect  from  the  serum  out  of  a 
hundred  cases.  We  at  first  did  not  administer  the  serum  in 
large  doses.  I  have  administered  as  much  as  200  c.c.  in  thirty- 
six  hours  in  these  cases,  and,  as  a  rule,  have  not  seen  any  effect, 
but   I  still  use  it. 

Dr.  Watkins  did  not  speak  about  collargol.  Probably  he  has 
not  used  it  with  any  benefit  and  therefore  did  not  mention  it. 
Collargol,  in  my  experience,  has  been  useless,  f  have  given  it  in 
several  cases,  and  in  one  or  two  apparently  got  some  effect. 
Whether  or  not  the  effect  contributed  to  the  ultimate  recovery 
of  the  patient,  I  have  never  been  able  to  convince  myself. 
Methods  of  administering  silver  salts  per  rectum  and  through  the 
skin  are  absolutely  futile.  Salt  solution,  I  think,  really  does 
more  good  than  one  would  infer  from  Dr.  Watkins'  paper.  The 
principle  of  flooding  the  system  with  large  amounts  of  salt 
solution  is  a  good  one.  and  I  have  no  doubt  the  tendency  to 
is  greatly  enhanced  by  it. 

Regarding  the  operative    treatment:   when  I  read    reports  of 

treatment  of  other  operators,  who  have  resorted  to  extirpation 

of  the  uterus,  ligation  of  the  veins,  vaginal  section  and  drainage, 

1  section  and  packing  the  uterus  with  iodoform  gauze,   1 

always  feel  as  if  I  was  neglecting  my  patients  and  not  operating 

But   then,  by  glancing  over  the  history  sheets  of  my 

patients,   I   am  reencouraged  because  I  find  that  with  the  non- 

:    i    treatment  patients  do  as  well,  if  not  better.      In  cases 

seen    in    consultation    when-   operation    has   been    advised,    more 

often     the    conditions    have    not    appeared     to    be    amenable     to 

operation.      In  a  case  of  peritonitis,  where  you  have  opened   up 

and  drained,  where  the  whole  peritoneum  has  been  infected,  a 

ctensive  operation  may  be  indicated,     1  have  not  yet  had 

'   e   when-   1   could  make  up  my  mind   there  was  an  alisress  m 

the  uterus  or  a  spol  there  from  which  the  infection  was  proceed 
big,  and  extirpation  of  the  uterus  «as  indicated. 

Regarding  the  removal  of  pus  tubes,  in  the  class  of  eases  undei 
discussion,  1  have  yet  to  sec  a  case  where  such  a  procedure 
would  lie  justifiable.  Operating  on  acute  septic  cases,  with 
removal  ol   parts  of  the  genital  organs,  has  not   beiti  very  en- 
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couraging.  Theoretically,  one  can  see  why.  The  infection  is 
nearly  always  general,  very  seldom  local. 

Dr.  Charles  E.  Paddock. — I  must  disagree  with  the  last 
speaker  regarding  the  removal  of  any  part  of  the  ovum  which 
may  be  left  in  the  uterus  following  an  abortion.  It  is  not  always 
easy  to  decide  what  infections  we  have  to  deal  with  or  whether 
it  has  gone  beyond  the  endometrium,  but  usually  we  can.  I  do 
not  believe  we  will  cause  further  trouble  by  a  thorough  explor- 
ation and  removal  by  the  finger  of  any  part  of  the  ovum  in  the 
majority  of  the  cases  that  show  an  elevation  of  temperature  with 
a  uterine  discharge  presenting  putrefaction,  which  is  evidenced 
by  a  putrid  odor.  There  are  cases  when  we  can  determine  at  a 
glance  that  the  infection  has  passed  beyond  the  endometrium. 
In  such  I  would  advise  leaving  the  uterus  alone. 

I  do  not  follow  the  advice  of  the  essayist  by  consuming  twenty- 
four  hours  or  more  in  the  dilation,  but  do  it  at  once,  under  an 
anesthetic  and  curette  with  the  finger. 

Dr.  Charles  S.  Bacon, — This  is  a  very  big  subject  and  cannot 
be  satisfactorily  dealt  with  in  a  limited  discussion.  I  notice  that 
about  three-fourths  of  the  cases  reported  are  instances  of  abor- 
tion of  the  first  two  or  three  months,  and  only  about  one  fourth 
of  them  were  cases  of  puerperal  infection  at  term. 

The  treatment  of  intrapartum  infection  during  abortion  is 
perhaps  somewhat  different  from  the  treatment  of  postpartum 
infection,  and  even  the  treatment  of  infection  pestabortum  is 
different  frequently  from  the  treatment  of  infection  after  labor 
at  term.  Confining  my  remarks  to  postpartum  infection  either 
at  term  or  after  abortion,  I  would  suggest  that  it  is  very  im- 
portant to  differentiate  between  localizations  of  the  infectii  n 
We  have  two  general  classes,  namely,  infections  of  the  uterus  and 
infections  outside  the  uterus.  Infections  of  the  uterus,  the 
endometrium,  or  the  uterine  body  constitute  by  far  the  larger 
proportion  of  cases,  the  milder  cases,  the  early  cases,  as  a  rule, 
and  a  considerable  number  of  the  more  serious  and  longer 
infections 

Some  years  ago  I  read  a  paper  by  Bumm  from  which  1  derived 
a  good  (leal  of  benefit  in  which  In-  called  attention  to  the  great 
importance  of  drainage  in  cases  of  uterine  infection.  When  the 
uterus  is  infected,  it  is  like  any  other  suppurating  cavity,  arid  il 
the  drainage  is  good,  there  ate  not  generally  severe  symptoms. 
If  the  drainage  is  not  good,  then  trouble  arises.  In  eases  ol 
septic  endometritis,  or  in  cases  of  saprophytic  disease,  drainage 
may  not  accomplish  as  much  as  oik-  desires,  bul  where  there  is 
generally  al  the  beginning  not  good  drainage,  and  the  lochia 
stops,  the  lirst  indication  is  to  star!  drainage,  and  this  can  be 
done  by  massage  of  the  uterus,  removing  any  obstruction  in  the 
uterine  canal,  and  that  ma}  be  all  that  it  is  necessary  to  do. 
Frequently,  I  think,  good  catharsis  acts  like  intraabdominal 
massage  of  the  uterus  l>v  the  intestines  and  si  aris  up  the  drainage 
from  the  uterus.      Thai  is  true  whether  the  uterus  contains  much 
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debris  or  not.  If  the  drainage  of  the  uterus  is  free  and  the 
discharge  continues,  that  may  be  all  that  is  necessary,  but  in  case 
that  does  not  suffice  and  we  are  fairly  satisfied  that  the  trouble  is 
confined  to  the  interior  of  the  uterus,  I  do  not  see  how  we  can 
avoid  investigating  the  interior  of  the  uterus.  We  sometimes 
see  cases  where  at  the  start  we  know  there  is  intrauterine  trouble, 
where  there  has  been  perhaps  a  portion  of  the  placenta  left  inside. 
We  see  cases  that  have  been  delivered  by  midwives  where 
undoubtedly  there  is  a  large  amount  of  debris  left  in  the  uterus, 
and  it  is  a  great  waste  of  time,  I  believe,  to  wait  in  these  cases. 
The  uterus  should  be  emptied  either  by  the  use  of  the  finger,  u 
that  can  be  done — but  it  is  not  so  easily  done  in  all  cases  of  post- 
partum infection  at  term — and  if  not,  a  careful  use  of  the  curette 
will  be  of  advantage.  If  the  uterus  has  been  carefully  curetted, 
that  should  be  the  end  of  these  manipulations,  and  I  quite  agree 
with  the  essayist  and  with  the  other  speakers  that  the  practice 
of  repeated  eurettings  and  douchings  of  the  uterus  is  harmful  and 
almost  criminal.  Occasionally  we  have  with  uterine  infections 
such  a  dee])  involvement  of  the  walls  of  the  uterus  that  it  is 
impossible  by  any  means  to  remove  all  of  the  greatly  infected 
uterine  wall.  I  have  seen  one  or  two  cases  of  that  kind,  and  one 
in  particular  in  which  I  wish  I  had  removed  the  uterus;  on 
account  of  the  condition  of  the  patient  I  was  afraid  to  do  it. 
The  patient  afterward  died,  and  we  found  the  trouble  was 
routined  chiefly  to  the  uterus.  I  always  regretted  that  in  that 
case  hysterectomj  was  not  made.  Such  cases  are  rare,  but  once 
in  a  while  they  arise. 

We  come  now  to  the  infections  outside  of  the  uterus,  or  that 
have  passed  beyond  the  uterus.  We  have  those  in  the  cellular 
liwie  outside,  pelvic  abscesses;  we  have  infections  that  involve 
the  peritoneum  of  gonorrheal  origin,  and  some  of  them  due  to  the 
streptococcus  and  to  other  septic  organisms.  Then  we  have 
thrombotic  infections.  We  have  the  cases  where  the  uterus  is 
apparently  no  longer  involved;  the  uterus  is  small,  and  not 
tender;  there  is  no  evidence  of  uterine  infection,  where  there  is 
absolutely  no  evidence  of  pelvic  abscess,  and  still  the  patient 
is  in  a  serious  condition.  There  may  be  some  involvement  of 
tlie  endometrium,  and  later,  if  the  patient  survives,  we  may  find 
abscesses  in  other  parts  of  the  body.  I  have  been  in  the  habit 
ol  considering  these  rases  of  general  sepsis,  and  without  being 
able  to  determine  the  localization,  the  question  is,  I  think,  a 
erj  important  one  to  decide.  Are  these  eases  to  be  separated 
from  those  of  infection  by  septic  thrombi?  This  point  was  also 
raised  in  the  relation  of  the  interesting  case  by  Dr.  Banga. 
Certainly,  in  these  eases  of  general  infection  only  conservative 
treatment  is  indicated  unless  we  have  any  reason  to  believe  there- 
are  infected  thrombi.  I  have  never  been  able  to  decide  that 
t  here  were  infected  thrombi,  as  the  diagnosis  was  too  difficult,  and 
have  not  acted  upon  any  probable  diagnosis.  Thai  is  one  of  the 
most  important  questions  we  have  to  solve  in  these  serious  cases. 
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Going  back  to  the  cases  of  pelvic  abscess  or  pelvic  exudate, 
I  quite  agree  that  they  should  be  let  alone  until  there  is  evidence 
of  suppuration,  and  that  evidence  is  extremely  difficult  to  find. 
But  I  doubt  whether  we  can  ever  give  a  prognosis  as  to  the  out- 
come and  the  length  of  time  these  cases  remain  in  the  hospital. 
Instead  of  seventeen  days,  as  in  Dr.  Watkins'  cases,  I  have 
found  these  cases  to  last  frequently  for  many  weeks,  but  finally 
the  symptoms  disappeared  or  resolved  without  suppuration. 
Whenever  the  presence  of  pus  can  be  determined,  we  have  then  a 
very  interesting  question  to  decide,  namely,  whether  we  shall 
open  from  below  or  from  above,  and  if  from  above,  whether  we 
shall  operate  extraperitoneally  or  not.  In  the  case  of  peritonitis, 
while  these  cases  are  very  nearly  always,  if  not  hupeless,  ex- 
tremely serious,  I  have  come  to  the  conclusion  largely  from 
reading  some  recent  literature  on  the  treatment  of  peritonitis 
that  drainage  is  always  desirable  in  the  severe  cases  and  in  the 
later  stages,  and  drainage  established  in  the  easiest  and  simplesl 
possible  way 

But  the  points  that  I  wish  especially  to  emphasize  are  that 
it  is  extremely  important  to  make  a  diagnosis  of  the  local- 
ization of  the  infection,  whether  it  is  in  the  uterus  or  outside, 
and  if  outside,  where5  And  the  progress  of  the  case  must 
determine  the  line  of  treatment.  There  is  no  uniform  rule  that 
can  be  laid  down,  but  the  general  spirit  of  the  paper  is  that  of 
conservatism,  which  no  doubt  is  the  proper  one  to  guide  us. 

Dr.  A.  Belcham  Keyes. — I  believe  when  we  use  the  term 
puerperal  fever,  we  include  a  wide  field  of  surgical  infection. 
The  remarks  of  Dr.  Paddock  and  Dr.  Holmes  ate  very  appropriate, 
namely,  that  where  there  are  secundines  or  parts  of  the  placenta 
left  in  utero,  the  natural  procedure  would  be  to  empty  the  uterus. 
Like  Dr.  Holmes,  I  have  had  manv  cases  where  a  high  temper- 
ature dropped  rapidly  to  normal  after  pursuing  this  plan.  This 
brings  us  to  the  classification  of  Duncan,  in  which  he  calls  this 
"  rapn  mia"  due  to  toxins  generated  within  the  uterus  from  the 
retained  secundines  as  the  teal  cause  of  the  fevei  1  believe  we 
should  be  careful  to  divide  these  casus  into  classes.  Where 
there  are  secundines  left  behind  they  should  be  removed  with 
the  linger  or  the  placental  forceps,  but  not  witlt  the  sharp 
curette.  If  the  temperature  does  not  drop  ami  if  the  fever  con 
tinues,  or  the  patient  has  repeated  chills  and  fever,  we  may 
reasonably  conclude  that  it  is  not  a  simple  sapremia,  which  we 
could  not  decide  before  the  removal  of  tin-  secundines  from 
the  uterus. 

So  fat  as  the  treatment  of  thrombosis  is  concerned,  I  have 
seen  eases  of  abscess  of  the  Iiiiil;  develop,  also  abscesses  in  other 

parts  of  the  body,  and  avoid  curettage  or  manipulations  of  am 
kind  it  I  think  there  is  am  thrombosis.  In  all  eases  of  abortion 
1  am  extremely  careful  and  watchful  lor  the  complaint  of 
pleuritic  pain  on  part  of  the  patient. 

I  do  not  think  we  can  say  that  puerperal  fever  in  every  case 
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shall  be  treated  by  this  or  that  particular  method,  but  that  we 
should  try  and  differentiate  between  sapremia,  septicopyemia, 
and  thrombophlebitis  of  a  purulent  character,  and  to  give  a 
stereotyped  treatment  in  all  cases  is  impossible.  Without  trying 
to  remove  the  secundines,  we  cannot  tell  whether  we  have 
sapremia  or  septicemia  to  deal  with.  The  expectant  treatment 
in  early  abortion  was  long  practised  by  Dr.  Bartlett,  of  this  city, 
who  has  advocated  the  nonremoval  of  secundines,  but  the 
simple  exhibition  of  ergot. 

Dr.  George  Schmauch. — I  would  like  to  say  a  few  words  in 
defense  of  the  general  practitioner.  I  oftentimes  think  that 
injustice  is  done  to  the  general  practitioner  in  referring  to  him 
in  the  manner  done  not  only  to-night,  but  also  in  newspapers. 
I  think  it  is  more  reasonable  to  blame  those  men  who  teach 
obstetrics  and  gynecology  than  general  practitioners.  Dr. 
Holmes  in  a  statement  he  made  conveyed  the  idea  that  where 
curettement  is  done  every  woman  should  be  shaved.  I  have 
grown  up  in  a  large  clinic  where  there  were  from  fifteen  to  twenty 
curettements  done  a  day,  and  not  one  of  those  women  was 
shaved.  In  a  large  hospital  with  over  five  thousand  obstetrical 
cases  treated,  there  was  never  a  woman  shaved.  I  do  not  think 
shaving  of  the  external  genitals  has  any  influence  on  puerperal 
infection.  The  germs  living  on  the  vulva  are  identical  with 
those  m  the  vagina.  It  is  wrong  to  publish  ideas  like  that, 
blaming  the  poor  general  practitioner  for  omitting  the  shaving. 

In  regard  to  digital  exploration  after  labor,  I  might  say  thai 
tin  uterine  cavity  to  me  has  been  sacred.  I  never  explore  the 
uterus  postpartum  unless  I  have  to  do  it.  Even  when  an 
examination  shows  that  there  is  a  little  placental  tissue  left, 
even  when  there  is  hemorrhage,  in  private  practice,  I  can  wait. 
But,  all  things  considered,  there  is  not  much  advantage  in  waiting. 
The  result  is  we  have  to  remove  a  placental  polypus  afterward. 
Bui  the  development  of  a  placental  polypus  is  not  identical  with 
infection,  iln  fact,  I  think  it  less  dangerous  to  remove  a 
placenta]  polypus  on  the  tenth  or  twelfth  day  than  to  explore 
the  uterine  cavity  right  after  labor.)  As  long  as  there  is  some 
placental  tissue  left  in  the  uterus  which  is  undergoing  decom- 
position, it  should  be  removed.  So  it  would  be  better  to  teach 
I  students  and  general  practitioners  to  understand  and 
learn  whether  the  placenta  has  been  completely  cast  off  or 
not.  instead  of  teaching  them  to  explore  and  enter  the  uterine 
cavity  after  labor.  We  know  very  well  that  in  a  normal  case, 
where  there  is  no  infection,  the  cervix  closes  on  the  fourth  and 
tilth  day;  you  do  not  have  to  go  in  with  the  finger,  and  if  there 
is  retention  of  a  bigger  piece  of  the  placenta  there  is  an  excessive 
hemorrhage  on  the  sixth  day.  The  membranes  should  nevei 
be  removed.  Retained  membranes  are  not  identical  with 
infection. 

There  has  been  much  work  done  in  the  last  five  years  to 
explain  the  etiology  of  puerperal  fever.     I  certainly  appreciate 


"lis  TRANS  V    I  [I  INS    I  II     Till. 

Dr.  Watkins'  paper  and  its  conservatism,  but  from  the  time  I 
studied  obstetrics  and  practised  it  some  sixteen  years  ago,  I 
never  have  heard  anything  else,  that  is,  I  never  knew  of  any 
other  treatment  than  the  one  brought  out  to-night;  and  all  our 
examinations  of  the  blood  and  investigations  with  regard  to  the 
infectious  agent  do  not  give  us  any  results  so  far  that  are  of  value. 
We  come  to  the  conclusion  that  it  is  most  frequentlv  the  hemo- 
lytic streptococcus  which  brings  about  septic  processes,  and  that 
its  virulence  is  quite  complex,  and  not  only  that,  but  even  the 
resistance  of  the  female  body  is  of  a  complex  nature  which  we 
do  not  clearly  understand  as  yet.  Those  gentlemen  who  have 
large  practices  have  lost  cases  they  have  treated  and  which  they 
thought  were  perfectly  clean.  They  have  hardly  made  an 
examination,  and  yet  patients  develop  puerperal  sepsis.  There 
are  many  such  examples  in  the  history  of  obstetrics.  I  need 
only  remind  you  that  one  of  our  greatest  German  gynecologists 
and  obstetricians,  Schroeder,  lost  two  of  his  daughters  through 
puerperal  infection.  There  is  doubtless  an  autoinfection  but 
we  do  not  understand  it  yet. 

In  regard  to  febrile  abortion,  a  condition  discussed  by  Dr. 
Watkins,  in  a  large  clinic  in  Berlin  where  we  treated  many  cases 
nf  this  nature,  there  were  certain  rules  adopted.  Every  case 
of  abortion  that  had  a  certain  temperature  was  regarded  as  a 
septic  abortion.  The  temperature  limit  was  1020.  Every  case 
that  had  that  temperature  was  treated  at  once;  there  was  not  the 
least  delay,  and  we  did  not  resort  to  tamponing  of  the  uterus 
with  iodoform  gauze.  We  used  laminaria  tents,  giving  a  chance 
to  remove  the  fetus  within  twelve  to  twenty  four  hours.  This 
is  the  fust  tiling  tu  do.  Only  a  small  percentage  of  these  cases 
develop  sepsis. 

The  most  interesting  of  all  the  cases  mentioned  by  I  >r.  Watkins 
was  the  one  of  parametritis  where  he  opened  the  abdomen 
without  interfering  with  the  exudate  and  the  patient  got  per 
fectly  well  afterward.  There  ate  physicians  who  do  not  believe 
exudations  will  disappear  after  a  certain  time.  We  have  been 
generally  taught  that  in  cases  <>i  parametritis,  where  the  fevei 
lasts  hir  three  or  four  weeks,  an  abscess  forms;  still  there 
ceptions.  I  do  not  know  what  the  gentlemen  mean  by  infected 
thrombi  We  get  thrombophlebitis  in  pregnane}  and  puei 
perium,  which  is  a  comparatively  harmless  disease,  while  pyemia 
is  a  dangerous  disease,  lint  I  do  not  know  what  the  gentlemen 
mean  when  they  use  tin-  term  infected  thrombi. 

Dr.  Watkins  (closing  tin-  discussion).  The  question  as  \<> 
what  exudates  we  may  expect  tc>  become  absorbed  and  those 
which  will  not  is  largel)  speculative,  but  I  feel  quite  firmly 
convinced  that  if  there  is  no  chronic  gonorrheal  infection,  the 
probabilities  of  absorption  are  good,  so  I  believe  it  is  always 
well  to  examine  the  urethra  to  see  whether  Skein's  duets  are 
d;  whether  there  is  a  cyst  oi  the  Bartholinian  glands,  etc. 
I  hese  eases  oi  eluoiiie  gonorrhea  an-    apt   to  require  operation, 
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which  can  generally  be  postponed  until  the  acute  symptoms  have 
disappeared.  Quite  a  number  of  exudates  are  in  very  close 
contact  with  the  bowel;  they  are  adherent  to  the  bowel,  and  some 
of  these  cases  get  a  secondary  colon  bacillus  infection;  there  sup- 
puration is  apt  to  occur  and  may  recpiire  incision  and  drainage. 

There  has  been  a  good  deal  said  about  determining  whether 
the  infection  is  general  or  local.  I  think  that  can  be  done  easily, 
if  a  patient  has  fever,  we  may  safely  conclude  that  the  infection 
is  general.  If  our  examinations  were  sufficiently  delicate,  we 
would  find  the  patients  with  fever  had  toxins  and  bacteria  in 
'In'  blood.  The  seriousness  of  thrombosis  has  been  over- 
estimated. We  have  seen  a  great  many  cases  of  thrombosis 
involving  the  femoral  veins,  and  in  some  of  them  the  pelvic 
veins  have  been  involved,  and  yet  most  of  these  cases  go  on  to 
recovery. 

General  puerperal  peritonitis  is  very  different  from  general 
appendicial  peritonitis.  Practically  all  cases  of  general  puerperal 
peritonitis  are  streptococcic  infections,  and  there  is  verv  little 
hope  of  recovery. 

Pyelitis  is  quite  common  in  infections  of  the  puerperium.  I 
haveseen  such  cases,  but  not  among  the  sixty-one  cases  reported. 

As  to  a  contracted  uterus  resisting  infection  better  than  the 
flabby  uterus,  of  course  it  does.  In  very  severe  cases  of  infection 
the  uterus  does  not  have  as  much  tonicity;  it  is  often  paralvzed. 

Relative  to  packing  interfering  with  the  discharge,  in  many 
of  these  cases  where  there  is  hemorrhage,  the  packing  is  done 
largely  to  dam  back  the  blood,  to  separate  the  secundines,  and  to 
im:i.  on  contractions  which  will  dilate  the  cervix  and  which 
will  often  empty  the  uterus. 

As  to  the  indications  for  exploring  the  uterus,  I  will  still  abide 
by  what  I  said  in  the  paper. 

As  to  \\  hether  the  exudate  is  suppurative  or  not,  that  does  not 
make  a  -teat  deal  of  difference.  Most  of  these  pelvic  exudates 
have  minute  collections  of  pus.  In  the  nonpuerperal  cases, 
with  suppuration,  the  pus  becomes  sterile  in  two  or  three  weeks, 
and  in  these  cases  of  small  abscesses  the  pus  becomes  sterile  in 
two  or  three  weeks.  Suppuration  is  no  indication  for  im- 
mediati  operation.  The  division  of  these  cases  of  infections 
mio  those  at  term  and  infections  before  term  is  very  much 
like  dividing  infectious  of  the  hand  of  children  and  adults  into 
separate  classes 

Dr.  Schmauch  spoke  of  the  use  of  laminaria  tents.  I  would 
not  quarrel  with  him  as  to  the  relative  value  of  tents  or  gauze. 
Personally,  I  prefer  gauze. 

As  to  the  removal  of  sloughing  secundines,  or  small  panicles 
oi  it,  I  believe  we  are  apt  to  have  a  pretty  strong  prejudice  aboul 
it.  I  think  we  may  compare  it  to  some  extent  with  treating  a 
Slough  of  the  hand  alter  a  had  infection;  there  we  would  not  cut 
and  scrape;  we  would  put  on  a  wel  dressing,  and  allow  it  to  take 
ire  "i  itself,  and  this  would  apply  to  the  uterus. 


520 


REVIEWS. 

Myomata   of   the    Uterus.      By   Howard   A.    Kelly,    M.    D., 
Professor  of  Gynecologic  Surgery  at  Johns  Hopkins  University; 
and  Thomas  S.  Cullen,   M.   B.,  Associate  in  Gynecology  at 
Johns  Hopkins  University.      Large  octavo  of  700  pages,  with 
3S8    original    illustractions    by    August    Horn    and    Hermann 
Becker.     Philadelphia  and  London:  W.  B.  Saunders  Company, 
1909.     Cloth,  S7.50  net;  Half  Morocco,  $9.00  net. 
This   magnificent  volume  is  a   companion  to  the  well  known 
work  of  Cullen  on  Cancer  of  the  Uterus,  published  in  1900.     It  is 
a  model  of  sumptuous  book-making.     The  illustrations  are  re- 
markable   for    beauty  and    are    printed    in    duotone    ink  on  a 
highly  surfaced  paper  that  brings  out  every  detail. 

The  general  plan  is  the  same  on  that  of  the  previous  volume 
on  Cancer.  The  volume  dealt  almost  exclusively  with  work 
done  by  those  connected  with  the  gynecological  department  of 
the  Johns  Hopkins  University,  and  is  the  result  of  over  ten  years 
of  careful  labor.  Its  facts  and  conclusions  are  drawn  from  the 
study  of  the  histories  and  tumors  of  1,674  cases  of  myomata. 
It  is  divided  into  thirty-five  chapters,  each  discussing  one  phase 
of  the  subject.  Each  chapter  begins  with  a  succinct  presentation 
of  its  subject  and  ends  with  a  detailed  report  of  cases  illustrating 
the  conditions  described.  Because  of  the  great  importance  of 
sarcomatous  changes  occurring  in,  or  associated  with  myoma  and 
the  by  no  means  infrequent  association  of  carcinoma  of  the 
fundus  with  myomata,  these  subjects  are  considered  at  unusual 
length.  The  operative  procedures  described  ate  those  used  at 
the  Johns  Hopkins  where  the  mortality  for  the  last  three  years 
has  been  about  1  per  cent  The  volume  represents  tin  lust 
in  medical  book-making,  both  in  text  and  in" mechanical  execu 
tion,  and  will  long  remain  a  monument  in  honor  both  to  its 
gifted  authors  and  to  their  university. 

Operations  i  pon   mi    I   n  ri  s,  Perineum,  and  Round  Liga- 
ments.     B)    W.  J.  Stewari    McKay,   M.    1',.,   M.  Ch.,    1'..  Sc, 
Senior  Surgeon,  Lewisham  Hospital  for  Women  and  Children; 
Sydney  Member  of  the   Royal  Society  of  Medicine,  London 
Large    octavo,    pages    154.    with    14s    illustrations.     William 

W 1  &  Co.,  New  York,  [909.      Price.  $6.00. 

The  anthill's  object  is  to  describe  in  detail  the  mechanism 
hi'  birth  injuries,  both  immediate  and  neglected,  and  also  t<> 
deal  with  the  displacements  of  the  uterus,  endometritis,  and 
dysmenorrhea  in  order  that  the  general  practitioner,  who  so 
commonly  is  "fired  with  a  desire  to  operate,"  may  find  an 
efficient  guide.  The  opening  chapter  on  anatomy  leaves  nothing 
in  be  desired  I  In-  illustrations,  largely  adapted  from  classical 
sources  d>  whom  <\uc  credit  is  given,  are  exceptionally  clear, 
numerous,  and  telling.     I'm  old  perineal  laceration  McKay  gives 
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preference  to  Emmet's  operation  as  described  by  Kelly  and 
Noble;  for  complete  tears,  to  Tait's  flap-splitting  method;  for 
rectocele,  to  Hegar's  technic.  The  operation  advised  for  cysto- 
cele,  however,  which  practically  consists  of  denudation  only, 
is  quite  inefficient,  and  no  description  or  even  mention  of  vaginal 
interposition  of  the  uterus  is  given. 

In  backward  displacement  of  the  uterus  Alexander's  operation, 
ventrosuspension  and  ventrofixation  are  described  in  detail. 
Laceration  of  the  cervix  is  treated  by  means  of  Emmet's  trachel- 
orrhaphy, Schroeder's  amputation,  and  a  combination  of  the 
two  devised  by  the  author.  We  cannot  agree  with  the  advice  of 
removing  cervical  sutures  under  a  general  anesthetic.  Curettage 
is  dealt  with  in  great  detail,  and  the  book  concludes  with  descrip- 
tion of  a  modified  Dudley  trachelorrhaphy  for  dysmenorrhea. 

The  text  is  lucid  and  concise,  taking  up  seriatim  causes, 
indications  for  interference,  technic,  and  after  treatment.  Good 
judgment  has  been  displayed  in  avoiding  too  much  theoretical 
discussion,  though  due  emphasis  is  given  to  fundamental  prin- 
ciples. Throughout  great  conservatism  has  been  used  in  setting 
forth  operative  indications.  The  plates  are  excellent,  large  and 
abundant.  R.  T.  F. 

Medical  and  Surgical  Report  of  the  Presbyterian  Hospital 
ix  the  City  of  New  York.  Edited  by  John  S.  Thatcher, 
M  I).,  and  George  Woolsey,  M.  1>.  Volume  VIII,  1908. 
Large  octavo,  pages  572,  illustrated. 

This  volume  contains  twenty-four  articles  from  the  pen  of 
members  of  the  Presbyterian  Hospital  Staff.  Some  of  the 
articles  have  appeared  in  print  elsewhere.  Northrup  describes 
the  open  air  roof  wards  in  use  at  the  hospital.  Gilman  Thompson 
fresh  air  in  the  wards  and  in  the  treatment  of  pneumonia. 
Meakins  has  experimentally  studied  immunization  with  live 
tubercle  bacilli.  McWUliajns  deals  with  carcinoma  of  the 
appendix.  Hart  received  the  Briddon  prize  for  his  essay  on 
acetone  bodies  with  a  clinical  method  for  quantitative  estimation 
of  diacetic  acid  and  acetone.  Meakins  has  isolated  a  typical 
streptococcus  in  cases  of  rheumatic  fever;  he  regards  the  tonsil 
as  a  frequenl  port  of  entry.  Cecil's  study  of  the  pancreas  in 
ninety  cases  of  diabetes  nielli t  us  is  of  interest.  The  conjunctival 
and  cutaneous  tuberculin  tests  have  been  studied  by  both  Shivel) 
and  by  Pelton.  The  Other  articles,  both  surgical  and  medical 
deal  with  interesting  subjects,  chiefly  of  casuistic  value. 

R.  T.  P. 

r  klinisch-bakteriologischen   Untersuchungen 

FUER    CHIRURGEN    UND  GYNAEKOLOGEN,   M.lisi    EINER   KURZEN 
A.NLEITUNG     ZUR     A.USFUEHRUNG     DER     "  DREITUPFERPROBE." 

Von  Dr.  W.  Liepmann,  Oberarzl  an  der   Univ.    Frauenklinik 
der  konigl.  Charite,  Berlin.     August   I lirehw aid,  Berlin,  1909. 
Price,  2  M. 
I  he    bulk   of    this    little    pamphlet    is   composed    of    [50    blank 
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charts  and  records  for  noting  the  result  of  the  "  three-sponge 
test"  (Dreitupferprobe).  During  the  course  of  the  operation 
suspected  areas,  pus  or  small  particles  of  tissue  are  obtained  on 
sterile  gauze  sponges,  which  are  later  put  into  bouillon,  and 
examined  for  bacteria.  Valuable  prognostic  and  therapeutic 
hints  are  obtained  within  twenty-four  hours  by  the  simple 
technic.  R.  T.  F. 

An  i  h;>tetric  Diary  of  William  Huxter,  i;f'j    1765.     Edited 
with  notes  by  T.  Nigel  Stark,  M.  I).,  F.  F.  P.  S.  G.     Octavo, 
55  pages,  paper,  price,  1  shilling.     Alex.  MacDougall,  Glasgow. 
This    short    document    details    the    first   three  pregnancies   of 
Queen   Charlotte,    wife   of   George    the   Third.     The*  record   for- 
tunately stops   here,   or   we   might  have  had  to  hear  about  the 
twelve  succeeding  pregnancies  this  prolific  queen  subsequently 
underwent.     The    editor    has    added    several    chapters    dealing 
with  the  persons  and  scenes  involved.  R.  T.  F. 

Smithsonian    Institute    Bureau    of    American    Ethnology 
Bulletin  34.     Physiological  axtd  Medical  Observations 
Among  the  [ndians  of  Southwestern  United  Stalls  and 
Mexico.      By  Ales    Hedlicka.     Octavo,     650    pages,    illus- 
trated.    Government  Printing  Office,  Washington,  1908. 
Hedlicka  reports  his  observations  anions  the  Indians  obtained 
during     five     expeditions.      He    describes    the     country,    races, 
manners  and  customs  of  the  tribes.     The  author  has  obtained 
numerous    data,  some    dealing    with    menstruation,    pregnancy, 
labor,    care    of    the    child,    pharmacopeia,    etc.      This   report  is  a 
valuable  contribution  to  our  medical  knowledge  of  a  disappearing 
race.  R.    I  .  P. 
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Contractions  of  the  Pelvic  Outlet.  J  Whitridge  Williams 
(, mi.  Obst.,  June,  [909)  says  thai  funnel-shaped  pelves 
frequently  give  rise  to  more  01  less  serious  dystocia,  an-  an 
important  factor  in  the  causation  of  deep  perineal  tears,  and  oc 
casionallj  converl  what  promise  to  be  eas)  low  forceps  deliveries 
mto  most  difficult  and  dangerous  operations,  [ypical  funnel 
pelves,  in  which  the  usual  external  measurements  as  will  as  those 
of  tiie  superior  strait  an-  normal,  while  the  distance  between 
the  ischial  tuberosities  measures  8  cm.  01  less,  were  observed  in 
i  cent,  of  1,200 consecutive  pregnant  women,  and  oc<  urn  d 
with  equal  frequency  in  both  the  white  and  Mark  race  Genei 
all)  contracted  funnel  pelves,  in  which  shortening  ol  the  11--11.1l 
external  measurements  as  well  a--  of  the  diameters  of  the  superioi 
strait  is  associated  with  a  distanci    oi  s  cm    01  |<  ss  between  the 
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ischial  tuberosities,  occurred  in  [.19  per  cent,  of  the  white  mid 
4.91  pei  cent  of  the  colored  women,  being  4  times  more  frequent 
in  the  lattei  typical  funnel  pelvis  constituted  55.7  per  cent. 
of  all  cases  of  pelvic  deformity  in  white,  as  compared  with  17.8 
per  ci  in  111  colored  women,  and  therefore  are  of  especial  practical 
importance  in  the  former.  While  a  shortening  of  the  transverse 
diameter  of  t  he  outlet  to  8  cm.  or  less  indicates  the  existence  of  a 
funnel  pelvis,  it  should  be  regarded  merely  as  a  danger  signal; 
as  the  possibility  of  dystocia  will  depend  upon  the  relation 
between  its  length  and  that  of  the  posterior  sagittal  diameter. 
The  latter  is  the  distance  from  the  center  of  the  former  to  the 
tip  of  the  sacrum,  and  must  increase  in  length  as  the  transverse 
diameter  becomes  shortened.  Typical  funnel  pelves  are  ap- 
parently due  to  the  presence  of  six  vertebrae  in  the  sacrum — so- 
called  high  assimilation,  which  so  changes  the  relations  at  the 
sacroiliac  joints  as  to  permit  the  lower  portions  of  the  innom- 
inate bones  to  approach  one  another.  In  the  generally  contracted 
type  the  outlet  contraction  probably  represents  only  an  exagger- 
ation of  the  faulty  development  which  characterizes  the  entire 
pelvis.  In  \  iew  of  the  frequent  occurrence  of  funnel  pelves,  pal- 
patioc  oi  the  pubic  arch  should  form  an  integral  part  of  the 
examination  of  every  pregnant  woman.  Whenever  it  appears 
to  he  narrowed,  the  distance  between  the  tubera  ischii  should  be 
measured,  and  when  it  is  S  cm.  or  less,  the  length  of  the  anterior 
and  posterior  sagittal  diameters  should  also  be  determined. 
Onlybyso  doing  can  one  avoid  being  occasionally  placed  in  the 
unenviable  predicament  of  being  obliged  to  resorl  to  a  serious 
obstetrical  operation  after  having  assured  the  patienl  that  her 
pelvis  wa-  normal.  Fortunately,  the  great  majority  of  labors 
complicated  by  funnel  pelvis  end  spontaneously.  In  the  lesser 
degrees  oi  contraction  low  forceps  maj  give  satisfactory  results, 
while  in  the  mote  pronounced  cases  tin  operation  of  choice  is 
in  section  at  the  end  of  pregnancy  or  pubiotomy  after 
the  head  has  reached  the  pelvic  floor. 

Cesarean  Section  in  Aged  Primipara.     T.   1'..  Grimsdale  {Jour. 

Brit    1 'ni  p  .   May,    1909)   reports  a  case  of  Cesarean 

performed  for  the  unusual  indication  of  advanced  age  of 

th<  mothei       Married  at  fort}   two,  her  vagina  was  so  narrow  and 

rigid   that    intercourse  was  impossible  until  after  treatment.      As 

the  woman   would  have  been  forty  four  years  old  at   the  time 

nination  of  her  first  pregnancy  the  writer  considered  the 

performance   of   Cesarean    section    justifiable   on    account    of    the 

rigidit)  ol  the  soft  parts. 

Extrauterine  Pregnancy.  [  I'.  Deavei  {Month  Cyclo.  Mid. 
Hull..  Maw  iuo<>i  outlines  the  treatment  of  urgent  cases  aftei 
rupture  a-  follows  If  the  condition  In-  very  low  stimulation  is 
begun  b\  hypodermoclysis  and  strychnia.  If  there  is  extreme 
restlessness,  morphia  is  a  valuable  adjunct.  They  are  placed 
on  the  table  with  as  little  disturbance  as  possible  and  a  light. 
quick    etherization    given.     Preparation    is    rapidly    completed 
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and  intravenous  transfusion  of  normal  saline  solution  started 
as  the  abdominal  incision  is  made  The  offending  tube  and 
ovary  are  removed  as  rapidly  as  possible.  The  clots  are  scooped 
out,  and  if  the  condition  of  the  patient  warrants,  the  abdomen 
is  flushed  out  and  filled  with  normal  saline  before  closure.  The 
writer  emphasizes  especially  the  importance  of  restoring  as  soon 
as  possible  the  volume  of  circulating  fluid  by  the  use  of  normal 
saline  solution  intravenously  in  the  abdominal  cavity  and 
subsequently  by  continuous  proctoclysis. 

The  Remedies  for  Depopulation. — L.  D'Anfreville 
Med.,  May  12,  1909)  considers  the  methods  of  preventing  de- 
population and  its  causes.  The  causes  are  pathological  and 
social.  The  principal  causes  that  are  pathological  lie  in  the 
sterilization  that  is  produced  by  gonorrhea  and  syp*hilis,  pre- 
venting many  married  couples  from  having  children.  Another 
Mich  cause  is  alcoholism,  which  deteriorates  the  parents  and 
causes  weakened  heredity  and  bad  surroundings  for  the  children. 
The  social  causes  are  the  unwillingness  of  couples  to  live  moder- 
ately and  to  risk  being  able  to  support  large  families,  and  the 
desire  to  leave  a  large  property  to  a  single  child.  The  remedies 
that  have  been  tried  in  France  are  various.  It  has  been  proposed 
to  make  a  law  taxing  the  bachelor,  and  an  income  tax  which  will 
decrease  in  amount  as  the  number  of  children  increases.  The 
better  measures  to  try,  and  such  as  have  been  already  suc- 
cessfully carried  out  in  France,  are  giving  aid  to  the  pregnant 
woman  to  obtain  a  support  without  undue  exertion  in  the  latter 
months  of  pregnancy,  and  cheap  restaurants  where  she  can 
obtain  good,  nourishing  food  for  herself  and  her  children  at  a 
minimum  cost.  Another  way  of  increasing  population  is  to  take 
care  of  the  young  infants,  as  is  done  in  the  consultations  foi 
infants  and  nursing  mothers,  where  good  milk  is  supplied,  and 
good  counsel  given  to  the  mother,  the  infant  being  treated  when 
sick,  and  advice  given  as  to  care  and  feeding  when  well. 

Hematoma  of  the  Vulva  as  a  Hindrance  to  Delivery.  \Y, 
Lippmann  [fieri,  klin.,  Week.,  March  13,  1909)  says  that  hema- 
toma of  the  vulva  seldom  is  so  large  as  to  constitute  a  hindrance 
to  delivery.  The  author  details  three  cases  observed  by  him 
in  which  this  did,  however,  occur.  The  greater  part  of  thi 
circulation  in  the  labia  conns  through  the  pelvic  cavity  from  the 
pelvic  vessels.  The  venous  supply  conns  from  two  sources 
outside  the  pelvis  from  the  saphenous  veins  and  the  femoral; 
the  rest  from  the  venous  plexus  of  the  vagina,  which  comes  from 
the  hypogastric  veins  through  the  pelvis.  This  portion  is 
compressed  by  the  fetus  in  labor.  This  condition  is  much  mon 
frequent  in  primiparae  than  in  multiparas  The  compression  is  by 
the  head,  since  this  complication  rarely  occurs  in  breech  presen 
tations.  I  he  subcutaneous  tissue  of  the  labia  is  very  loose  and 
is  connected  with  that  of  the  perineum.  The  vagina  in  the 
author's  cases  w.is  compressed  l>v  the  hematoma.  The  causes 
of  the  hematoma  are  Hie  long,  firm  pressure  on  the  veins  by  the 
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child's  head,  causing  venous  stasis;  the  backward  pressure  of  the 
blood  through  the  collateral  circulation;  the  great  fragility  of 
the  venous  walls  of  the  periphery,  especially  of  the  labia  majora; 
the  unsupported  condition  of  these  veins  in  the  labia  majora. 
Arterial  bleeding  is  never  seen.  The  diagnosis  is  easy  in  presence 
of  a  dark,  bluish  tumor  of  the  vulva.  In  order  to  facilitate  labor 
it  is  necessary-  to  incise  the  tumor,  shell  out  the  clots,  and  stop 
hemorrhage  by  compression  while  the  child  is  delivered.  After 
labor  the  wound  should  be  treated  aseptically. 

Atresia  of  the  Vagina. — Leon  Pouliot  (Bull,  de  la  Sic.  Belg. 
/'  Gym.  et  Obsi.,  April  22,  1909)  describes  a  congenital  case  of 
closure  of  the  vagina  by  a  thick  band  at  its  upper  third,  having 
a  minute  orifice  through  which  menstruation  had  occurred. 
The  patient  was  three  months  pregnant  at  the  time  that  she 
applied  for  examination.  The  author  believes  that  the  orifice 
will  become  dilated  at  the  time  of  labor  so  that  the  patient  will 
be  delivered  in  the  natural  way.  The  origin  of  this  condition 
is  a  malformation  of  the  genitals.  They  are  developed  from  the 
canals  of  Miiller.  These  canals  have  no  true  cavity  up  to  a  late 
stage  in  their  development.  For  a  long  time  they  consist  of  a 
cord,  and  when  the  canal  is  formed,  if  a  portion  of  the  cells  arc 
not  absorbed,  a  solid  transverse  partition  will  remain.  This 
occurred  in  this  patient  in  a  position  corresponding  to  the  upper 
third  of  the  vagina. 

Therapeutics  of  Rupture  of  the  Uterus  and  Fornices  of  the 
Vagina.  Romolo  Costa  (Ann.  di  Ostet.  1  Gin.,  May,  1909) 
gives  notes  of  nine  cases  of  rupture  of  the  uterus  treated  by  him 
and  a  study  of  the  therapeutics  to  be  applied  to  such  cases. 
Prophylaxis  is  possible.  The  complication  occurs  especially  in 
shoulder  presentations  delivered  by  artificial  means;  especially 
version  done  by  physicians  who  do  not  realize  the  increased 
stretching  of  tin-  lower  segment  of  the  uterus  b\-  the  shoulders. 
Forceps  operations  and  the  introduction  of  the  hands  produce  this 
dilatation.  Means  for  delivery  should  be  used  which  will  lessen 
intrauterine  pressure  and  distention.  Such  means  are  embry- 
otomy, craniotomy,  and  evisceration.  Narcosis  should  not  he  used 
to  lessen  tin-  forces  of  the  patient  during  delivery.  The  woman 
should  ii"!  lie  removed  from  her  home  when  there  is  imminent 
danger  of  rupture  of  the  uterus.  There  are  several  factors  which 
make  rupture  of  the  uterus  a  serious  matter.  They  are  hemor- 
rhage,  the  possibility  of  sepsis  Following  the  wound,  the  effusion 
of  blood  into  the  abdomen,  and  shock.  Death  from  this  com- 
plication more  often  occurs  from  sepsis  than  from  hemorrhage 
The  latter  is  often  stopped  by  the  retraction  of  the  uterine  tissue 
itself.  fhe  fust  matter  of  treatment  is  to  stop  the  bleeding  and 
to  prevent  further  hemorrhage.  The  action  to  he  taken  depends 
more  on  whether  the  hemorrhage  is  arterial  or  venous  than  upon 
1  lie  size  01  I., ea  1  ion  of  the  uterine  wound.  It  is  more  difficult 
to  stop  when  the  uterus  is  atonic  than  when  good  contraction 
can    he   obtained    after   delivery.     Venous    hemorrhage    is   less 
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important  and  easier  to  stop  than  arterial.  It  is  most  important 
to  ascertain  at  once  whether  the  hemorrhage  is  arterial  or  venous. 
In  a  well-contracted  uterus  with  a  continuous  hemorrhage  of 
violent  character  we  may  be  sure  that  the  uterine  artery  is  bleed- 
ing in  the  parametrium.  If  on  slight  relaxation  of  the  uterus 
the  hemorrhage  is  lessened  and  is  renewed,  it  is  venous  and  from 
the  walls  of  the  uterus  itself.  If,  however,  uterine  contraction 
stops  hemorrhage  entirely  or  partially,  and  relaxation  causes 
it  to  begin  again,  the  lacerated  veins  are  outside  the  uter- 
ine muscle.  The  most  alarming  condition  arises  when  the 
uterine  artery  is  ruptured.  To  lose  time  in  an  attempt  to 
tampon  would  be  foolish,  even  fatal.  Operation  is  indicated  at 
once.  Cesarean  section  will  stop  the  hemorrhage  and  deliver 
the  child  at  the  same  time.  The  uterine  artery  becomes  retracted 
into  the  tissues  and  cannot  be  found  except  by  careful  searching 
after  laparotomy.  The  author  believes  that  vaginal  h\  sterectomy 
is  slower  than  abdominal,  and  that  the  artery  may  be  reached 
more  easily  by  way  of  the  abdomen  than  through  the  vagina. 
Porro's  operation  is  contraindieated  since  it  would  reach  the 
artery  if  it  were  lacerated  in  the  uterus,  but  not  if  it  were  in  the 
parametrium.  Laceration  of  the  uterine  veins  in  the  parame- 
trium may  be  controlled  by  tampon.  The  best  material  for  the 
tampon  is  cotton,  gauze  becoming  soaked  with  the  blood  and 
acting  as  a  drain  rather  than  making  pressure.  The  tampon 
must  be  aseptic,  and  should  not  be  soaked  with  an  astringent, 
since  the  thrombosis  caused  by  the  solution  cannot  be  controlled 
and  also  because  of  its  caustic  and  irritant  action.  In  severe  cases 
the  tampon  should  be  used  only  temporarily  at  the  home  of  the 
patient,  and  she  should  be  carried  to  a  hospital  1  [a ving  arrived 
there,  in  general  it  is  best  to  remove  the  tampon,  even  if  hemoi 
rhage  has  stopped,  in  order  to  permit  a  careful  and  accurate 
diagnosis  of  the  condition  and  the  position  of  tin-  ruptured 
vessel,  li  the  rupture  is  of  intramural  veins,  contraction  will 
stop  it.  A  sterilized  tampon  and  rest  complete  the  treatment. 
1  E  rupture  is  complete,  the  tampon  is  useless,  rhe  second  greal 
indication  is  prevention  of  sepsis.  Drainage  is  produced  by  the 
tampon  if  that  is  in  use,  and  is  to  be  prefei  red  to  the  drainage  tube 
which  may  be  dangerous.  Antiseptic  irrigations  should  be 
limited  to  the  vagina  Absolute  indications  foi  surgical  intei 
ference  are  the  complete  liberation  of  the  fetus  into  the  abdomen, 
passage  of  the  placenta  into  the  abdomen,  absolute  pelvic  con 
traction,  head  detached  from  the  trunk  in  the  abdominal  cavity, 
evisceration  nol  accomplished,  narrowing  of  the  sofl  parts, 
cervix  nondilatable,  rupture  complicated  with  placenta  praevia,  vio 
lent  external  hemorrhage,  and  prolapsus  of  the  intestine  through 
the  wound.  In  cases  of  incomplete  or  slight  rupture  it  may  be 
possible  to  suture  the  wound  I  Ins  is  especiall)  applicable  when 
the  peritonea]  cavitj  has  nol  been  entered.  If  the  laceration 
hi  been  seven  and  large,  laparotomj  is  indicated.  Vaginal 
hysterectomy  is  contraindieated  when  the  wound  is  large,  when 
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the  intestine  is  prolapsed,  when  the  condition  is  complicated 
with  rupture  <>i  other  organs,  and  wlu-n  large  hematomata  are 
present  in  the  parametrium.  Here  the  abdominal  operation  is 
to  be  preferred.  If  the  uterus  is  much  lacerated  or  there  is 
cicatricial  tissue  present,  it  becomes  necessary  to  amputate  the 
uterus,  leaving  the  cervix.  In  severe  cases,  total  abdominal 
hysterectomy  is  the  operation  of  choice. 

Irrigation  Treatment  of  Puerperal  Sepsis.  Considering  other 
methods  of  treatment  ineffectual,  Henry  Weil  (N.  Y.  Med. 
Jour.,  June  ii).  1909)  has  employed  irrigation  in  eight  cases, 
six  of  which  terminated  in  pelvic  abscess  and  were  then  treated 
by  incision  and  drainage.  The  treatment  is  merely  intrauterine 
irrigations  given  with  sufficient  frequency  to  keep  the  uterine 
cavity  empty  of  all  lochia.  With  the  patient  in  the  dorsal  posi- 
tion on  a  bed  or  table,  two  soft  rubber  tubes  are  inserted  into  the 
uterus,  one  well  up  to  the  fundus,  the  other  beyond  the  internal 
os.  rhe  tubes  are  held  in  place  by  a  light  vaginal  pack.  Both 
tubes  project  a  few  inches  beyond  the  vulva.  To  irrigate,  a 
fountain  syringe  is  coupled  to  the  longer  tube,  the  other  tube 
merely  providing  foi  a  return  flow.  In  this  manner  the  irriga- 
tions are  readily  given  on  a  bed  pan  or  Kelly  pad,  and  no  particu- 
lar skill  is  required.  The  frequency  of  irrigations  is  of  much 
important  .  and  it  is  he  iter  to  err  on  the  side  of  too  many.  They 
musl  be  given  both  day  and  night.  In  the  more  severe  cases, 
continuous  irrigation  from  the  start  is  advisable.  With  milder 
eases,  hourly  or  even  two-hourly  irrigations  should  suffice. 
When  no  improvement  is  evident,  the  it  ligations  should  he 
increased  if  necessary  to  the  limit,  and  once  benefits  are  manifest 
they  may  be  cautiously  reduced.  The  solution  used  is  perhaps 
of  little  consequence.  Plain  salt  solution  is  as  good  as  any. 
Above  all,  the  solution  must  be  sterile  and  the  whole  procedure 
carried  out  with  due  regard  for  asepsis,  using  one  half  gallon  of 
solution  at  each  irrigation  at  body  temperature 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Submucous  Perineorrhaphy.  -W.  W.  Babcock  (Jour.  Amer. 
Med     iss'n,  May  1^.  [909   describes  a  method  of  perineorrhaphy 

which  he  has  satisfactorily  employed  for  six  years.  The  opera 
lion  is  based  on  the  following  principles:  First,  no  tissue  is 
removed  or  extensive  denudation  made.  Second,  buried,  ab- 
sorbable, layer  sutures  are  used  exclusively,  none  of  which 
penetrates  the  skm  or  mucous  membrane.  Third,  the  operation 
is  done  from  tin-  outside  of  the  vagina,  rendering  the  introduction 
of  sutures  easier  and  the  exposure  of  tissues  belter  than  with 
those  operations  done  from  within  the  vagina.  Fourth,  each 
structure  is  sutured  with  precision  undei  the  guidance  of  the  eve 
Fifth,  each  of  the  layers  of  the  perineal  floor  vaginal  wall. 
submucosa,  muscular  supports,  fascial  planes,  ami  skm  are 
muted  seriatim  in  layers.  Sixth,  tin-  vagina  is  not  separated 
from  the  rectum  and  therefore  there  is  no  danger  of  wounding 
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the  bowel.  The  operation  restores  and  increases  the  length  of 
the  vagina  :nstead  of  shortening  the  posterior  wall  of  the  vagina 
as  occurs  wii  h  many  of  the  older  operations.  The  sharp  point  of 
a  pair  of  scissors  is  introduced  into  the  subcutaneous  cellular 
tissue  just  external  to  the  orifice  of  Bartholin's  gland.  The 
incision  is  carried  around  the  posterior  margin  of  the  introitus 
just  external  to  the  caruncuke  until  a  point  external  to  the 
orifice  of  the  opposite  Bartholin's  gland  is  reached.  If  the 
posterior  wall  of  the  vagina  is  bound  down  and  deformed  by 
cicatricial  tissue,  this  should  be  loosened  sufficiently  to  over- 
come the  deformity.  The  edge  of  the  levator  ani  muscle  is 
located  between  one  finger  placed  against  the  lateral  wall  of  the 
vagina,  and  a  second  finger  or  thumb  placed  in  one  side  of  the 
wound.  A  pair  of  sharp-pointed  scissors  is  thrust  through  the 
depths  i'l  the  wound  to  the  situation  of  the  anterior  edge  of  the 
muscle,  then  opened  and  withdrawn.  The  opening  is  enlarged 
by  stretching  with  the  fingers  or,  if  necessary,  by  a  few  touches 
of  the  knife,  and  the  finger  is  [Kissed  into  the  opening  close  to  the 
lateral  vaginal  wall  until  the  edge  of  the  levator  ani  is  felt.  The 
muscle  is  freed  on  its  inner  and  outer  sides  by  the  finger,  grasped 
with  a  pair  of  tenaculum  forceps,  and  pulled  into  the  wound. 
The  opposite  edge  of  the  levator  ani  is  then  exposed  and  broughl 
into  the  wound  in  the  same  manner,  With  a  curved  needle  and 
Xo.  i  plain  catgut  the  mucous  membrane  is  united,  beginning 
near  what  was  the  posterior  commissure!  A  continuous  suture 
is  used,  engaging  the  submucous  cellular  tissue  a  short  distance 
from  the  wound  edges  and  uniting  the  upper  border  of  whal  was  a 
transverse  incision  in  a  vertical  manner.  Suture  number  one 
which  lias  thus  made  a  partial  submucous  closure  of  tin-  vaginal 
wall  is  then  temporarily  laid  to  one  side  to  be  finished  later.  To 
unite  in  the  median  line  (lie  edges  of  the  levator  ani  muscle, 
interrupted,  continuous,  or  mattress  sutures  of  chromic  catgut 
m:i\  be  employed,  but  the  muscle  must  not  be  united  so  far 
anteriorly  as  unduly  to  constrict  the  orifice.  Some  of  these 
sutures  catch  the  underlying  submucous  tissue  to  prevent  the 
formation  of  a  dead  space.  Posteriorly,  a  simple  or  figure  of 
eighl  suture  is  employed.  In  certain  cases,  u  may  be  desirable 
to  reinforce  the  sphinctei  am  bv  splitting  off  stups  from  the 
anterior  edges  of  the  levator  ani,  wrapping  these  about  the 
sphincter  ami  fixing  them  in  place  by  sutures.  The  outer  edges 
oi  the  mcisiou  through  which  the  levator  ani  muscles  have  been 
broughl  are  united  in  the  median  line  by  continuous,  interrupted, 
in  ill'  SS  or  imbricating  sutures  of  No.  1  chromic  catgut,  as  mi  \ 
seem  necessary  in  the  particular  case  In  obliterate  anj  dead 
spa  i  some  oi  the  sutures  maj  catch  tin-  underlying  muscle 
Suture  numbei  oik,  which  completed  the  submucous  union  of 
the  vagina,  is  continued  posteriorly  under  the  skin,  uniting  the 
-ul  i  utaneous  and  Colles'  fascia  until  tin.1  posterior  portion  of  the 
mm  i  ion  is  reached  flu  i  wo  ends  oi  suture  numbei  one  are  then 
tried.  All  sutures  being  buried  ami  the  layers  bound  togethei 
compactly,  there  are  practically  no  dead  spaces. 
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Medical  Treatment  of  Pelvic  Affections. — L.  G.  Richelot  (La 
Gyn.,  May,  1909)  believes  that  not  all  gynecological  troubles 
necessitate  operation,  and  that  hot  water  should  play  an  im- 
portant part  in  their  treatment.  But  in  order  to  be  effective 
the  hot-water  douche  must  be  much  more  prolonged  that  is 
generally  used,  six  to  ten  liters  being  employed  at  a  temperature 
of  50  °  C,  with  a  double-current  cannula,  so  that  the  external 
tissues  are  protected  and  the  water  can  be  used  very  hot.  There 
are  two  great  indications  for  this  treatment;  it  is  effective  in 
norrheal  infections,  propagated  to  the  adnexa  and  the 
peritoneum  from  the  uterus,  for  example,  in  salpingitis  extending 
slowly  and  without  large  tumor,  and  prevents  suppurations  in 
subacute  cases.  It  is  also  useful  in  so-called  arthritics.  The 
author  describes  a  series  of  cases. 

Value  of  Kinesotherapy  in  Uterine  Hemorrhage. — Gaston  Bloch 
(Jour,  de  Mid.  de  Paris,  June  5,  1909)  lauds  kinesotherapy  in 
the  treatment  of  all  sorts  of  uterine  hemorrhages,  and  gives 
several  examples  of  its  value.  It  regularizes  the  menses,  di- 
minishes their  duration  and  the  frequency  of  appearance.  All 
menstrual  troubles,  all  uterine  hemorrhages,  from  the  simplest 
troubles  to  symptomatic  hemorrhages  of  fibroma,  salpingitis, 
retrodeviations,  and  metritis,  are  benefited  by  it.  It  includes 
massage  and  gymnastics.  The  massage  consists  of  circular 
movements  over  the  abdominal  wall.  The  gymnastic  move- 
ments are  for  the  purpose  of  lessening  congestion  of  the  pelvic 
organs,  by  movements  of  the  femoral  abductors,  given  three 
times  a  day.  The  movements  must  be  executed  with  great  care 
m  it  to  fatigue  the  patient,  and  should  be  done  under  the  direction 
of  the  physician  himself.  The  action  is  mechanical  and  causes 
retlex  action  at  a  distance,  reacting  on  the  circulation.  Circular 
movements  exerted  over  the  intestines  cause  vasomotor  alter- 
itions,  and  increase  the  activity  of  the  circulation.  The  vessels 
are  hemiparctie  in  hemorrhagic  pelvic  conditions,  and  these 
movements  tone  them  up  to  a  normal  action.  The  abductor 
movements  crowd  back  the  blood  from  the  engorged  territory 
into  the  other  veins.  Among  the  most  valuable  means  of  treat- 
ment for  arresting  uteroadnexal  hemorrhage  is  kinesotherapy. 
Ii  allows  the  patients  to  continue  their  ordinary  occupations, 
and  1  absolutely  harmless.  It  should  be  used  carefully  and 
gently  and  not  prolonged.  It  is  most  valuable  to  regulate  the 
menses 

Lumbar  Anesthesia  with  Novocain  in  Gynecology.  II  Sit  bet 
Munch.  m,d.  Week.,  March  0,  1909).  His  results  with  novo 
Gain  in  lumbar  anesthesia  have  been  excellent.  He  analyses  tin 
last  two  hundred  operations  with  lumbar  anesthesia  at  the 
Woman's  Hospital  a  I  Marburg.  Of  these  there  were  4.5  per  tent. 
mis,  and  1,  ^  per  cent,  of  not  entirely  satisfactory  anesthe 
sias.  In  eighty  three  cases  scopolamin  morphine  narcosis  was 
used  1-ni  the  rest  novocain  suprarenin  solution  was  used.  In 
six    cases    narcosis    with   ethei    had    to   be   induced   and    in    three 
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chloroform  was  administered.  There  were  fifty-eight  laparot- 
omies, forty  total  extirpations,  and  102  other  operations,  for 
the  most  part  vaginofixations,  operations  for  prolapsus  and 
fistula  and  perineal  repair.  The  dose  of  2.5  c.c.  of  5  per  cent, 
solution  was  too  small  to  give  the  best  results.  The  results 
with  scopolamin-morphine  were  more  unsatisfactory  than  with 
novocain.  Of  the  bad  symptoms  obtained  by  other  operators 
the  most  important  are  nausea  and  vomiting.  In  the  author's 
series  retching  occurred  only  eight  times,  four  of  which  were 
laparotomies  and  two  vaginofixations.  Vomiting  occurred  "in 
three  laparotomies;  but  this  symptom  often  occurs  in  laparotomy 
under  any  form  of  anesthesia,  and  the  symptom  is  not  at  all 
peculiar  to  novocain  anesthesia.  Headache  was  not.  frequent; 
meningismus  was  never  observed.  Weakness  of  muscles, 
especially  of  the  eyes,  is  found  in  other  formsof  anesthesia  as  often 
as  with  this  form.  Of  the  eighty-three  cases  in  the  first  series, 
there  was  increase  of  pulse  rate  in  twenty-six;  111  the  117  cases 
of  the  second  series,  with  novocain,  there  were  none  at  all. 
In  the  series  with  scopolamin-morphine  there  were  increase  of 
pulse  and  temperature  up  to  the  third  day  in  eight  cases.  The 
author  believes  that  scopolamin  affects  the  heart  and  has  no 
doubt  that  its  combination  with  morphine,  chloroform,  and  ether 
increases  its  poisonous  qualities.  In  lumbar  anesthesia  with 
novocain,  1  eg.  of  morphine  is  given  hypodermically  twenty 
minutes  before  the  injection.  Puncture  is  mack-  between  the 
second  and  fourth  lumbar  interspaces,  as  little  fluid  as  possible 
being  allowed  to  escape,  since  lowering  of  the  pressure  increases 
headache.      Anesthesia  occurs  very  rapidly. 

Electricity  in  Gynecology. — A.  Zimmern  (Ann.  </<  Gyn., 
June.  [909)  states  that  although  electricity  is  far  from  being  a 
panacea  in  gynecology , il  lias  its  valuable  place  in  the  physician's 
armamentarium-.  The  two  forms  of  electricity  thai  are  of  value 
are  galvanism  and  tin-  high  tension  current.  The  author 
describes  tin-  form  of  apparatus  to  In-  used.  The  properties  of 
electricity  that  are  of  value  in  gynecology  are  the  chemical  and 
motor  properties.  The  power  of  electrolysis  is  utilized  to  slop 
hemorrhage  by  means  ,,f  tin-  negative  poleof  tin  g  K  anic  cui  tent . 
Placed  in  contact  with  sclerol icoi  cicatricial  tissue  1  In ■  onsisti  nc} 
of  the  latter  is  modified,  and  it  is  softened  and  rendered  elastic. 
This  is  of  value  in  treating  strictures  of  various  organs.  The 
action  of  tin-  acids  developed  :it  the  positive  pole  are  used  with 
platinum,  nickel,  and  carbon  electrodes.  Ii  metallic  electrodes 
aie  used,  one  obtains  th<  effect  of  the  decomposed  metals, 
zinc,  silver,  and  copper,  on  the  tissues.  In  this  mannei  we  get 
the  effects  of  an  interrupted  current,  which  -ms  motoi  effects 
on  the  tissue-.  In  unstriped  musculai  tissm-  there  is  a  slow 
Mini  which  lasts  for  some  time  after  the  application 
Cm  rents  of  high  frequency  are  used  to  modify  local  circulation, 
as  .1  decongestive,  and  to  cause  active  repaii  of  wounds.  The 
electric  currents  ate   iim  :d   in    functional   and   organic   troubles 


BRIEI    OF    CURRENT    LITERATURE.  53] 

Of  functional  troubles,  amenorrhea  is  most  affected  in  infantile 
uterus  and  in  nervous  amenorrhea.  Nervous  dysmenorrhea  is 
also  benefited  by  galvanism,  the  action  of  the-  negative  pole 
being  to  render  the  tissues  elastic.  Its  simplicity  and  lack  of 
render  it  an  excellent  method  of  treatment  hen.  01 
org  mi'  troubles  the  treatment  of  fibromata  by  the  Apostoli 
method  is  justifiable  when  we  have  inoperable  fibroids  which 
cause  severe  hemorrhage  and  pressure  symptoms.  The  action 
is  entirely  palliative.  The  author's  theory  of  its  action  in 
these  cases  is  that  the  current  acts  on  the  excitomotor  elements 
of  the  uterus,  the  actum  of  which  has  been  inhibited  by  disease. 
Metritis  of  the  true  chronic  variety  gives  very  good  results  under 
this    treatment.     We    may    use    intrauterine    electrolysis    with 

di  3  that  are  not  attacked  by  the  acids,  or  electric  intro- 
duction of  ions  in  the  form  of  interstitial  electrolysis.  The  ac- 
tion "ii  the  muscular  apparatus  plays  an  important  part  in  this 
treatment.  When  metritis  is  complicated  with  menorrhagia 
and  metrorrhagia,  positive  electrolysis  is  employed,  as  in  the 
majority  of  cases  of  corporeal  metritis.  In  old  fungous  metritis 
one  uses  carbon  electrodes  or  zinc  electrolysis.  With  simple 
menorrhagia  with  atonic  muscle  the  excitomotor  effects  are 
derived.  When  leucorrhea  is  the  principal  symptom  we  use 
lei  !:<>lvsis  with  the  negative  pole.  This  is  particularly 
i  in  gonorrheal  metritis.  In  simple  subinvolution  the 
excitomotor  current  is  employed.  In  the  form  of  fulguration 
and  x-rays,  electricity  is  of  little  real  value  in  malignant  neo- 
plasms  but  fulguration  has  a  specific  effect  on  the  cicatrization 
of  wounds,  and  it  is  of  great  value  in  causing  healing  or  exten- 
sive wounds  made  by  cancer  operations. 

Malignant  Tumors  of  the  Great  Omentum.  L.  Litchkous 
Gyn.,  June.  1909)  says  that  tumors  of  the  great  omen- 
tum an-  somewhat  rare.  They  consist  of  lipomata,  sarcomata, 
carcinomata,  lymphangiomata,  dermoid  cysts,  collections  of  blood 
and  serum,  and  more  frequently  hydatid  cysts.  After  giving 
a  short  account  of  the  cases  reported  in  medical  literature,  the 
authoi  describes  one  observed  by  himself,  a  true  primary  sarcoma 
01  the  omentum  with  metastases  in  the  peritoneum.  The 
v  mptoms  of  tumor  of  the  great  omentum  are  not  characteristic 
of  this  form  of  growth  and  the  differential  diagnosis  is  rather 
difficult  The)  are  superficially  situated  in  tin  umbilical  region, 
are  little  displaced  by  movements  of  respiration,  and  transmit 
the  aortic  pulsation  The)  cannot  1»-  displaced  downward  at 
all,  although  they  can  be  moved  somewhat  laterally  and  upward 
Thee  produce  no  symptoms  appreciable  b\  tin  patient  until 
n  largi  enough  to  cause  pressure  symptoms,  and  death 
occurs  by  cachexia,  since  no  vital  structure  is  attacked.  They 
may  be  confounded  with  ovarian  tumors,      rumors oi  tin  mesen- 

n  mole  often  accompanied  by  painful  crises  than  thos(  oi 
the  omentum  1  he  presence  of  fluid  in  the  abdominal  cavityis 
in  favor  of  a  tumor  of  the  omentum  rather  than  of  the  mesent<  n 
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During  February  and  March,  1909,  there  occurred  in  the 
New  Kngland  Hospital  for  Women  and  Children  eight  cases  of 
exfoliative  dermatitis  corresponding  very  closely  to  that  known 
as  dermatitis  exfoliativa  neonatorum,  or  Ritter's  disease. 

The  earliest  description  of  this  disease  was  given  by  Ritter 
von  Rittershain  in  1878.^1)  During  the  years  [868  to  1S78 
Ritter  observed  297  cases;  of  these  150  children  recovered, 
1 4 s  died,  and  two  remained  under  observation  at  the  time  of 
writing.  Hoys  were  more  susceptible  to  the  disease  than  girls 
and  more  of  them  succumbed.  The  cases  occurred  from  the 
second  to  the  fifth  week  of  life. 

kilter's  original  description  of  the  disease  can  be  recognized 
in  nearly  all  the  subsequent  articles  that  have  appeared  on  the 
subject.  He  describes  a  prodromal  stage  in  most  cases,  consist- 
ing of  a  dryness  of  the  skin  with  a  furfuraceous  exfoliation 
associated  with  the  physiological  desquamation  of  the  new  born 
I  he  actual  onset  of  the  disease  is  manifested  1>>  .1  slight  redness 
about  the  mouth,  not  sharply  defined,  ami  rapidl)  increasing  in 
intensity.  Rhagades  form  at  the  angles  of  the  mouth.  On  the 
mucous  membrane  of  the  palate  may  be  seen  miliar)  plaques, 
irregular  in  form,  often  confluent  and  covered  with  a  grayish 
white  exudate.  From  the  legion  of  the  mouth  the  swelling  and 
redness  of  the  epidermis  spreads  over  the  entire  surface  of  the 
body,  while  the  part  fust  affected  is  covered  with  ciusts  which 
present  cracks  and  lissmes,  and  give  to  the  lowei  portion  oi  the 
face  the  appearance  of  a  red  and  yellow  coat  ol  mail.  Even  at 
this  stage  nursing  is  not  interfered  with, 

♦Read  al  a  meeting  of  the  New  England  Hospital  Medical  S01  iety,  May, 
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While  these  changes  lake  place  in  the  lower  part  of  the  lace 
the  process  advances  in  other  areas  of  the  skin.  The  epidermis 
is  mi  ire  or  less  thickened  and  raised  up  from  the  cutis,  and 
thrown  into  folds  which  are  either  spontaneously  thrown  off  or 
may  be  easily  lifted  up  from  the  cutis  in  great  flakes.  In  this 
way  exfoliation  of  the  entire  body  occurs,  giving  an  appearance  as 
if  the  child  had  been  scalded.  The  cutis  is  dark  red,  in  some 
places  moist,  in  others  covered  with  thin  yellow  crusts.  Regen- 
eration may  occur  rapidly  and  in  seven  to  ten  days  the  epidermis 
in. i\    be  nearly  or  quite  normal  in  appearance. 

Ritter  calls  attention  to  the  fact  that  eczema  may  develop 
on  the  regenerated  skin,  and  as  sequelae  there  may  be  also 
furuncles,  abscess  of  the  cellular  tissue,  areas  of  local  inflamma- 
tion, and  sometimes  phlegmonous  infiltration  which  may  lead  to 
gangrene.  Pneumonia  and  diarrhea  are  occasional  sequelae. 
He  claims  that  relapses  are  rare  and  always  milder  than  the 
original  attack. 

The  foregoing  is  a  fairly  literal  translation  of  the  descriptive 
portion  of  Ritter's  article. 

From  the  time  this  article  appeared  in  [878  to  the  present 
day  there  has  been  much  diversity  of  opinion  as  to  the  exact 
nature  of  the  disease,  the  chief  point  of  dispute  being  its  relation 
to  Pemphigus. 

Pusey,  j  1  in  his  Principles  and  Practice  of  Dermatology,  savs: 
1  It  has  been  regarded  in  turn  as  pemphigus  foliaceous  (Behrend), 
as  an  exaggeration  of  the  physiological  exfoliation  of  the  new- 
born (Kaposi),  and  as  epidermolysis  (Caspary)." 

Ritter  claims  that  it  is  a  distinct  disease,  and  distinguishes 
it  from  pemphigus  by  the  erythema  accompanying  the  derma- 
titis, the  thickening  of  the  cast  off  epidermis  and  the  changes  in 
tin-  cutis;  also  In  the  absence  ol  the  characteristic  margins  of  the 
pemphigus  blebs.  He  regards  it  as  a  pyemic  process,  and 
thinks  the  disease  is  one  of  the  varied  forms  of  pyemic  infection 
of  the  new  born  and  sucklings;  also  that  it  has  something  in 
common  with  other  localization  of  pyemic  processes  in  puerperal 
■."in'  11 

Kaposi, (3  I  in  his  book  on  Pathology  and  Treatment  of  1  liseases 
of  the  Skill,  [905,  Says:  'I  ague  with  Von  Ritter  that  the 
affection  is  different  from  Pemphigus  foliaceous,  while  I  do  not 
believe  thai  it  is  a  pyemic  process,  l  regard  it  as  an  exaggeration 
of  tin-  physiological  exfoliation  of  the  epidermis  in  infants." 
Kaposi  describes  three  grades  oi  the  disease;  in  the  mildest  grade 
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there  is  diffuse  redness  of  the  general  integument  with  fine 
desquamation  of  the  epidermis,  more  marked  on  the  face  and 
joint  flexures.  It  gives  rise  torhagadesat  the  angles  of  the  mouth, 
eyes,  md  nares.  His  second  and  third  grades  differ  in  no  way 
from  Ritter's  description. 

Patek,  4  n  the  Journal  of  Cutaneous  Diseases,  1904,  gives 
a  good  and  full  description  of  the  disease,  with  a  report  of  one 
case;  he  distinguishes  it  from  pemphigus  foliaceous  and  claims 
that  its  clinical  history  surely  justifies  its  being  considered 
septicopyemic  in  orig  n. 

Dorland,  5)  in  an  article  published  in  1896,  gives^a  theory 
I  have  not  found  elsewhere;  he  reports  one  case  occurring  on  the 
seventh  day  of  life  and  running  an  uncomplicated  course.  When 
the  mother  was  at  the  end  of  the  seventh  month  of  pregnancy 
her  youngest  child  developed  a  mild  attack  of  scarlatina  winch 
ran  an  uneventful  course  and  was  followed  by  the  usual  amount 
of  desquamation.  Xo  untoward  symptoms  were  manifested 
by  the  mother  nor  did  she  notice  any  unusual  fetal  manifesta- 
tions Referring  to  this,  the  author  says;  "  [his  case  is  especially 
interesting  as  substantiating  the  theory  that  the  disease  in  ques- 
tion is  a  sequence  of  some  Minn  of  intrauterine  exanthem.  It 
is  believed  that  the  fetus  lias  been  the  subjeel  of  one  of  the 
exanthemata  in  a  mild  form,  the  cutaneous  lesion  of  the  disease 
only  manifesting  itself  some  days  after  birth.  The  fact  that 
another  child  in  the  family  had  suffered  from  scarlatina  during 
the  latter  months  of  gestation,  and  the  well-recognized  predispo- 
sition of  the  fetus  in  utero  to  acquire  the  zymotic  diseases, 
are  at  least  strong  reasons  for  believing  that  there  was  m  this 
instance  an  association  between  the  two  diseases 

However  plausible  this  theory  may  have  seemed  to  the  writer, 
.'  certainly  tails  to  apply  in  cases  where  the  dise.iM'  is  epidemic 
m  hospitals. 

Edgar,(6)  in  his  Practice  of  Obstetrics,  l;i\cs  the  following 
definition:  "An  exfoliative  process  in  the  skin  of  the  new  born 
which  is  beli(  ved  to  beat  the  same  relation  to  pemphigus  neon  1 
to  111 111  that  exfoliative  pemphigus  bears  to  common  pen  1  phi -us  in 
adult  lite."  Under  Etiolog)  he  si;ltes  th  ,i  the  disease  is  believed 
to  Ik-  due  entirely  to  septic  infection  of  the  child  from  the  maternal 
passages  1 1  n  un  midw  i\  es,  etc 

Elliott,(7)    i'l  a  most    able   article   published   in    1888,  gives  the 

following  points  in  distinguishing  it   from   pemphigus:      'From 
ts  jusl  given,  it  is  evident  thai  in  pemphigus  the  bullae 
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arc  the  essential  features  of  the  disease,  whereas,  it  has  already 
been  shown  that  in  the  dermatitis  of  Ritter  they  are  only  second- 
ary ami  not  a  necessary  factor;  the  extension  of  the  latter  over 
the  surface  is,  moreover,  independent  of  the  bulla?,  in  the  former 
dependent  upon  their  development;  and,  in  addition,  the  bullae 
of  Ritter's  disease  are  irregular  in  shape,  not  clearly  defined  01 
limited,  nor  separated  from  each  other  by  intervening  portions 
of  healthy  skin," 

Jacobi.(S)  in  his  Atlas  of  Dermachromes,  makes  no  mention  of 
Ritter's  disease;  he  gives  but  a  few  lines  to  pemphigus  neona- 
torum and  does  not  allude  to  the  exfoliative  form  of  the  disease. 
He  does  nol  consider  pemphigus  neonatorum  a  real  form  of 
pemphigus.  The  plate  illustrating  pemphigus  foliaceous  in  the 
adult  at  first  sight  suggests  Ritter's  disease,  but  there  are  more 
areas  of  healthy  skin  separating  well-defined  lesions. 

Luithlen(9)  in  1899  reported  a  few  eases  of  dermatitis  ex- 
foliativa, in  the  Archiv.  fur  Dermatologie  und  Syphilis.  In  this 
article  he  dwells  particularly  on  the  points  of  distinction  between 
Ritter's  disease  and  pemphigus;  among  other  things  in  pem- 
phigus there  is  no  ervthema,  the  beginning  of  the  disease  has  no 
•■cii  .if  predilection  (as  the  chin  and  mouth  region  in  Ritter's 
disease),  the  blebs  appear  on  normal  skin  and  are  sharply  de- 
fined. If  blebs  form  in  Ritter's  disease  they  are  situated  on 
characteristically  altered  skin,  are  irregular,  not  sharply  defined, 
Hid  often  contain  very  little  fluid. 

My  purpose  in  presenting  this  paper  is  to  show  how  Ritter's 
disease,  while  distinct  from  the  exfoliative  type  of  pemphigus,  is 
a  pyemic  process,  due  probably  to  the  same  organism  as  pem- 
phigus, staphylococcus  aureus,  and  to  point  out  the  necessity  for 
Strict  and  absolute  isolation  in  the  mildest  case  of  pemphigus 
occurring  in  a  maternity  hospital.  To  this  end  in  studying  the 
epidemic  here  reported  I  have  compared  not  only  the  cases  of 
tin-  disease  reported  by  the  various  authors  above  quoted,  but 
also  the  descriptions  of  eases  in  epidemics  of  true  pemphigus 
reported  by  several  authorities. 

E.  I..  Call  'on  in  an  article  on  Pemphigus  Neonatorum,  pub 
lished  in  [904,  speaking  oi  the  malignant  form  of  the  disease, 
says:  'The  most  extensive  report  of  these  severe  cases  is  found 
in  the  Archiv.  fur  Kinderheilkunde  [900,  reported  bj  Prof.  Bloch. 
A. series  of  aboul  twenty  111  were  observed  by  himinafound- 
ling  hospital.  All  were  fatal.  Some  writer:  refuse  to  class  these 
casi      as   pemphigus,    and    consider    them   as   'dermatitis    exfoli 
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ativa.'  In  support  of  the  opinion  that  these  are  really  a  severe 
form  of  pemphigus.  Prof.  Bloeh  states  that  large  numbers  of  the 
milder  form  of  undoubted  pemphigus  occurred  in  the  hospital 
at  the  same  time." 

Schwartz(n)  in  1908  describes  an  epidemic  of  pemphigus 
neonatorum  comprising  twenty-seven  cases.  Under  diagnosis 
he  says:  "The  lesions  were  solely  vesicular  or  bullous;  there  was 
no  tendency  to  ring-like  configuration,  the  eruption  appeared 
first  and  was  always  most  abundant  around  the  axilla?  and 
groins;  the  skin  surrounding  the  bullae  was  not  erythematous." 

Xo  case  among  the  twenty-seven  resembled  those  of  Ritter's 
disease  in  the  present  series,  but  the  plates  are  very  similar- 
looking,  except  for  more  healthy  skin  between  the  ruptured 
blebs  and  a  more  moist  appearance. 

Shukowsky.i  12)  of  St.  Petersburg,  published  in  io<>s  an  article 
on  Pemphigus  Neonatorum  Acutus.  He  has  seen  several  epi- 
demics, but  none  of  the  cases  he  describes  resemble  those  here 
reported. 

Leiner.113)  in  an  article  entitled  "  Ueber  Erythrodermia 
desquamativa,  eine  eigenartige  universelle  Dermatose  der 
Brustkinder, "  describes  a  disease  similar  to  Ritter's  but  occurring 
in  children  a  little  older,  more  chronic  in  its  course,  and  of  a 
seborrheic  nature.  He  claims  that  many  of  the  cases  in  the 
literature  described  as  Ritter's  disease,  correspond  more  to  those 
which  he  reports.  He  considers  Ritter's  disease  the  severest 
form  of  pemphigus  contagiosus  neonatorum.  His  description 
of  it  is  taken  verbatim  from  Ritter's  original  article.  The 
erythrodermia  desquamativa  which  he  reports  In-  attributes  \<> 
autointoxication  from  intestinal  disturbance,  though  lie  states 
thai  the  etiology  is  nut  definitel)  determined. 

Spencer, (14)  of  Sydney,  New  South  Wales,  described  in  [899 
a  disease  which  he  called  dermatitis  exfoliativa  multiformis. 
This  «as  a  highly  contagious  affection  of  the  new  born  accom 
panied  by  exfoliation  of  the  skin.  There  was  no  definite  initial 
lesion,  the  disease  beginning  as  an  erythema,  macule,  papule, 
vesicle,  bulla,  or  pus tuk'.  He  compares  the  disease  with  Ritter's, 
but  considers  it  a  different  infection. 

Bactet  II"    organism    most    commonly    found    is    the 

staphylococcus  aureus.  Riehl  alone  claims  the  discovery  of  a 
fungus  which  he  concludes  is  the  cause 

Paitk  in  Ins  case  found  in  the  smears  from  vesicles  multi- 
nucleated   nils   containing  diplococci,   which  in  their  grouping 
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and  morphology  closely  resembled  gonococci.  Some  of  the 
cocci  were  very  minute  and  free  in  the  plasma.  Cultures  showed 
diplococci  for  the  most  part  very  small,  but  a  few  larger  ones. 

The  most  extensive  report  of  the  pathological  study  is  given 
by  Winternitz  in  his  paper  entitled  "  Kin  Beitrag  znr  Kenntnis 
der  Dermatitis  Exfoliativa  Neonatorum"  (Ritter).  He  had 
two  i  ases  of  the  disease  and  the  use  of  anatomical  material  I  rum 
a  third  case  after  death. 

Cultures  from  the  blood  in  a  case  where  there  was  elevation 
ui"  temperature  gave  the  staphylococcus  aureus  and  albus,  but 
experiments  in  dogs  were  negative  with  the  staphylococcus 
albus  and  positive  with  staphylococcus  aureus,  which  was 
recovered  in  pure  culture  from  an  abscess.  Precautions  were 
taken  to  thoroughly  disinfect  the  skin  before  procuring  the 
blood.  Sections  of  the  skin  showed  organisms  corresponding  in 
size,  form,  and  staining  properties  to  staphylococci.      The  author 


i  1.      Ilea] 


is,  abdomen,  an<!  le 


recognizes  that  his  material  was  insufficient  for  any  definite 
conclusion  to  be  drawn,  and  also  thai  it  is  questionable  whether 
the  organisms  found  in  the  blood  were  the  cause  of  the  disease, 
or  whether  the  staphylococci  entered  the  blood  from  the  skin 
during  the  process  i >i   the  disease. 

In  the  epidemic  here  repotted  cultures  were  taken  from  the 
pemphigus  blebs  from  the  secretion  in  the  eyes,  and  from  the 
affected  skin  in  the  cases  of  Ritter's  disease;  all  showed  the 
staphylococcus  aureus. 

Casi  1.  Baby  W., colored,  male,  weight  at  birth  3,250  grams. 
Born  February   13.     History  uneventful  until  the  seventh  day 
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of  life  when  the  skin  about  the  mouth  and  chin  became  inflamed 
and  rough.  Three  days  later  crusts  formed  on  these  areas, 
and  the  inflammation  was  extending  rapidly. 

On  February  24,  the  child  was  transferred  to  another  building. 
At  this  time  the  whole  face  and  body  were  involved;  much  of  the 
epidermis  was  already  lost;  the  forehead  was  scaling  and  crusted; 
eves  swollen  an  I  looked  sore.  Over  chest  and  back  the 
dermis  was  exposed  over  large  areas  from  the  exfoliation  of  the 
epidermis.  The  following  day  the  epidermis  of  the  hands  was 
exfoliated.  The  legs  were  affected  last  of  all.  Even  at  the 
height  of  the  disease  the  child  nursed  well  and  gained  in  weight. 
The  temperature  remained  normal.  Regeneration  of  the 
epidermis  took  place  fairly  rapidly.  Fig.  1,  from  a  photo- 
graph   taken    on    March    7.    shows  healing    areas    on    forehead. 


Fig.  2. — Case  IT.     Healing  area  on  forehead.     Denuded  are 
arm,  and  1  besl    si ing  highl)  inflamed  cutis. 


forearms,  abdomen,  and  legs.  The  lower  pari  of  the  lace  is 
entirely  healed.  The  child  was  discharged  a  few  days  later,  the 
skin  normal  in  appearance  except  for  some  scales  remaining  ovei 
the  forehead  and  scalp. 

Case  II  Baby  J.  Horn  February  17.  female,  white,  weighl 
5,200  grams.  Normal  delivery.  History  unimportant  for  first 
week.  1  in  February  24,  the  eighth  day,  the  following  note 
apprais  iii  the  history:  baby  seems  in  good  condition  except 
that  the  face  is  chapped 

February  26  Face  is  quite  chafed,  especially  the  chin  and 
an  iund  1  he  mi  iuth 

March  1  Crusts  have  formed  on  chin  and  around  the  mouth. 
and  the  whole  face  is  reddened       Baby  nurses  well  and  lias  gained 

rams  in  last  two  days.      Eyes  are  a  little  reddened,  but  there 

is  ii"  »ecreti  m 

March  2.  rhere  is  considerable  secretion  in  the  eyes,  but 
the  conjunctivae  arc  not   inflamed. 
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March  3.-     The  forehead  is  covered  with  liny  blisters. 

March  4. — The  face  looks  better,  but  in  the  axilla-  and  on 
shoulders  and  forearms  are  large  irregularly-shaped  inflamed 
in  as  The  face  is  better,  but  the  epidermis  is  off  of  the  areas 
in  axilla-  and  shoulders. 

March  6.  At  this  time  the  child  presented  a  most  pitiable 
appearance  (see  Figs.  2  and  3).  The  mouth  area  first  affected 
was  marly  healed,  but  the  forehead  was  covered  with  yellowish 
crusts,  eyelids  swollen,  the  entire  skin  highly  inflamed,  the 
epidermis  exfoliated  in  sheets  from  the  arms,  chest,  upper  back, 
neck,     and    under    the    chin.      The    intensely    hyperemic     cutis 


[  Case  n.     Denuded  ai 


was  fissured,  and  exuded  a  watery  secretion.  The  child  appeared 
\it\  ill  and  toward  nighl  refused  its  Feeding  The  secretion 
which  earlier  in  the  day  was  profuse  enough  to  saturate  the 
clothing,  ceased  toward  night,  leaving  the  denuded  areas  quite 
dry.  Early  the  nexl  morning  the  child  began  vomiting,  first 
green,  then  bright  yellow  fluid.  This  poured  from  the  mouth 
and  nose  at  frequent  intervals  during  the  morning  and  the  child 
expired  about  noon.*  The  accompanying  photographs  were 
taken  shortly  before  death.     Autopsy  was  not  permitted. 

Case  III.'    Baby  McG.     While.     Born  February  26      Male, 
weight    j  1.50  grams      Deliver}   normal.     On  March  3  then 
considerable  nasal  secretion,  but  condition  otherwise satisfai  tor) 
On   March  6,   the  ninth  day  of  life,   the  tare   was  quite  chafed 

♦The  twelfth  day  from  the  first  appearance  of  the  disea 
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around  the  mouth  and  chin,  but  the  baby  nursed  well  and  its 
general  condition  was  good.  Three  days  later,  March  9,  the 
whole  face  looked  chapped,  and  crusts  were  forming  on  the  skin. 
During  the  next  few  days  the  whole  face  became  intensely  red 
and  covered  with  crusts.  On  .March  17,  an  injection  was 
given  of  vaccine  containing  25,000,000  of  the  staphylococcus 
aureus. 

The  temperature  remained  normal  and  the  child  nursed  well. 
(This  case  was  not  followed  to  complete  recovery  as  the  mother 
was  anxious  to  return  home  as  soon  as  improvement  began.) 

Cam-:  IV.— Baby  W.  White.  Born  March  1.  Male,  weight 
2.900  grams.  Normal  delivery.  On  March  6,  the  sixth  day  of 
life,  the  face  became  red,  and  chafed-looking;  the- condition 
rapidly  grew  worse,  and  by  March  1  1  had  extended  over  the 
entire  body,  but  the  child  was  still  able  to  nurse  and  its  general 
condition  was  good.  The  eyes  were  swollen  and  contained 
secretion,  and  were  kept  closed  most  of  the  time.  The  appear- 
ance of  the  child  by  March  15  (nine  days  from  the  onset'  was 
pitiable  in  the  extreme;  the  lace  still  swollen  and  intensely 
inflamed,  with  beginning  exfoliation  of  the  epidermis,  crusts, 
etc.  On  March  17,  the  child  vomited  several  times,  and  the 
following  day  barley-water  alone  was  retained.  At  this  time 
exfoliation  had  begun  over  the  body  and  the  child  was  very  ill 
and  listless.  The  temperature  was  normal.  An  injection  of 
staphylococcus  aureus  vaccine  was  given,  but  the  following  day 
the  mother  took  the  child  from  the  hospital. 

Case  Y.— Baby  C.  White.  Born  March  5.  Male,  weight 
2,855  grains.  Normal  delivery.  Child  was  rather  feeble  and 
ran  a  slight  temperature  on  the  third,  fourth,  and  fifth  days  of 
life.  On  March  17,  the  twelfth  day  of  life,  the  chin  and  left 
cheek  appeared  chafed,  the  condition  rapidly  grew  worse,  the 
inflammation  spread  over  the  entire  face,  a  large  ana  appeared 
on  the  back  of  the  neck  and  one  around  the  umbilicus.  I  lieu 
was  no  formation  of  blebs  as  in  pemphigus,  the  legions  appearing 
always  as  a  reddening  and  roughening  of  the  skin  as  if  chapped 
By  March  21  crusts  had  formed  on  the  chin  and  cheeks. 
Convalescence  was  rapid  in  this  case,  and  by  March  25  the  skin 
was  almost  entirely  clear.  There  was  no  rise  of  temperature 
during  the  disease. 

Case  VI  Bab)  McM.  White.  Horn  March  2.  Male, 
weight  2,980  grams.  Normal  delivery.  On  March  (6,thefour- 
teenth  day  of  life,  the  skin  about  the  mouth  became  chapped 
and  inflamed,  and  there  was  some  secretion  in  the  left  eye.  I  he 
inflammation  increased  in  intensitj  and  spread  over  the  face, 
back  of  neck  and  appeared  also  in  the  folds  oi  the  groin.  By 
March  in,  tiusts  had  formed  on  the  face.  I  lie  following  da) 
the  mothei  took  the  child  from  the  hospital  against  advice. 
I  here  was  no  elevation  of  temperature  dining  the  attack. 

Casi  VII  BabyM.  White  Born  March  16,  Male,  weight 
3,440  grams      Delivery  normal,     (in   March   23,  eighth  day  oi 
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life,  the  chin  became  quite  red  and  chafed -looking.  Two  days 
later  a  small  pemphigus  bleb  appeared  on  the  abdomen.  On 
March  27,  the  whole  face  was  very  red  and  exfoliation  occurred 
on  the  chin  and  forehead.  The  skin  of  the  entire  body  was 
markedly  hyperemic  and  several  small  pemphigus  blebs  were 
seen  on  the  abdomen.  This  is  the  only  case  where  the  two 
3  were  present  at  the  same  time,  though  there  were  cases 
of  pemphigus  in  the  house  as  will  be  shown  later.  At  this  time, 
March  27,  an  injection  was  given  of  the  staphy  ococcus  vaccine 

containing  25,1 ,1  n  h 

1  in  March  28,  great  sheets  of  skin  were  peeling  off  of  the  body 
and  legs,  but  not  in  the  region  of  the  pemphigus  blebs,  and  there 
\\a>  no  bleb  formation  at  all  in  the  exfoliating  areas.  The 
accompanying  photographs,  Figs.  4  and  5,  were  taken  on  March 


Case  VII.     Exfoliation  of  the  epidermis  on  arm,  abdomen,  and  thigh. 


29,  and  give  a  fair  idea  of  the  size  ol  the  denuded  anas.  The 
child  did  not  seem  ill.  and  nursed  well.  <  >n  March  31,  the 
condition  had  improved  somewhat,  the  lace  looked  better,  but 
exfoliation  continued  over  the  trunk  and  extremities.  The 
new  skin  was  quite  dry  and  very  red.  A  second  injection  of 
vaccine  was  given  containing  30,000,000   organisms.     A    third 

injection  of     was  given  on   April  4.      The  condition 

improved  rapidly,  and  the  skin  was  almost  entirely  normal  in 
appearance  when  the  child  was  discharged  on  April  6.  The 
temperature  was  normal  except  tor  a  slight  rise  I  [Ol  1  on  April  2 
and  5.  Although  the  exfoliation  in  this  case  involved  prac- 
tically the  entire  body  the  infection  seemed  less  virulent  than  in 
the  foregoing  cases.  Whether  this  was  due  to  the  vaccine 
treatment,  or  whether  the  exciting  organism  had  lost  some  of 
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its  virulence  is  hard  to  state.  :;     The  next  and  last  case  makes  the 
latter  theory  the  more  plausible. 

Case  VIII.— Baby  I.  White.  Born  .March  20.  Male, 
weight  3. Soo  grams.  Normal  delivery.  On  March  30,  tenth 
day,  a  small  red,  rough  area  appeared  on  the  baby's  chin.  This 
became  larger  and  more  irritated  the  next  day,  and  around  the 
nail  on  one  finger  was  a  slight  purulent  infection.  On  April  2 
crusts  formed  on  the  chin,  and  this  irritation  spread  over  the  face. 
(  )n  April  S,  a  small  area  of  irritation  appeared  about  the  genitals. 


Fig.  ;.    -Case  VII.     Exfoliation  of  epidermis  in  sheets  ind  thighs 


The  epidermis  was  thrown  off  in  characteristic  way  from  the 
face,  forehead,  scalp,  and  genitals,  leaving  the  new  skin  smooth 
but  very  red.  There  was  ii"  rise  of  temperature,  and  on  April 
10  the  child  was  discharged  in  good  condition 

It  will  l>e  seen  that  in  all  these  cases  the  disease  invariably 
began  about  the  mouth  and  chin,  a  redness  and  roughening 
that  quickly  changed  to  an  inflammation  extending  jover  the 
entire  face  and  involving  to  a  greater  01  less  extent  the  trunk 
and  extremities.  On  tin-  third  day  crusis  formed  on  tin-  areas 
lii-t  affected  I  he  disease  ran  an  afebrile  course,  ami  there  were 
no  notably  subnormal  temperatures.  Seven  of  tin-  eigh)  cases 
were  males,  illustrating  well  the  predisposition  noticed  l>\  Rittei 
The  proportion  of  males  to  females  born  during  this  period  was 
twenty-nine  to  thirty.  For  the  most  pari  the  infants  nursed 
well  and  retained  the  feedings,  ["here  was  no  apparent  itching 
■  1;  tin  skin.     In  ever)  case  the  regenerated  epidermis  was 

1  ' 
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but  intensely  red,  and  in  no  case  was  there  a  return  of  the  lesion 
mi  the  new  skin.  The  scalp  was  always  the  last  area  to  entirely 
clear,  as  in  this  region  a  seborrheic  condition  succeeded  the 
initial  inflammation. 

In  Case  VII  several  typical  pemphigus  blebs  appeared  coinci- 
dently  with  the  outbreak  of  the  dermatitis;  these  were  all  small, 
healed  quickly,  did  not  coalesce,  and  had  disappeared  entirely 
before  the  exfoliation  began  on  the  portion  of  the  trunk  where 
the)  I'.ad  been  situated.  This  is  the  (inly  case  in  the  series  show- 
ing  any  pemphigus  lesions. 

All  the  mothers  nursed  their  infants  and  throughout  the 
epidemic  there  was  no  case  of  maternal  infection  of  any  sort. 
In  the  case  where  the  mouth  condition  was  extremely  bad,  a 
glass  nipple  shield  was  used  as  a  safeguard  for  the  mother.  The 
criticism  may  be  raised  that  these  were  not  true  cases  of  Ritter's 
disease  inasmuch  as  there  was  a  somewhat  less  sudden  return  to 
tin  normal  skin  condition,  and  also  because  of  the  low  mortality. 

1 1  is  generally  conceded  that  in  the  dry  form  of  the  disease 
the  process  is  slower  than  where  there  is  extensive  formation  of 
bulla-  As  to  tin-  mortality,  all  authors  speak  of  it  as  about  50 
per  cent.,  bin  stale  further  thai  death  does  not  necessarily  occur 
from  the  immediate  effects  of  the  dermatitis,  but  may  follow  some 
weeks  later."  It  is  too  soon  to  claim  that  the  mortality  in  this 
epidemic  was  only  25  percent. 

In  111  attempt  to  trace  the  origin  of  the  disease  I  have  consulted 
tin  histories  of  all  infants  born  during  the  months  from  Novem- 
ber to  April,  inclusive.  In  tabulating  the  cases  I  have  included 
every  one  in  which  was  mentioned  even  a  single  pimple  anywhere 
on  the  child's  body.  Such  a  lesion  often  proves  to  be  of  no 
importance,  but  the  muses  are  required  to  report  011  then  chai  ts 
the  slightest  departure  from  the  normal. 

During  November  and  December  there  were  seventy-seven 
births  Of  these  five  infants  were  reported  as  having  one  or 
more  pimples,"  four  had  'pustules,"  three  had  pemphigus, 
two  had  "irritated  faces,"  and  five  had  " sore  fingers."  Two 
of  the-  cases  included  as  pemphigus  were  very  mild,  one  bleb 
the  third,  however,  was  a  definite  case  of  the  disease. 
The  child  was  bom  on  December  5.  On  December  [3,  a  bleb 
llii  size  of  a  dime  appealed  on  the  abdomen  just  below  the 
umbilicus.  On  1  lecember  2  1 .  numerous  blebs  were  present  on  the 
abdomen  and  thighs.  This  case  was  separated  from  the  other 
1  VII. 
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infants  and  not  weighed  on  the  nursery  scales  after  the  first 
bleb  appeared  on  December  13.  It  remained,  however,  in  the 
maternity  building  until  discharged  on  December  14.  During 
January  there  were  thirty-five  births,  among  these  one  infant 
had  a  "pustule,"  three  had  pemphigus,  and  a  fourth  developed 
the  disease  after  leaving  the  hospital,  six  had  irritated  faces, 
one  had  a  sore  finger.  Two  of  the  pemphigus  cases  were  very 
mild,  but  the  third  had  numerous  lesions  and  was  transferred 
to  another  building. 

In  Februarv  there  were  thirty-six  births;  among  these  five 
infants  had  pustules,  four  had  pemphigus,  five  had  irritated 
faces,  two  had  sore  fingers,  three  had  Ritter's  disease,  while  a 
fourth  case  might  be  included,  if  we  accept  Kaposi's  classifica- 
tion in  three  grades. 

During  March  there  were  forty-nine  births;  of  these  two 
infants  developed  "pustules."  five  had  pemphigus  (one  of  these 
was  a  case  of  congenital  syphilis  with  the  eruption  present  at 
birth),  four  had  irritated  faces,  four  infected  lingers,  live  had 
Ritter's  disease,  and  a  sixth  case  is  questionable.  During  all 
this  time  the  health  of  the  mothers  was  excellent. 

In  January  one  case  of  pemphigus  and  in  February  one  case 
of  pemphigus  and  the  first  case  of  Ritter's  disease  were  trans- 
ferred to  another  building  when  the  lesions  were  well  pronounced. 
Until  March,  however,  the  infants  with  one  or  two  pustules,  pim- 
ples, sore  lingers  1  paronychia),  and  irritated  faces  were  not 
strictly  isolated.  The  nurseries  were  fumigated  from  time  to 
time. 

In  the  New  England  Hospital  the  babies  are  kept  each  in  its 
own  crib,  in  three  large  sunuv  nurseries;  these  communicate 
wilh  each  other,  and  each  also  opens  into  the  corridor.  1  he 
bath  tul),  dressing  table,  scales,  etc.,  are  in  the  middle  room 
At  nursing  hours  the  infants  are  taken  to  their  mothers  in  the 
wards.  I  lie  infants  are  cared  im  by  special  nurses  not  en 
in  general  ward  work. 

The  maternity  building  forms  three  sides  of  a  square.  The 
nurseries  and  two  wards,  one  of  three  and  one  of  six  beds,  occupy 

the    middle    <n    SOUth    wing.       The    east    wing    emisists    nl    private 

i>i  semiprivate  (two-bedded)  rooms;  the  west  wing  of  three 
bedded  rooms  and  a  convalescenl  ward  of  six  beds  Patients 
remain  in  the  hospital  an  average  of  twenty  days 

During  the  fust  week  of  March,  the  nurseries  were  again 
fumigated,  and  one  of  the  rooms  taken  foi  an  isolation  ward;  in 
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this  room  every  infant  presenting  the  slightest  lesion  was  placed. 
Special  nurses  cared  for  them  and  they  used  nothing  in  common 
with  the  healthy  infants,  but  at  nursing  hours  they  were  carried 
through  the  corridor  to  their  mothers,  some  of  whom  occupied 
rooms  in  common  with  the  mothers  of  healthy  infants. 

This  was  a  possible  means  of  spreading  infection ;  moreover, 
fresh  lesions  would  crop  out  in  the  clean  nurseries  from  day  to 
day,  necessitating  removal  of  an  infant  to  the  isolation  ward, 
so  that  it  soon  became  evident  that  more  stringent  measures 
were  necessary.  The  nurseries  were  then  closed.  Each  infant 
had  its  crib  by  the  mother's  bed.  All  cases  having  the  slightest 
skin  infection  of  any  nature  were  placed  with  their  mothers  in 
the  west  wing,  and  all  absolutely  clean  cases  in  the  east  wing 
of  the  building.  A  separate  corps  of  nurses  was  on  duty  day  and 
night  in  the  two  wings.  All  infants  developing  fresh  lesions 
in  the  clean  wing  were  at  once  transferred,  with  their  mothers, 
to  the  isolated  wing;  here  all  bedding,  both  mother's  and  infant's, 
and  all  the  body  clothing  of  both  were  separated  from  the 
common  laundry  and  received  special  attention. 

The  scales  for  weighing  the  infants,  after  thorough  disinfection, 
were  placed  in  the  confinement  suite.  An  infant  was  weighed 
immediately  after  delivery,  but  not  again,  as  even  in  the  clean 
wing  no  child  was  taken  from  its  mother's  room  for  any  purpose. 
No  articles  were  used  in  common,  even  by  the  healthv  babies. 
They  were  bathed  with  sterile  oil,  poured  from  a  bottle  onto 
pledgets  of  cotton,  not  into  a  dish  into  which  the  pledgets  could 
be  dipped.  This  strict  isolation  necessitated  a  much  larger 
corps  of  nurses  and  the  strictest  of  supervision,  but  its  success 
can  be  judged  when  of  fifty-nine  infants  delivered  from  March 
31  to  the  date  of  writing,  May  15,  there  has  been  not  a  single 
case  of  sore  finger,  pimple,  pustule,  pemphigus,  or  Ritter's 
disease.  The  nurseries  were  again  opened  toward  the  latter 
pail  cif  April,  and  all  infants  delivered  after  the  (late  of  opening 
were  placed  in  them,  but  no  infant  that  had  been  in  the  wards, 
even  though  perfectly  healthy,  was  admitted  to  the  nursery, 
and  separate  muses  were  employed  until  the  last  infant  had 
lelt  the  wards.  Daily  weighing  was  again  resumed  in  the 
nurseries. 

I  he  nature  of  tin-  lesions  presented,  the  presence  at  the 
same  time  and  previously  of  many  oases  of  pemphigus,  mild  and 
moderate  in  grade,  and  also  of  paronychia  and  minor  pus  lesions, 
and    the    simultaneous  disappearance   of  all    pyemic   processes 
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after   strict    isolation  was  practised  have  led   to  the  following 
conclusions : 

i.  Dermatitis  exfoliativa  neonatorum  is  not  synonymous  with 
pemphigus. 

2.  It  bears  a  very  close  relation   to  pemphigus  neonatorum 
and  may  occur  during  epidemics  of  pemphigus. 

3.  It  is  a  highly  contagious  disease,  demanding  isolation  when 
occurring  in  maternity  hospitals. 

4.  The  exciting  organism  is  probably   the  same  as   that  of 
pemphigus,  the  staphylococcus  aureus. 
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(Continued  from  August.) 
PRELIMINARY    REPORT    OF    METABOLISM    OF    DIPHTHERIA. 

Dr.  John  Howland,  New  York,  said  that  his  studies  of  met- 
abolism of  diphtheria  were  undertaken  with  the  desire  to  inves- 
tigate what  metabolic  disturbances  might  be  produced  during  the 
course  of  diphtheria  and  to  throw  some  light  upon  the  obscure 
and  fatal  combination  of  symptoms  usually  ascribed  to  pneu- 
mogastric  paralysis.  From  the  evidences  that  they  had,  there 
seemed  reason  to  doubt  that  vomiting,  abdominal  pain  and  slow 
pulse  were  due  to  degeneration  of  the  vagus.  If  they  were  due 
to  degeneration  of  the  vagus,  they  should  expect  to  find  these 
svmptoms  with  the  degeneration,  and  the  nerve  should  be  found 
to  be  normal  when  these  symptoms  were  absent.  But  such  was 
not  the  case.  .The  pneumogastric  nerve  was  found  to  be  degen- 
erated in  practically  every  fatal  case  of  diphtheria.  These  changes 
were  found  without  regard  to  any  associated  symptoms.  He  had 
found  the  nerve  degenerated  in  diphtheria  when  there  was  no 
reason  on  clinical  grounds  to  believe  that  it  was  affected.  The 
vagus  was  also  affected  or  degenerated  at  times  when  bacterio- 
logically  there  were  no  evidences  of  diphtheria  and  no  clinical  rea- 
son to  suspect  its  involvement.  The  slowness  of  the  pulse,  in- 
stead of  its  rapidity  that  one  would  expect,  and  the  fact  that 
bradycardia  could  not  be  prevented  by  doses  of  atropine,  still 
further  discredited  pneumogastric  degeneration  as  a  causal 
factor. 

In  febrile  affections  there  was  excessive  excretion  of  the  uri- 
nary nitrogen;  concerned  in  this  were  two  separate  factors,  the 
pyrexia  and  the  infectious  agent.  It  was  exceedingly  difficult 
to  separate  the  two,  and  to  find  pyrexia  without  infection,  or 
infection  without  pyrexia.  For  this  reason  they  were  usually 
discussed  together.  There  was  no  strict  parallelism  between  the 
height  of  the  fever  and  the  amount  of  proteid  destruction  with 
its  excessive  nitrogen  elimination.  In  general,  however,  excess- 
ive nitrogen  falls  with  the  temperature,  but  it  might  continue  for 
several  days  even  after  the  normal  temperature  had  been  reached. 
Attention  was  called  first  to  the  total  nitrogen  excretion  in  a  few 
patients  that  had  been  studied  as  to  intensity  and  duration  of 
the  excretion.  It  might  thus  be  seen  that  during  the  course 
of  diphtheria  there  might  be  a  very  great  loss  of  nitrogen  due  to 
the  effect  of  the  toxemia  alone,  and  this  loss  might  continue  fai 
on  into  convalescence.  It  would  appear,  therefore,  that  coin 
cident  with  the  albuminuria  there  was  a  great  destruction  of 
body  protein  which  took  place  in  the  muscles  and  parenchyma- 
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tous  organs  and  probably  in  the  kidney  itself,  and  the  albuminu- 
ria might  be  only  an  expression  of  the  injury  done  to  the  kidney 
cells  by  which  they  were  rendered  less  efficient  for  a  time,  and 
allowed  the  serum  albumin  to  pass  through  into  the  urine. 

Kreatin  was  a  substance  found  in  muscle  and  present  in  the 
urine  when  kreatin  was  contained  in  the  food,  but  when  the  diet 
was  free  from  kreatin  there  should  be  only  a  trace  or  none  at  all. 
With  the  destruction  of  muscles  that  took  place  in  fever  and 
cachectic  processes  kreatin  appeared  in  the  urine.  Very  con- 
siderable quantities  of  kreatin  found  in  the  cases  reported  in- 
dicated that  destruction  of  the  striped  muscle  was  in  progress. 
So  far  as  the  undetermined  and  ammonia  nitrogen  was  con- 
cerned there  was  nothing  decidedly  abnormal.  Nothing  had 
been  done  to  make  it  appear  that  there  was  a  marked  and  pro- 
longed excretion  of  nitrogen  evidently  due  to  the  toxemia  that 
would  have  developed  an  albuminuria;  there  was  evidence  of 
great  destruction  of  the  body  protein  and  that  destruction  of 
striped  muscle  took  place  even  when  the  temperature  was  normal 
was  shown  by  the  excessive  kreatin  excretion. 

ATRESIA    OF    THE    DUODENUM. 

Dr.  Roland  G.  Freeman,  New  York,  said  that  the  report  of 
this  case  made  sixty-three  that  had  been  recorded.  The  cause 
of  this  condition  was  unknown,  but  among  the  etiological  factors 
had  been  mentioned  syphilis  and  pressure  upon  the  head  of  the 
pancreas.  The  subject  of  this  report  was  a  male  child,  born  of  a 
primipara  parent  who  went  through  her  pregnane)  without  any 
symptoms.  The  child  was  asphyxiated  at  birth.  Within 
twenty-four  hours  the  child  presented  no  untoward  symptoms. 
On  the  second  day,  after  nursing,  it  was  noted  that  no  urine  was 
passed  and  the  baby  vomited  fluid  matter  of  a  dark  green  color. 

<  >n  the  third  day  there  was  no  vomiting.  Mucus  was  passed 
by  the  bowels  and  the  child  was  jaundiced.  The  patient  was 
fed  with  breast-milk  as  well  as  a  modification  of  cow's    milk. 

<  )n  the  fifth  day  the  vomiting  continued  and  the  jaundice  was 
marked.  The  stomach  was  then  washed  out.  <  >n  the  sixth 
day  the  child  did  not  seem  to  be  fit  for  operation  and  on  the  eighth 
da\  n  did  fairly  well.  <  >n  the  ninth  day,  however,  the  child 
grew  decidedl)  worse  and  on  the  tenth  day,  died.  The  tempera- 
ture had  never  been  above  99. 

At  autopsy  there  was  found  a  small  stricture  or  constriction 
and  the  esophagus  was  dilated  above  that  stricture.  The  duo 
denum  near  thai  constriction  was  bound  By  adhesions.  The 
walls  of  the  stomach  were  thickened.  The  stenosis  ol  the 
esophagus   was   complete,  and   surrounding   it    was   connective 

tissue. 

\    SPECIMEN    OF    FORMED    MECONIUM    SIMULATING    [NTESTINE. 

Dr.  Freeman  said  that  one  year  ago  he  was  called  in  con- 
sultation to  see  a  baby  wit  h  what  was  supposed  to  be  a  protrusion 
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of  the  bowel  from  the  anus;  the  protruded  part  had  turned  black. 
Otherwise  the  child  was  in  very  good  condition,  being  a  robust 
baby.  Dr.  Freeman  found  a  cylindrical  coil  one-half  inch 
thick  and  eight  inches  long  protruding  from  the  anus.  It  was 
dark  greenish  in  color,  which  was  characteristic  of  meconium. 
With  gentle  manipulation  he  separated  this  coil  and  found  it  to  be 
meconium. 

Dr.  Rotch  said  that  congenital  strictures  of  the  duodenum 
were  fairly  rare,  but  that  cases  occurring  in  young  children  or 
babies  with  symptoms  of  stricture  of  the  duodenum  were  not  so 
very  rare.  It  was  very  important  that  a  diagnosis  should  be 
made  of  pyloric  obstruction  and  stenosis  of  the  duodenum  and 
volvulus  and  twist  of  the  intestine.  Many  of  these  cases  could 
be  saved  if  a  diagnosis  had  been  made.  Dr.  Rotch  had  had 
eases  of  twisting  of  the  omentum  twice  on  its  axis,  where  opera- 
tive procedure  had  relieved  it.  He  believed  strongly  in  opera- 
tive measures  in  children,  but  a  great  point  was  in  making  a 
correct  diagnosis. 

CONGENITAL    MALARIA. 

Dr.  Frank  S.  Meara,  New  York,  read  a  paper  which  dealt 
with  cases  of  so-called  congenital  malaria,  and  the  question 
arose  whether  there  was  such  a  thing.  He  reported  the  case  of  a 
child,  born  in  the  fall  on  Long  Island.  There  had  been  a  cold 
winter  The  child  was  apparently  healthy  at  birth.  On  the 
tenth  day  he  became  sick  and  was  brought  to  the  wards  of 
Bellevue  Hospital  with  what  was  supposed  to  be  a  hernia. 
This  hernia  proved  to  be  a  spleen,  which  filled  one-half  the 
abdominal  cavity.  An  examination  of  the  blood  of  this  child 
showed  a  tremendous  number  of  parasites.  The  mother's 
blood  showed  the  same.  The  child  died.  Dr.  Meara  believed 
that  such  a  child  was  either  affected  in  the  ordinary  way,  or  else 
was  inoculated  by  the  maternal  blood  in  the  act  of  parturition. 
It  was  fair  to  assume  the  possibility  of  separation  of  the  placen- 
tal membranes  with  inoculation  following.  We  believed  that 
this  was  a  ease  of  congenital  malaria  occurring  during  the  act  of 
parturition. 

THE    SO-CALLED    THYMUS    DEATH,    WITH    AN    ACCOUNT    OF    SEVEN 
CASES    OF    SUDDEX     DEATH    IX    ONE    FAMILY. 

Dr.  J.  P.  Crozee  Griffith,  Philadelphia,  said  that  in  April, 
[907,  he  had  been  called  in  consultation  to  see  a  child  who  was 
three  months  ol  age  and  who  only  had  a  bronchitis  at  that  time. 
It  was  the  seventh  child  in  the  family,  was  well  nourished,  but  on 
account  of  the  fate  of  the  other  children,  the  parents  dreaded 
what  might  happen.  The  child  was  breast-fed  for  three  weeks 
and  then  was  weaned  gradually.  When  three  months  oi  age 
a  diagnosis  of  a  mild  bronchitis  was  made.  The  possibility  of 
status  lymphaticus  was  considered.  Soon  the  lips  and  ex- 
tremities became  livid  and  there  appeared  harsh  respirations  on 
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both  sides  of  the  chest.  The  dyspnea  continued  and  the  child 
soon  died.  The  thymus  gland  was  enlarged,  weighing  27  grams. 
There  was  hypostatic  congestion  of  both  lungs.  The  heart  was 
large,  but  without  valvular  lesions.  The  bronchial,  mesenteric 
glands  and  spleen  were  enlarged. 

In  this  family  there  had  been  eight  children  and  all  but  one 
breast-fed,  and  yet  only  one  was  alive  at  the  time  of  writing. 
The  clinical  histories  in  all  the  cases  that  died  were  nearly  identi- 
cal. The  tenth  child  was  now  soon  to  be  born  and  Dr.  Griffith 
was  anxious  to  know  what  possibly  could  be  done  to  save  it. 

With  regard  to  the  cause  of  death  there  was  no  evidence  of 
tracheal  compression  in  any  of  them.  Warthin  and  others 
claimed  that  the  majority  of  these  cases  undoubtedly  had 
pressure  from  an  enlarged  thymus  gland.  The  old  theory  re- 
garding status  lymphaticus  was  practically  exploded.  Among 
the  theories  advanced  were  the  following:  A.  Non-mechanical. 
1.  Defective  secretion  of  the  thymus  with  constitutional  dis- 
turbances. 2.  A  neurosis  of  some  sort.  3.  A  neurosis  inde- 
pendent of  status  lymphaticus.  B.  Mechanical.  1.  Pressure 
upon  the  trachea.  2.  Pressure  upon  the  cardiac  nerve  trunk. 
3.  Direct  compression  of  the  trachea  with  strangulation. 
Evidently  there  were  two  classes  of  cases,  namely:  Those  due 
to  the  mechanical  obstruction  to  respiration,  and  those  due  to 
nervous  influences,  with  cardiac  failure  and  no  evidences  of 
stenosis.  Dr.  Griffith  gave  a  warning  against  the  conclusion  that 
an  enlarged  thymus  in  cases  of  sudden  death  had  very  great 
significance. 

Dr.  Southworth  thought  that  in  time  these  cases  would 
be  ascribed  to  some  disturbances  of  the  internal  secretions. 

Dr.  Koplik  said  that  the  tendency  to-day  was  to  group 
cases  of  status  lymphaticus  and  tetany  in  the  same  class.  The 
clinical  symptoms  of  one  were  very  closely  allied  to  the  clinical 
symptoms  of  the  other. 

Dr.  Howland  said  that  Warthin  believed  that  as  their 
knowledge  increased,  more  and  more  cases  of  compression 
were  being  reported,  but  Dr.  Howland  thought  this  was  because 
of  the  rarity  of  these  reports.  The  ordinary  cases  of  sudden 
death  with  the  pathological  picture  of  enlarged  thymus  were 
now  so  common  that  nobody  reported  them  any  more.  Any 
child  dying  suddenly  might  have  an  enlarged  thymus  gland. 
It  seemed  to  him  that  they  must  consider  enlarged  thymus 
glands  and  enlarged  lymphatic  apparatus  throughout  the  body 
as  a  common  pathological  finding.  There  were  pathological, 
biological  and  histological  evidences  to  prove  that  the  thymus 
gland  was  not  a  lymph  organ. 

THE     STOOLS    OF    THE    NEW-BORN    AND    THEIR    SIGNIFICANCE. 

Dr.  Thomas  S.  Southworth,  New  York,  summed  up  the 
present -da  v  teaching  in  a  few  words,  as  follows:  that  after  a 
period   varying   from    three  to,  at  most,  live  days,  the  meconium 
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gave  way  to  yellow  or  orange-yellow  stools,  and  these  were 
of  a  uniform  homogeneous,  semi-solid  consistency;  that  this 
was  the  normal  stool,  and  any  material  departure  from  this 
classical  type  indicated  a  disturbance  of  digestion  on  the  part 
of  the  infant  or  a  deficient  or  unsuitable  secretion  of  breast- 
milk  on  the  part  of  the  mother.  Dr.  Southworth's  observation 
of  the  stools  of  new-born  infants  in  the  maternity  wards  of  the 
Nursery  and  Child's  Hospital,  which  had  extended  over  a  number 
of  years,  was  not  in  accord  with  this  accepted  view.  He  pre- 
sented a  table  showing  the  statistics  of  fifty  infants  successfully 
breast-fed.  The  meconium  in  these  fifty  cases  lasted  from 
two  to  five  days,  an  average  of  three  and  one-half  days.  The 
color  was  brown  in  fourteen  cases,  appearing  on  the  third  to 
fifth  days,  with  an  average  cessation  of  four  and  one-half  days; 
dark  green  in  thirty-one  cases,  appearing  on  fourth  to  seventh 
days,  with  an  average  cessation  on  the  fourth  day;  yellowish- 
green  in  seven  cases,  appearing  on  fifth  to  eleventh  days,  with  an 
average  cessation  on  eighth  day;  greenish-yellow  in  twenty  cases, 
appearing  on  fifth  to  twelfth  days,  with  an  average  cessation  on 
the  seventh  day;  greenish-yellow  soft  residue  in  twenty-eight 
cases,  appearing  on  fifth  to  eighteenth  days,  with  an  average 
cessation  on  eight  and  three-fourths  days;  yellow,  soft  residue 
in  forty-six  cases,  appearing  on  the  fifth  to  twentieth  days, 
average  establishment  on  nine  and  one-half  days;  yellow,  soft 
residue,  established  seventh  day,  eighteen  cases;  established 
eighth  to  tenth  days,  fifteen  cases;  eleventh  to  fourteenth  days, 
nine  cases;  over  fourteen  days,  four  cases.  Yellow  loose  in  three 
cases  continuing  until  twelfth,  nineteenth  and  thirty-fourth  days, 
respectively.  The  earliest  stools  of  the  infant  consisted  of 
meconium  and  were  of  a  brownish-black  color.  These  persisted 
for  three  or  four  days,  and  were  followed  by  bile-tinged  mucoid 
intestinal  secretion,  which  might  be  dark  brown  or  brown-yellow, 
but  much  more  commonly  dark-green,  depending  upon  whether 
bile  pigment  was  in  the  form  of  bilirubin  or  biliverdin.  About 
the  sixth  day  a  certain  proportion  might  assume  the  classical 
yellow  or  orange-yellow  color  as  the  exception  rather  than  the 
rule,  but  the  majority  are  greenish-yellow,  still  more  or  less 
fluids,  gaining  gradually  in  consistency  and  only  at  a  later  period 
becoming  yellow.  The  change,  therefore,  from  meconium  to 
the  classic  yellow,  semi-solid  stool  was  not  an  abrupt  one  and 
the  color,  fluidity  and  consistency  followed  no  fixed  rule.  The 
importance  of  this  variability  of  the  stools  in  the  newly  born  lay 
m  the  prognostic  and  diagnostic  significance  which  might 
be  attached  to  them.  Under  the  present  teaching,  the  conclu- 
sions drawn  were  most  erroneous,  and  in  consequence,  steps 
were  often  taken  which  had  a  serious  bearing  upon  the  welfare  of 
the  infant.  Personally  he  was  convinced  that  the  larger  part  of 
these  variations  were  physiological,  pending  the  establishment  of 
complete  harmony  between  mother  and  child  in  the  extrauterine 
phase  of  nutrition,  and  that  they  were  by  no  means  pathological. 


552  TRANSACTIONS    OF    THE 

Dr.  Southworth  offered  the  following  conclusions:  i.  The 
classical  orange-yellow,  semi-solid  stools  appeared  in  the  majority 
of  newly-born  infants  later  than  was  usually  stated.  2.  Con- 
siderable variations  in  the  color  and  consistency  of  the  stools 
of  newly-born  infants  were  entirely  compatible  with  regular 
gains  in  weight.  3.  Such  variations  in  the  stools  for  ten  days  or 
more,  even  with  slow,  halting,  or  irregular  gains  in  weight, 
gave  no  certain  indication  that  successful  breast-feeding  could 
not  be  carried  on.  4.  Whatever  the  character  of  the  stools, 
weaning  was  never  indicated  if  the  infant  was  gaining  steadily 
in  weight;  nor  with  delayed  gains  until  intelligent  efforts  had 
been  made  to  bring  mother  and  child  into  physiological  accord. 

5.  In  the  dark  green  stools  of  insufficient  nutrition,  -which  were 
starvation  stools,  and  not  limited  in  their  occurrence  to  the 
first  few  days  of  life,  there  was  a  practical  absence  of  milk  residue. 

6.  A  good  yellow  color  of  the  masses  of  milk  residue,  or  a  yellow 
color  when  they  were  smoothed  out,  precluded  the  assumption 
of  indigestion,  whatever  the  color  of  the  exterior  or  of  the  sur- 
rounding media.  7.  Delayed  gains  in  weight  were  very  often 
the  result  of  factors  which  prevented  the  infant  from  securing 
a  sufficient  quantity  of  milk  from  perfectlv  competent  breasts 
and  with  patience  and  ingenuity  these  difficulties  might  be 
overcome. 

Dr.  Joseph  E.  Winters,  New  York,  believed  that  a  copy  of 
Dr.  Southworth's  paper  should  be  in  the  hands  of  every  nurse 
in  the  country. 

THE    URINE    IN    THE     GASTROINTESTINAL     DISEASES    (IF    INFANCY. 

Dr.  John  Lovett  Morse,  Boston,  had  had  made  routine 
examinations  of  the  urine  of  300  infants,  usually  but  one  ex- 
amination being  made,  and  all  were  usually  examined  within 
forty-eight  hours  after  their  entrance  to  the  hospital.  The 
frequency  of  albuminuria  and  renal  complications  were  noted. 
It  was  thought  that  some  importance  might  be  attached  to  the 
findings  of  prognostic  value.  The  classification  of  diseases  of  the 
gastrointestinal  tract  was  the  one  adopted  by  the  pediatric 
department  of  Harvard  Medical  School.  Among  thirty-nine 
cases  in  which  the  disturbances  (if  the  gastrointestinal  tract  were 
slight,  there  was  a  slight  trace  of  albuminuria  in  but  one  case. 
In  fifty-three  cases  of  chronic  gastric  indigestion,  albuminurian 
was  present  in  from  j  to  4  per  cent.  In  sixty-one  cases  of 
chronic  intestinal  indigestion,  albuminuria  was  found  in  1 1  per 
cent.  In  seventeen  babies  witli  acute  gastric  indigestion,  albumi- 
uria  appeared  in  three,  or  [/percent,  Of  seventy  babies  with 
acute  intestinal  indigestion,  albuminuria  occurred  in  from  4  to  6 
pet  cent,  of  sixty-one  babies  with  infectious  diarrheas,  albu- 
minuria was  found  in  10  per  cent.  A  review  of  his  figures  showed 
thai  albuminuria  was  found  in  about  8  per  cent,  of  the  babies 
suffering  from  chronic  disturbances  of  digestion,  bul  nevei  more 
than  a   trace  <>i   albumin,  and  almost   nevei    accompanied  bj 
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casts.     The  presence  of  the  albuminuria  had  no  effect  upon  the 
prognosis.     Albuminuria  was  more  common  in  the  acute  than 
m  the  chronic  cases  of  gastrointestinal  diseases  of  infancy.     The 
presence  of  albuminuria  had  no  effect  on  the  prognosis  in  the 
acute  gastric  cases.     The  mortality  was  higher  in  the  intestinal 
cases  than  in  those  without  it.     Vomiting  was  more  common  in 
babies    with    albuminuria.     Symptoms    of    disturbances    of  the 
nervous  system  were  possibly  more  common  in  those  babies  with 
albuminuria;   there  was  nothing,  however,   to  show  any  direct 
connection   between   the  nervous  svmptoms  and   the  presence 
"i  the  albuminuria.     The  conclusions  drawn,  and  which  seemed 
to  be  warranted,   were  as  follows:     Albuminuria  was  found  in 
From  6  to  10  per  cent,  of  the  babies  ill  with  the  various  diseases 
ot  the  gastrointestinal  tract;  albuminuria  was  found  more  often 
in  acute  than  in  chronic  disease;  judging  from  an  examination 
ol  the  sediment  the  pathological  condition  in  the  kidney  never 
pn  >gessed  beyond  an  acute  degenerative  nephritis ;  infection  of  the 
urinary  tract  in  the  symptom-complex,  as  in  pyelitis  or  pyeloneph- 
ritis, was  not  common;  in  chronic  disease  there  seemed  to  be  no 
relation  between  albuminuria  and  the  mortality  or  symptomat- 
ology; the  mortality  was  higher  in  acute  diseases  with' albuminu- 
ria than  when  it  was  not  present;  the  presence  of  albuminuria  in 
an    individual   case   did   not   materially   modify    the   prognosis- 
edema  occurring  in  the  course  of  gastrointestinal   diseases  was 
not  connected  with  the  condition  of  the  kidney;  there  was  noth- 
ing to  suggest  a  causal  relationship  between  the  affection  of  the 
kidneys  and  the  nervous  svmptoms,  the  latter  being  due  to  a 
toxemia  and  not  to  an  uremia. 

THE    IRRITATING    EFFECTS    OF    CATHARTIC    DRUGS    ON    THE 
INTESTINAL    MUCOSA. 

Dr.  isaac  A.  Abt,  Chicago,  said  that  this  inquiry  suggested 
it  sell  because  ol  the  common  practice  of  giving  infants  and  voun°- 
ch.ldren  cathartic  drugs  for  a  more  or  less  protracted  period 
whether  their  use  seemed  indicated  or  not.  He  believed  that 
the  cluneal  course  of  some  of  the  disorders  of  infancy  were  pro- 
tracted by  the  excessive  and  untimely  use  of  these  drugs  His 
experience  with  children  who  were  taking  calomel  in  .gastroin- 
testinal disorders,  and  who  suffered  coincidently  from  severe  colic 
lossol  weight,  etc.,  showed  that  they  improved  when  the  cathar- 
tic was  slopped  and  a  rational  diet  was  given.  By  his  experience 
he  hoped  that  he  mighl  be  able  to  show  that  this  group  of  drugs 
had  therapeutic  limitation,  and  that  the  so  called  cleaning-out 
Proc.  ihouldnol  be  continued  after  catharsis  had  been  estab- 
lished. Cathartic  drugs  were  administered  about  125  times  to 
0  children  to  determine  the  irritating  effects  of  the 
average  dose  of  the  commonl)  employed  cathartics,  as  calomel 
castor  oil,  and  Epsom  salts.  The  stools  were  examined  before  the 
administration  01  the  cathartic  was  begun.  Alter  the  cathartic 
Had  been  administered  111  varying  doses  for  twenty-four  hours, 
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the  stools  were  examined  in  the  usual  manner  for  color,  odor, 
consistency,  reactions,  microscopical  findings,  and  the  degree  of 
oxidation  and  bile  pigment.  In  his  resume,  the  following  was 
offered:  i.  Calomel  was  given  to  eight  children,  sixty  stools 
being  examined.  2.  The  children  who  received  one  grain  of  calo- 
mel either  in  single  or  divided  doses  showed  irritative  effects 
on  the  following  days  as  evidenced  by  the  presence  of  mucus 
and  occasionally  of  blood.  3.  Those  who  received  from  two  to 
three  grains  of  calomel  at  one  dose  showed  both  blood  and  mucus 
on  the  following  day;  this  often  persisted  two  or  three  days 
after  the  discontinuance  of  the  cathartic.  4.  In  those  cases 
where  calomel  was  given  in  divided  doses  (one-tenth  per  dose) 
for  a  period  of  a  protracted  number  of  days  the'reaction  for 
mucus  and  blood  increased  in  intensity  from  day  to  day.  5. 
Magnesium  sulphate  was  given  to  five  children  and  eighteen 
stools  were  examined.  A  small  single  dose  of  one  dram  of 
the  laxative  produced  a  slight  irritation,  i.e.,  a  small  quantity  of 
mucus  and  blood.  6.  Large  doses  of  magnesium  sulphate  (di  am 
one  for  three  successive  doses)  showed  at  the  conclusion  of  the 
third  day  a  reaction  for  blood  by  the  benzidene  test,  and  consider- 
able mucus,  but  not  as  much  as  was  produced  by  repeated  doses 
of  calomel.  7.  Castor  oil  was  given  to  nine  children,  twenty-six 
stools  being  examined.  Single  dram  doses  of  castor  oil  pro- 
duced no  irritation,  except  a  slight  irritation  in  one  case.  Two 
drams  given  at  one  dose  to  older  children  caused  a  reaction  and 
irritation  in  but  one  case;  the  other  cases  showed  no  irritation 
in  the  stools.  8.  Castor  oil  was  given  to  two  children  in  dram 
doses  for  three  successi  e  nights;  both  of  their  stools  showed 
reactions  and  irritation  after  the  third  day.  9.  All  three  cathar- 
tics under  observation  were  employed  and  were  capable  of  pro- 
ducing signs  of  irritation  if  the  doses  were  sufficiently  large  or  if 
they  were  given  for  a  protracted  time.  Of  the  three  drugs  under 
observation  calomel  seemed  capable  of  producing  the  greatest 
irritation  with  the  average  dose  in  the  shortest  possible  time; 
castor  oil  seemed  to  cause  the  leasl  reaction. 

THE    MORE    FREQ.UEN1     USE    OF    GAVAGE    IN    PEDIATRIC    PRACTICE. 

Dr.  E.  W.  Saundkrs,  St.  Louis,  read  this  paper  in  which  he 
staled  that  gavage  should  be  used  much  more  often  than  it  had 
been  and  with  advantage. 

SOY    BEANS  IN   INFANT  FEEDING:       PRELIMINARY   REPORT. 

Dr.  John  Ruhrah,  Baltimore,  said  thai  the  soy  bean  (glycine 
hispida  1  was  an  annual  leguminous  plant  that  ordinarily  grew  in 
a  wild  state  from  Cochin  China  to  the  south  of  Japan  and  to 
Java.  It  had  been  known  for  mam-  years  in  the  United  States. 
inl  was  grown  in  America  and  was  used  chiefly  for  the 
purpose  of  forage  crop.  The  full  account  of  the  plant  mightbe 
found  in  /■  <x»  m<  1 '  ■•  Built  tin,  No.  58,  and  the  United  States  I  ■<  pari 
iiu  Hi  oi  Agriculture,  and  the  different  varieties  of  Plant  Industry, 
Bulletin  No.  98.     As  regards  the  use  of  the  soy  beans  in  infant' 
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feeding  it  contained  a  minimum  of  starch,  and  it  seemed  to  him 
that  the  soy  bean  gruel,  either  alone  or  mixed  with  cow's  milk, 
might  be  of  value  in  infants  suffering  from  a  certain  class  of  dis- 
eases, viz.,  marasmus  and  malnutrition,  or  as  a  substitute  for 
milk  in  diarrheas,  and  in  intestinal,  and  stomach  disorders  and  in 
diabetes  mellitus.  He  said  he  had  not  used  it  in  a  sufficient 
number  of  cases,  nor  over  a  sufficient  period  of  time  to  justify 
any  further  statement,  but  he  felt  that  if  properly  used  the  soy 
bean  would  be  a  valuable  addition  to  the  dietary  of  the  sick 
infant.  Grinding  them,  making  a  bean  meal,  would  simplify 
matters  very  much,  and  if  success  attended  their  use  the  soy  bean 
meal  could  be  easily  prepared.  This  was  merely  a  preliminary 
report. 

CONGENITAL    CYST    OF    THE    LIVER,    WITH    REPORT    OF    A    CASE. 

Dr.  Henry  L.  K.  Shaw,  Albany,  reported  this  case.  He  said 
that  an  exhaustive  review  of  the  nonparasitic  cysts  of  the  liver 
was  made  by  Moschcowitz  in  1906,  and  he  was  able  to  find  only 
eighty-five  cases;  since  that  time  three  more  cases  had  been 
repot  ted,  making  a  total  of  eighty-eight.  Two  of  these  occurred 
in  the  fetus,  seven  in  the  new-born,  four  in  the  first  year,  one 
eleven  years  old,  and  the  remainder  in  adult  life.  By  far  the 
largest  number  of  cases  were  in  persons  over  sixty  years  of  age. 
Multiple  cysts  were  found  in  all  the  cases  occurring  in  infants, 
and  in  every  case  there  were  malformations  or  abnormalities  in 
other  organs,  most  commonly  degenerative  changes  in  the 
kidneys.  Dr.  Shaw  then  reported  the  case  of  a  single  non- 
parasitic cyst  of  the  liver  of  an  infant  with  operation  and  his- 
tological examination — a  very  unusual  occurrence.  The  child 
was  brought  to  Albany  last  December  when  she  was  seventeen 
months  old;  she  was  well  developed  and  weighed  thirty-one 
pounds.  The  mother  stated  that  she  fust  noted  the  "lump" 
last  August  when  it  was  about  the  size  of  an  orange.  The  cir- 
cumference of  the  head  was  18  1/4  inches,  of  the  chest  20  1/2 
inches,  of  the  abdomen  just  below  the  navel  22  inches. 
Examination  of  the  heart  and  lungs  was  negative,  and  the 
lymph  nodes  were  not  enlarged.  There  was  no  jaundice.  The 
abdomen  was  greatly  distended,  but  the  superficial  abdominal 
veins  were  not  distended;  the  umbilicus  was  depressed.  No 
positive  diagnosis  was  made.  Sarcoma  or  other  malignant 
growth  -.1  the  liver  or  kidney  seemed  to  be  excluded.  There  was 
no  ascites,  nor  edema,  and  the  spleen  was  not  enlarged.  There 
were  no  evidences  of  syphilis.  The  persistent  absence  of  jaundice 
would  exclude  fatty  liver  or  hypertrophic  cirrhosis,  i  he  pos- 
sibility  of  cyst  of  the  liver  was  not  considered.  An  exploratory 
Operation  was  deemed  both  advisable  and  justifiable,  and  Dr. 
Biting  opened  the  abdomen.  The  lower  part  of  the  rightlobe 
of  the  liver  seemed  occupied  by  a  globular  tumor  which  pro- 
truded downward  to  about  the  level  of  the  navel.  The  tumor 
was  punctured  and  about  900  c.c.  of  a  clear  yellow  fluid  with- 
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drawn.  The  opening  into  the  cyst  cavity  was  enlarged,  and  a 
rubber  tube  and  vioform  protective  drain  introduced  into  the 
cavity.  There  was  practically  no  loss  of  blood  and  no  evident 
shock.  She  continued  for  approximately  two  hours  in  good 
condition,  when  she  suddenly  died.  As  revealed  by  the  post- 
mortem there  was  no  hemorrhage  and  no  other  definitely  as- 
signable cause  for  the  death  other  than  shock.  A  careful 
examination  of  the  fluid  was  made,  and  it  was  found  to  contain 
a  moderate  amount  of  albumin  and  microscopically  it  showed 
only  detritus,  no  cells,  or  formed  elements  of  any  variety  were 
found.  Moschcowitz  reached  the  conclusion  that  these  cysts 
were  always  associated  with  congenital  anomalies  of  the  liver 
consisting  in  aberrant  bile  ducts  which  might  be  extrahepatic  or 
intrahepatic.  The  cysts  had  their  origin  in  these  aberrant 
ducts  and  might  assume  two  forms  I  'ne  arising  from  inflamma- 
tory hyperplasia  of  these  ducts;  the  other,  by  retention  of  fluid 
in  these  ducts  the  result  of  congenital  obstruction. 
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Treatment  of  the  Diseases  of  Children'.  By  Charles 
Qilmore  Kerlev.  M.  D.,  Professor  of  Diseases  of  Children, 
New  York  Polyclinic  Medical  School  and  Hospital,  etc  Sec 
ond  revised  edition.  1  >ctavo  of  629  pages,  illustrated.  Phila- 
delphia and  London    \V.  B.  Saunders  Company,  1909.     Clotb 

■  1  nel ;  Half  Moroc<  0,  $6  50  net. 
Few  books  that  have  appeared  in  recent  years  have  been  as 
heartily  welcomed  by  the  medical  profession.  The  author  has 
shown  his  wisdom  in  undertaking  a  work  which  supplements  and 
amplifies,  but  in  n<>  sense  supplants  the  standard  American 
treatises  upon  diseases  of  children.  Although  a  valuable  addi- 
tion to  the  library  of  the  student,  it  is  uot  designed  for  a  text- 
b  1  ik,  since  the  until  >r  c  mfines  any  introductory  remarks  upon 
the  diseases  themselves  to  such  eti  ilogical  factors  as  mav  have 
ip  m  the  main  issue  of  therapeutics  and  treat- 
ment. Written  by  one  who  is  fully  conversant  with  the  best 
that  there  is  in  pediatric  literature  and  practice,  and  based 
upon  ample  personal  experience,  il  offers  to  the  active  practi 
tioner  in  extended  form  the  most  approved  methods  of  trea 


Five  hundred  and  ninety-one  pages  devoted  to  this  purpose, 
exclusive  of  forty  additional  pages  of  admirable  index,  are  a 
speaking  commentary  upon  the  importance  which  the  treatment 
of  the  child  has  assumed  in  medical  work.  As  a  minor  matter 
only  we  are  surprised  to  find  the  statement  that  "an  umbilical 
polyp  is  an  overgrowth  of  neglected  granulations."  These 
persistent  masses  are  made  up  of  the  everted  and  prolapsed 
lining  of  the  remains  of  the  omphalo-mesenteric  duct,  and 
microscopical  sections  readily  show  the  central  opening  and  the 
surface  studded  with  glands  similar  to  those  of  the  intestinal 
mucosa.  These  give  rise  to  the  viscid  mucopurulent  secretion 
mentioned  by  the  author,  and  it  is  the  nature  of  the  mass  which 
accounts  for  its  persistence.  The  chapter  upon  gymnastic 
therapeutics  which  met  with  favorable  comment  upon  the 
publication  of  the  first  edition  is  well  illustrated  and  a  valuable 
appendix  to  any  discussion  of  therapeutic  measures  in  child- 
hood. It  contains,  among  other  things,  directions  for  breathing 
exercises  and  for  exercises  for  the  treatment  of  flat  chest, 
hyphosis,  scoliosis,  congenital  ataxias,  anterior  poliomyelitis, 
constipation  and  flat-foot.  The  appearance  of  a  second  edition 
is  Inii  further  evidence  of  its  well-deserved  success.  t.  s.  s. 

Life's  Day.  Guide-posts  and  danger-signals  in  health  by 
William  Seaman  Bainbridge,  A.  M.  M.  D.  Frederick  A. 
Stokes  Company,  New  York. 

1  he  very  title  of  Dr.  Bainbridge's  book  indicates  verv  fairly 
his  purpose.  It  is  one  of  the  developments  of  the  times  that 
the  human  race  is  giving  more  thought  to  the  intelligent  welfare 
Di  their  bodies.  They  are  no  longer  willing  to  be  kept  in  igno- 
rance of  the  tailors  which  play  a  part  in  right  and  healthful  living. 
Alter  a  preliminary  discussion  of  the  influences  of  heredity  and 
environment  in  determining  the  future  of  the  individual  which 
leaves  one  with  the  impression  that  each  has  been  given  its  fair 
value,  the  remainder  of  the  volume  is  devoted  to  the  considera- 
tion^ of  infancy,  childhood,  active  adult  life,  old  age  and  death. 
Only  in  the  chapters  upon  infancy  and  childhood,  periods  when 
tin-  life  of  tlie  individual  must  necessarily  be  guarded  In-  others, 
an-  specific  directions  given.  These  chapters  are  well  written 
and  give  general  information  concerning  the  modern  feeding, 
care,  clothing,  and  airing  of  infants,  with  suitable  warnings 
against  many  of  the  widespread  popular  errors,  without  encroach- 
ing upon  the  domains  of  the  family  physician.  We  should  like 
to  see  some  modification  in  future  editions  of  the  statement 
apropos  of  breast  feeding  thai  "  when  the  natural  source  of  sup- 
ply is  inadequate  as  to  quantity  or  quality,  resort  to  artificial 
feeding  is  obligatory."  Deficient  quantity  of  breast  milk  does 
not  call  for  total  abdandonment  of  the  breast,  as  statements 
similar  to  the  author's  an-  interpreted  by  nine  mothers  out  of  tin 
and  too  large  a  proportion  of  physicians.  Too  much  depends 
upon  maternal  nursing  lor  the  future  welfare  of  tin-  infant  not  to 
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have  these  matters  clearly  expressed  in  a  volume  which  will 
be  widely  and  remotely  read  in  the  home.  The  text  is  agreeably 
written  and  the  interest  sustained  there  is  evidence  of  an  ex- 
tensive knowledge  of  the  literature  of  the  subjects  treated,  and 
a  liberal  but  wise  illustrative  use  of  quotations.  While  instruct- 
ive to  physicians  chiefly  in  their  individual  capacities  as  men  or 
women,  it  will  appeal  to  all  thoughtful  laymen  who  desire  a 
conservative  presentation  in  popular  form  and  language  of 
many  of  the  problems  which  present  themselves  from  the  Dawn 
to  the  Night  of  Life's  Day.  t.  s.  s. 
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DISEASES    OF   CHILDREN. 

Incessant  Cries  as  a  Symptom  of  Heredo -syphilis. — Clemente 
Ferreira  (Arch,  de  Mid.  des  En/.,  May,  1909)  cites  a  case  of 
heredo-syphilis  in  which  the  constant  high  cry  was  a  pe- 
culiar symptom,  and  one  that  the  author  considers  pathog- 
nomonic of  this  disease  in  infants.  These  children  complain 
continually,  and  the  use  of  mercurial  treatment  stops  this  crying 
as  soon  as  it  has  taken  effect  on  the  syphilitic  virus.  In  four 
necropsies  in  such  cases,  after  the  cries  had  been  stopped  by  the 
use  of  mercury,  undoubted  evidences  of  the  presence  of  syphilis 
were  found  on  microscopical  examination  of  the  tissues.  The 
author  describes  the  case  recently  observed  by  him,  in  which 
gastrointestinal  troubles  and  coryza  were  present. 

Sea  Water  Treatment  by  Subcutaneous  Injection.-  -Theodore 
Le  Boutillier  (Arch.  Ped.,  May,  1909)  has  employed  subcutaneous 
injections  of  sea  water,  as  recommended  by  Robert-Simon,  in  a 
number  of  children.  The  solution  must  be  prepared  from  fresh 
sea  water  obtained  far  enough  from  the  coast  to  avoid  sewage 
contamination,  about  thirty  or  forty  miles  from  shore,  and  at  a 
sufficient  depth  to  avoid  surface  bacteria.  It  is  made  by  mixing 
eighty-three  parts  of  sea  water  with  [90  parts  of  pure  spring 
water,  giving  a  specific  gravity  of  1.00S.  The  regions  used  for 
injection  are  below  the  angle  of  the  scapula  and  the  gluteal  region. 
In  infancy  the  amount  injected  will  vary  from  [O  c.c.  (1/3  of  an 
ounce)  to  30  c.c.  (1  ounce),  the  initial  injection  being  from  10 
to  15  c.c.  In  older  children  the  initial  injection  will  be  from  15 
to  30  c.c,  increasing  to  60  c.c.  (2  ounces),  while  occasionally  90 
c.c.  may  be  given.  As  a  rule,  treatment  should  be  given  three 
times  a  week,  with  strict  regularity.  When  recovery  lias  taken 
place.it  is  well  to  continue  treatment  tune  a  week  for  several 
weeks,  or  to  discontinue  for  two  or  three  weeks  and  then  resume 
the  injections  for  several  weeks.  In  acute  cases  il  is  at  times 
well  to  give  an  injection  daily  for  five  01  si^  days,  depending 
upon     the    condition    of    the    patient    and    need    for    treatment. 
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A  series  of  twenty-one  nutrition  cases  containing  nine  cases  of 
inanition  during  the  first  weeks  of  life  showed  marked  improve 
ment  in  the  gastro-intestinal  condition,  with  a  gain  in  weight 
varying  from  one-half  to  one  ounce  daily  during  the  period  of 
treatment.  The  cases  in  which  bronchitis  was  secondary 
showed  a  rapid  clearing  up  of  that  conditon,  those  of  hereditary 
syphilis  improved  more  rapidly  than  before,  under  specific 
treatment.  Colic  was  a  distressing  symptom  in  three  of  these 
cases  and  here  the  relief  was  rapid.  The  six  cases  of  malnutrition 
showed  marked  changes  following  two  or  three  treatments:  the 
appetite  improved,  the  nervous  symptoms  were  lessened;  the 
number  and  character  of  stools  showed  marked  changes;  sleep 
was  better,  and  there  was  a  gain  in  weight  ranging  from  one  to 
five  pounds  during  treatment.  All  of  these  cases  had  a  more  or 
less  harsh  skin  which  changed  greatly. 

End  Results  of  Herniotomy  in  Children. — H.  C.  Deaver  (Albany 
Med.  Ann.,  June,  1909)  has  attempted  to  trace  100  cases  of 
herniotomy  in  children.  Replies  to  inquiries  in  sixty-three  of 
these  cases  showed  no  recurrence  after  from  one  to  sixteen  years. 
He  says  that  if  the  hernia  is  small  and  the  truss  easily  kept  in 
place,  it  is  feasible  to  persevere  in  the  use  of  this  apparatus. 
If  there  is  no  cure  after  a  year's  trial  operation  should  be  per- 
formed. The  truss  should  be  advised  only  where  the  mother  is 
intelligent  enough  to  carry  out  the  instructions  as  to  its  proper 
use.  It  is  inadvisable  to  order  trusses  among  the  poor  where  the 
care  of  the  children  and  their  environments  are  not  so  favorable 
as  among  the  intelligent  classes.  Too  often  in  such  cases  the 
wearing  of  the  truss  offers  a  false  sense  of  security  against  acci- 
dents, such  as  strangulation,  and  the  hope  that  the  truss  will 
cure  these  hernias  often  proves  futile.  The  expense  of  the  truss 
must  also  be  considered.  Since  the  operation  has  practically 
no  mortality,  and  since  the  results  are  so  good,  radical  operation 
is  justifiable,  and  this  wholly  irrespective  of  age.  In  large  scrotal 
In  1  in  is  m  any  class  of  patients  the  use  of  the  truss  is  not  advised, 
because  the  operation  is  not  serious  and  the  results  are  perfect 
and  permanent.  As  to  the  operation  itself,  the  most  important 
point  in  the  closure  of  the  canal  is  the  separation  of  the  layers 
so  as  to  get  firm  union  between  them  in  their  new  relations  and, 
at  the  same  time,  to  prevent  any  tension  on  the  deep  sutures. 
The  skin  incision  should  not  be  prolonged  too  far  outward 
toward  the  si  p. nun;  not  more  than  half  an  inch  below  the 
external  abdominal  ring.  Thesacshould  be  completely  removed 
and,  if  cut  properly,  its  stump  disappears  from  sight  by  the 
the  peritoneum.  The  only  true  indication  that  the 
limit  of  the  sac  has  been  reached  is  the  end  of  the  thickening  of 
the  same 

Sign  of  the   Grocco-Raushfuss-Hamburger  Triangle  in  Sero- 
fibrinous  Pleurisy   in  Children.-   J.    Brudzinski   (Arch,  de   Mid. 
En/.,    Feb.,    1909)    describes    the    Grocco-Rauchfuss-Ham- 
burger  triangle  as  a   triangular  area  of  dullness,  whose  summit 
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is  at  the  upper  limit  of  the  pleuritic  exudate,  and  its  outer  angle 
at  the  external  limit  of  the  absolute  dul.ness  in  the  side.  Per- 
cussion should  be  performed  very  lightly,  percussing  the  posterior 
wall  of  the  thorax  so  as  to  distinguish  four  zones  in  passing  from 
the  healthy  to  the  diseased  side  of  the  chest;  a  zone  of  normal 
resonance,  one  of  relative  duliness,  one  of  relative  sonority,  and 
one  of  absolute  dullness.  In  this  dull  triangle  the  respiration 
is  enfeebled  or  bronchial;  there  may  be  egophony.  The  dullness 
disappears  when  the  child  lies  on  the  affected  side  and  reappears 
when  he  sits  up  again.  The  author  describes  a  series  of  cases 
observed  by  himself  in  the  Hospital  Anne-Marie  at  Lodz.  This 
dullness  near  the  spinal  column  is  explained  by  the  absence  of 
vibrations  on  the  side  of  the  chest  in  which  the  lung  isffompressed 
by  the  effusion.  The  sign  is  also  found  in  pneumonia  of  children, 
although  here  the  dullness  is  never  so  absolute  as  in  pleurisy 
with  effusion. 

Eye  and  Ear  Defects  in  Children. — Thomas  Faith  (Pediatrics, 
May,  1909)  divides  cases  of  defective  sight  and  hearing  into  two 
classes:  first,  those  who  cannot  be  driven  to  do  their  work 
on  account  of  physicial  inability  to  accomplish  results  with  ease 
and,  second,  those  who  can  accomplish  results  and  will  be  urged 
on  by  their  teacher,  parent,  or  ambition,  until  they  either  break 
down  or  rebel  on  account  of  the  nervous  strain  imposed  in 
carrying  on  the  work.  To  the  first  class  belong  the  cases  of  high 
refractive  errors,  congenital  defects  of  the  cornea,  lens,  etc  . 
the  cases  of  congenital  word  blindness  and  the  cases  of  defective 
hearing.  To  the  latter  belong  the  cases  of  slight  defects  of  vision 
due  to  disease,  low  degrees  of  refraction  errors,  cases  of  muscle 
imbalance,  and  cases  of  deficient  accommodation.  As  these 
physical  defects  would  certainly  tend  to  cause  children  to  leave 
or  be  taken  from  school  at  an  earlier  time  than  would  ordinarily 
occur,  just  so  certainly  would  they  tend  to  produce  dissatisfied 
and  unsuccessful  members  of  society  as  the  uneducated  individual 
does  not  have  an  equal  chance  with  the  educated  individual  in 
the  struggle  for  existence,  all  oilier  things  being  equal 

Post-rubeolic  Diphtheritic  Conjunctivitis.  E,  Weill  and  G. 
Mouriquand  (Arch.  de.  M  •!.  des  Enf.,  Feb.,  1909)  describe  an 
epidemic  of  diphtheritic  conjunctivitis  following  measles,  in 
which  the  complication  proved  very  fatal.  Two  forms  of 
diphtheritic  conjunctivitis  are  described,  one  beginning  with  a 
catarrhal  conjunctivitis,  with  a  thin  opaline  falsi-  membrane, 
and  rarely  invading  the  ocular  conjunctiva.  The  other  is  a 
.1  a vi  interstitial  form  and  always  im  ades  the  ocular  conjunctiva. 
The  lids  are  verj  much  swollen,  hard. as  cartilage,  the  palpebral 
conjunctiva  is  lardy,  pale,  and  not  covered  w  itli  a  false  membrane. 
It  occurs  only  after  measles  in  very  young  subjects,  rhere 
seems  to  be  no  exciting  cause,  and  the  attack  oi  measles  maj  bave 
been  a  slight  01  a  severe  one,  With  the  Klebs-Loffler  bacillus 
are  always  found  streptococci  or  staphylococci.  In  all  the 
author's  cases   the  conjunctivitis  appeared  during  the  eruption 
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or  at  its  close.  Under  the  false  membrane  is  found  a  lifeless, 
gray  tissue.  The  attack  comes  on  suddenly  and  examination  of 
the  eve  is  difficult  on  account  of  the  swelling.  The  cornea  is 
infiltrated,  ulcerates,  and  perforates,  and  the  contents  of  the  eye 
an-  expelled.  The  prognosis  is  always  bad,  death  almost  always 
following  the  appearance  of  the  complication.  In  the  experience 
of  the  author  the  treatment  was  singularly  inefficacious. 

Diphtherias  with  Invisible  Location  (Crypto-diphtherias). — 
M.  Abrand  (Ann.  de  Med.  it  Chir.  Inf.,  June  i,  1909)  calls  our 
attention  to  the  occurrence  of  cases  of  diphtheria  in  which  the 
membrane  is  not  visible,  yet  which  have  the  characteristic 
diphtheria  syndrome.  In  these  cases  the  membrane  may  exist 
in  the  nasopharynx,  larynx,  bronchial  tubes,  trachea,  or  esoph- 
agus. These  locations  are  quite  frequent  in  cases  of  the  or- 
dinary diphtheritic  angina,  but  are  most  important  when  the 
membrane  does  not  [appear  on  the  pharynx  and  tonsils,  the 
usual  locations  of  membrane.  Such  cases  are  liable  to  be  diag- 
nosticated late  in  the  disease,  after  the  poison  has  had  a  chance 
to  act  on  the  general  system,  and  are  liable  to  paralytic  and 
heart  complications  as  the  first  symptom  noticed  of  the  action  of 
the  diphtheritic  poison.  The  author  calls  them  crypto-diph- 
therias.  He  describes  six  cases  which  came  under  his  observa- 
tion. They  show  how  important  it  is  to  make  a  careful  examina- 
tion of  every  obscure  case  which  comes  into  a  hospital,  using  the 
laryngeal  mirror.  The  admission  of  such  a  case  to  a  general 
ward  endangers  the  other  patients,  and  the  appropriate  serum 
treatment  is  not  given  early  enough  to  prevent  serious  complica- 
tions, even  death.  The  symptoms  that  are  suspicious  are  a 
rapid  loss  of  weight,  extreme  fatigue,  rapid  pulse,  marked  swelling 
of  the  glands  of  the  neck,  with  or  without  high  fever,  polypnea,  or 
dyspnea,  that  are  inexplicable.  Such  cases  need  energetic 
antidiphtheritic  treatment. 

Serum  Treatment  of  Diphtheria  Intoxication. — Fritz  Meyer 
{Bert,  kliti.  Wcch.,  June  22,  1909)  describes  experiments  made 
on  dogs  poisoned  with  injections  of  diphtheria  toxin  and  then 
1  with  antitoxin,  as  to  the  effect  of  the  serum  on  the  heart 
symptoms.  In  acute  toxemia  with  heart  failure  he  found  that 
the  scrum  treatment  would  prevent  the  occurrence  of  heart 
failure,  but  that  when  the  symptoms  had  developed  it  had  no 
effecl  on  them,  and  death  ensued,  these  hypertoxic  cases  re- 
quired large  doses  of  serum  by  intravenous  injections.  The  best 
method  of  treating  heart  failure  attacks  was  by  the  use  of  adrena 
lin.  In  cases  that  were  diagnosticated  late  and  treated  aftei 
severe  attacks  had  taken  place  intravenous  injections  of  serum, 
were  beneficial,  and  large  doses  were  indicated.  Heart  changes 
in  diphtheria  were  prevented  by  the  use  of  serum,  and  post 
diphtheritic  cachexia  was  prevented  or  was  benefited  when  it 
bad  01  culled.  From  these  experiments  it  would  seem  that  large 
doses  oi  serum  injected  intravenously  were  indicated  in  all 
severe  cases  of  diphtheria  in  man. 
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Acetonuria  in  Scarlet  Fever. — Felix  Proskauer  (Arch./.  Kinder- 
heil.,  Bd.  1,  1909)  finds  that,  as  early  as  1857,  Petters  noted 
the  typical  odor  of  acetonuria  in  cases  of  scarlet  fever  and 
measles.  The  author  has  examined  systematically  the  urine  of 
one  hundred  cases  of  scarlet  fever,  beginning  as  soon  as  the 
exanthem  appeared,  and  continuing  the  examinations  until  the 
end  of  the  disease.  He  found  that  acetone  was  present  invariable 
quantity  in  all  cases,  beginning  as  early  as  the  second  or  third 
day  and  continuing  as  late  as  the  twenty-sixth  day  in  some  cases. 
In  rudimentary  cases,  without  typical  exanthem,  if  acetone  is 
present  it  serves  as  an  important  differential  sign  from  serum 
exanthemata,  since  acetone  does  not  occur  in  the  serum  erup- 
tions. It  has  no  relation  to  the  duration  of  the  eruption,  the 
amount  of  fever  or  the  severity  of  the  disease.  The  cause  of 
acetonuria  is  not  found  in  lack  of  nourishment,  but  in  an  endog- 
enous carbohydrate  inanition,  a  greater  carbohydrate  ingestion 
being  needed.  The  change  of  fat  into  sugar  is  a  by-product  of 
the  production  of  acetone  by  the  working  of  the  liver  ferments. 

Difficulties  in  the  Diagnosis  of  Scarlet  Fever. — J.  F.  Schamberg 
(Perm.  Med.  Jour.,  June,  1909)  says  that  the  rash  of  scarlet 
fever,  is  its  most  conspicuous  symptom,  but  it  must  be  remem- 
bered that  an  absolutely  indistinguishable  eruption  may  be 
encountered  in  conditions  in  no  way  related  to  scarlet  fever.  In 
very  mild  cases  of  scarlet  fever  in  which  the  rash  and  general 
symptoms  leave  doubt  as  to  the  nature  of  the  disease,  the  tongue 
often  fails  to  present  its  characteristic  appearance.  Furthermore 
in  rare  instances  the  strawberry  tongue  may  be  seen  in  affections 
other  than  scarlet  fever.  These  exceptions,  however,  do  not 
invalidate  the  force  of  the  statement  that  a  tongue  coaled  with 
whitish  fur  which  rapidly  peels  off  and  leaves  a  red  papilla  ted 
surface  is  strongly  confirmatory  evidence  of  scarlet  fever.  Too 
much  importance  has  been  attached  to  the  mere  occurrence  of 
desquamation  in  scarlet  fever;  the  time  of  the  onset  of  scaling, 
mode  of  progression,  and  its  persistence  are  of  more  diagnostic 
importance.  Desquamation  in  scarlet  fever  is  usually  observed 
first  on  the  fact-,  often  from  the  fourth  to  the  fifth  day.  About  the 
sixth  day  it  is  noted  on  the  neck  and  upper  portions  of  the  chest. 
The  hands  ordinarily  begin  to  desquamate  from  the  twelfth  to 
the  fourteenth  day.  <  >n  the  feet  scaling  may  not  commence  until 
the  third  week.  Scarlatinoid  eruptions  begin  to  scale  more 
quickly,  particularly  on  the  hands  and  feet,  and  scarlet  fever 
scaling  persists  longer  than  that  after  scarlatinoid  rashes.  It 
must  not  be  forgotten  that  a  scarlatinoid  rash  can  be  produced 
by  the  administration  of  certain  drugs  and  by  varied  toxic 
states,  which  is  followed  by  most  profuse  desquamation,  exceed- 
tnything,  that  of  scarlet  fever.  This  form  of  desquamative 
scarlatiniform  erythema  and  the  milder  forms  of  scarla Uniform 
erythema  may  occur  during  the  course  of  various  infectious 
processes,  such  as  smallpox,  measles,  varicella,  malaria,  typhoid 
fever,    rheumatism,    septicemia    and    pyemia,   etc.     Diphtheria 
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antitoxin  and  other  sera  may  likewise  evoke  an  eruption  quite 
indistinguishable  from  that  of  scarlet  fever.  In  scarlatiniform 
erythema,  particularly  when  the  rash  is  well  pronounced,  the 
intensity  of  the  eruption  is  out  of  all  proportion  to  the  amount 
of  constitutional  disturbance.  The  tendency  to  recurrence  is  a 
well-recognized  feature  of  scarlatiniform  erythema,. 

Scarlatina  and  Erysipelas. — Milhit  and  Vasseiir  (Prog.  Med., 
June  5,  1909)  says  that  erysipelas  and  scarlatina  are  processes 
associated  with  the  presence  of  the  streptococcus  that  are  found 
together  with  some  frequency.  The  serum  of  scarlet  fever 
patients  contains  antibodies  which  act  against  the  streptococcus 
early  in  the  disease,  as  early  as  the  fourth  day,  and  then  appear  as 
late  as  the  thirty-eighth  day.  This  reaction  is  lacking  in  the  other 
streptococcemias.  Munch  and  Eichelberg  have  obtained  the 
reaction  of  Wasserman  in  scarlatina  subjects  who  have  no  evi- 
dence of  syphilis.  It  is  scientifically  impossible  to  state  that  the 
streptococcus  is  the  cause  of  scarlatina,  but  we  may  say  that  it 
is  generally  associated  with  the  virus  of  that  disease.  It  is 
curious  to  find  that  a  body  affected  with  scarlatina,  acting  on 
the  glands  and  throat,  can  become  the  recipient  of  the  same 
germ  in  the  form  of  erysipelas,  not  being  entirely  immunized 
to  the  streptococcus  by  the  scarlatina.  The  prognosis  of  this 
association  of  scarlatina  and  erysipelas  is  not  as  grave  as  would 
be  expected,  being  relatively  benign.  The  authors  describe  two 
cases  of  this  association  observed  by  them.  There  are  also 
observed  abortive  attacks  of  erysipelas  of  the  face  in  scarlatina. 
Erysipelas  late  in  scarlatina  is  associated  with  acute  nephritis, 
with  which  it  seems  to  have  a  relation.  When  nephritic  exists 
the  appearance  of  en  sipelas  is  characterized  by  hematuria. 
The  erysipelas  extends  rapidly,  accompanied  by  much  swelling, 
heat  and  tension,  hut  by  little  lever.  It  lasts  from  eight  to  ten 
days  and  is  followed  by  marked  desquamation.  The  general 
reaction  is  slight,  not  being  accompanied  by  chills  or  vomiting, 
but  there  is  a  marked  hyperleukocytosis.  The  local  treatment 
of  tin-  erysipelas  is  as  usual,  and  the  patient  is  placed  upon  astrict 
milk  diet,  with  daily  examination  of  the  urine.  The  organism 
seems  to  have  been  partially  vaccinated  with  the  streptococcus, 
so  far  as  to  prevent  severe  constitutional  symptoms,  but  not 
enough  to  present  the  local  manifestations. 

Serotherapy  against  the  Meningococcus. — Grysez  (Presse 
Mid.,  May  29,  [909)  says  that  the  use  of  the  antimeningococcus 
sera  has  lowered  the  mortality  of  cerebrospinal  meningitis  from 
50  to  30  per  cent.  Several  sera  are  used  for  this  purpose,  all 
of  which  have  the  common  characteristic  of  directly  destroying 
the  meningococcus  by  their  presence;  they  must  be  brought 
into  direct  contact  with  the  germ  by  introduction  into  the  cere- 
brospinal canal.  Injected  under  the  skin  or  into  the  veins  their 
effect  i>  very  slight.  Lumbar  puncture  is  made  in  the  fourth 
lumbar  space,  with  the  patient  lying  on  his  side,  and  tin  bad 
curved    as   much   as  possible.     Twenty    to   thirty   c.c.  of    fluid 
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are  allowed  to  escape  from  the  canal  before  the  serum  is  intro- 
duced. This  fluid  is  used  for  microscopic  examination  and  for 
diagnosis  by  cultures.  The  injection  is  often  without  pain. 
The  patient  is  then  placed  with  the  head  lower  than  the  body,  to 
facilitate  the  flow  of  the  serum  up  the  canal.  Large  doses  have 
the  best  effect.  The  immediate  effects  of  the  injection  are  fall 
of  temperature,  increase  of  intelligence,  and  lessened  headache. 
Stiffness  of  the  neck  and  Kernig's  sign  are  the  last  symptoms 
to  yield  to  the  treatment.  There  may  be  immediate  cure  or  a 
relapse  later.  The  injections  should  be  repeated  every  second 
or  third  day,  and  the  prognosis  is  better  the  earlier  in  the  case  it 
is  injected.  The  results  of  the  examination  of  cerebrospinal 
fluid  are  interpreted  thus:  the  bacteriologic  diagnosis  is  aided 
by  the  finding  in  the  fluid  of  marked  polynucleosis,  presence  in 
the  leukocytes  and  free  in  the  fluid  of  diplococci  which  are 
Gram-positive,  development  in  culture  media  of  the  meningococ- 
cus, and  production  of  a  precipitate  in  the  ceatrifugated  fluid, 
mixed  with  antimeningococcic  serum  (reaction  of  Vincent  and 
Belot). 

Diagnostic  Value  of  Lumbar  Puncture  in  Acute  Tuberculous 
Meningitis  of  Children. — F.  E.  Sondern  (Arch.  Ped.,  June, 
1909)  states  that  the  following  are  the  characteristics  of  the 
cerebrospinal  fluid  in  tuberculous  meningitis:  Pressure  increased; 
usually  transparent  and  colorless,  occasionally  slight  opalescence; 
density  not  much  increased;  albumin  from  three-quarters  to  two 
per  mille  by  weight;  coagulation  slight  and  frail;  sediment  slight; 
average  numberof  lymphocytes 86  percent. ;  tubercle  bacilli  found 
in  about  88  per  cent,  of  the  writer's  twenty-seven  cases.  In 
the  presence  of  tubercle  bacilli,  a  relative  polynuclear  cell  increase 
should  stimulate  the  search  for  organisms  of  a  second  or  mixed 
infection,  particularly  if  the  sediment  is  more  abundant  and 
coagulation  pronounced.  In  the  absence  of  tubercle  bacilli  and 
other  organisms,  if  relative  lymphocyte  increase  and  the  other 
suspicious  signs  exist  in  an  acute  febrile  case,  the  repeated  search 
for  bacilli  is  indicated  and  the  other  causes  for  this  combination 
should  be  kept  in  mind,  namely,  meningism  of  typhoid,  pneumonia, 
and  infectious  diseases,  Abundant  sediment,  relatively  high 
polynuclear  cell  count,  firm  coagulation,  decidedly  increased 
density  and  large  amount  of  albumin  indicate  a  purulent 
meningitis  and  the  causative  organism,  pneumococcus,  strepto- 
coccus or  staphylococcus,  is  invariably  found.  The  differentia] 
diagnosis  between  this  class  and  tuberculous  meningitis  never 
offers  difficulty.  Cerebrospinal  meningitis  due  to  the  intracellular 
diploci  iccus  some  times  presents  specimens  which  closely  resemble 
those  from  a  tuberculous  meningitis.  The  differentiating  points 
are  that  the  relative  polynuclear  cell  increase  is  high,  usually 
over  85  per  cent.,  even  if  the  number  of  cells  present  is  small, 
and  that  the  characteristic  organisms  are  invariably  found 
according  to  most  authors  and  were  present  in  96  per  cent    of 
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Relative  Frequency  of  Abdominal  Tuberculosis  in  Children 
in  Great  Britain  and  the  United  States — David  Bovaird  (Arch. 
Pi  /..  fune,  lie  n)i  presents  tabulated  statistics  of  British  and 
American  hospitals  which  show  that,  on  the  whole,  tuberculosis 
is  much  less  frequent  among  children  in  the  United  States  than' 
in  Great  Britain.  They  also  show  that  we  have,  on  the  average, 
four  cases  of  meningeal  tuberculosis  for  i  of  abdominal  tubercu- 
losis. Comparing  this  result  with  that  obtained  for  Great 
Britain  we  may  safely  say,  with  regard  to  the  frequency  of  the 
abdominal  localization  in  cases  clinically  tuberculous,  that  such 
localization  is  eight  times  as  frequent  in  Great  Britain  as  in  the 
United  States.  If,  however,  we  take  the  frequency  of  the  two 
types  of  tuberculosis  in  the  total  of  sick  children  treated,  we  see 
that  on  the  average  abdominal  tuberculosis  is  fifteen  times  as 
frequent  in  Great  Britain  as  in  these  parts,  the  figures  being  3.25 
per  cent,  of  the  total  treated  in  Great  Britain  and  0.22  per  cent. 
in  the  United  States.  These  figures  demonstrate  beyond  doubt 
that  abdominal  tuberculosis  is  many  times  more  frequent  among 
children  in  Great  Britain  than  in  the  United  States.  From 
British  sources  we  may  take  a  total  of  1.161  examinations 
showing  primary  intestinal  tuberculosis  in  236  =  20  per  cent. 
From  American  sources  we  have  a  total  of  620  examinations, 
showing  3.5  per  cent,  primary  intestinal  tuberculosis.  Here 
we  have  the  same  contrast  that  we  found  in  the  clinical  data 
and  it  seems  that  taken  together  these  figures  confirm  one 
aii' ii  lur  and  establish,  as  thoroughly  as  need  be,  that  intestinal 
infection  in  the  tuberculosis  of  children  is  many  times  more 
frequent  in  Great  Britain  than  it  is  here.  The  writer  believes 
it  is  in  the  difference  in  the  fundamental  facts  regarding  tubercu- 
losis  in  children  that  the  explanation  can  be  found  of  the  ap- 
parently irreconcilable  views  as  to  the  frequency  of  bovine  in- 
fections held  by  the  writers  of  different  nationalities,  for  whatever 
views  may  be  held  as  to  the  interpretation  of  the  localization 
of  the  lesions  with  relation  to  the  question  of  path  of  infection, 
there  is  general  agreement  that  if  infection  takes  place  from 
milk  it  will  most  probably  show  itself  in  tuberculous  lesions  of 
the  intestines,  mesenteric  nodes,  and  possibly  peritoneum — ab- 
dominal tuberculosis  in  other  words.  This  fact  has  been  amply 
proven,  for  all  the  recent  investigations  of  the  type-  of  tubercle 
bacilli  to  be  found  in  human  lesions  show  that  the  bovine  type 
is  frequent  h  (70  per  cent.)  found  in  cases  of  abdominal  tuberculo- 
sis in  children  and  rarely  in  other  cases. 

Human  and  Bovine  Tubercle  Bacilli.— From  the  evidence  which 
has  been  collected,  G.  IS.  Sweeny  i.Y.  Y.  Med.  Jour.,  June  i<), 
[909)  believes:  1.  That  human  and  bovine  tubercle  bacilli  are 
distinctly  different  in  most  of  theii  characteristics.  2.  That 
the  human  subject  ma\  become  the  hosl  for  either  form  of 
tuberculous  infection,  human  or  bovine;  likewise  that  the 
bovine  may  be  inoculated  in  the  same  way  and  under  like  condi- 
tions.    3.  That   tuberculous  infection   oJ    the   respiratory   tract 
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will  usually  be  found  to  be  due  to  bacilli  of  the  human  type,  while 
those  of  the  bones,  joints,  and  lymphatics  are  likely  to  be  due 
to  bacilli  of  the  bovine  type.  From  clinical  study  of  cases  treated 
during  the  past  five  years,  he  concludes  that  an  antitoxic  vaccine 
or  lymph  may  be  derived  from  the  bovine  which  has  been 
previously  immunized  through  the  administration  of  attenuated 
doses  of  tubercle  bacilli,  and  that  this  immunity  may  be  accom- 
plished through  the  use  of  either  human  or  bovine  tubercle 
bacilli  in  the  emulsion  which  is  used  for  immunizing  purposes. 

Tubercular  Peritonitis  in  the  Nursling. — E.  Weill  and  M.  Pehu 
(Arch,  de  M^d.  des  Enf.,  June,  1909)  find  that  primary  peritonitis 
of  tuberculous  origin  is  comparatively  rare.  Tuberculous 
peritonitis  occurring  in  the  course  of  generalized  tuberculosis  is 
not  uncommon,  but  the  primary  form  is  not  frequent.  The 
author  published  two  personal  observations.  Tuberculous 
peritonitis  in  the  nursling  is  characterized  pathologically  by  a 
marked  predominance  of  the  caseous  form  of  tuberculosis,  by 
the  generalization  of  lesions,  and  by  a  frequent  occurrence  of 
infection  of  the  genital  organs,  male  or  female.  The  symptoms 
consist  of  crises  of  pain  in  the  abdomen,  progressive  increase  in 
the  size  of  the  abdomen,  diarrhea,  tenderness,  and  ascites.  The 
course  of  the  affection  is  afebrile.  There  is  often  a  purulent 
flow  from  the  vagina.  Rectal  examination  will  show  the  exist- 
ence of  periuterine,  prostatic,  or  seminal  lesions.  There  may  be 
an  umbilical  fistula.  The  glands  are  generally  involved.  The 
general  condition  is  very  bad,  and  the  evolution  of  the  disease 
is  toward  death.  Nevertheless  there  are  cases  that  are  capable 
of  cure.     The  ascitic  forms  are  more  curable  than  others. 

Treatment  of  Tuberculous  Peritonitis  by  means  of  X-rays. — 
G.  B.  Allaria  and  G.  Rove  re  (Arch,  de  M  d.  des  Enf.,  June,  1909) 
have  treated  seven  cases  of  tubercular  peritonitis  by  means  of 
the  Roentgen  rays.  Undoubted  cure  was  obtained  in  only  one 
case  out  of  the  seven.  In  one  case  there  was  undoubtedly  bad 
effect  on  the  generalization  of  the  disease.  In  some  cases  there 
were  no  bad  effects,  even  if  no  benefit  resulted.  The  treatment 
caused  a  slight  and  inconstant  increase  of  leukocytosis.  The 
authors  believe  that  we  should  be  careful  in  the  use  of  this 
means  of  treatment  in  tuberculous  peritonitis,  since  it  is  un- 
reliable in  its  effects.  In  some  eases  it  is  positively  curative, 
not  by  destroying  the  bacilli,  but  by  the  stimulation  of  the  cells 
of  the  peritoneum.  In  the  ascitic  form,  we  may  hope  for  benefit 
from  the  rays  used  moderately  and  with  great  care.  The  action 
should  be  most  carefully  observed  and  the  treatment  stopped 
as  soon  as  bad  effects  are  no  led. 

Electricity  in  the  Diagnosis  and  Treatment  of  Infantile  Paraly 
sis.  M  Marques  (Ann.  de  Med.  et  Chir.  Inf.,  May  15,  [909) 
divides  the  course  of  infantile  paralysis  into  three  stages:  the 
acute  period,  when  electric  treatment  should  not  be  used;  the 
chronic  or  regressive  period,  in  which  it  is  of  the  greatest  value, 
and  in  fact  is  the  best  method  of  distinguishing  the  affected 
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muscles,  by  means  of  the  reaction  of  degeneration,  and  the  only 
means  of  keeping  up  the  tone  of  the  paralyzed  muscles  until  the 
utmost  regeneration  has  taken  place  in  the  spinal  cord;  and  a 
period  when  repair  has  ceased  and  deformities  are  being  produced, 
when  it  is  an  adjuvant  to  operative  measures.  In  the  acute 
stage  only  measures  to  lessen  excitability  are  best.  In  the  chronic 
stage,  beginning  from  the  fifth  to  the  fifteenth  day,  according 
to  various  observers,  faradic  irritability  is  at  first  lost  in  all 
the  paralyzed  muscles,  and  the  use  of  galvanism  shows  the 
reaction  of  degeneration  in  all  which  are  badly  affected.  If  the 
reaction  is  entirely  reversed  the  prognosis  for  that  muscle  is 
worse  than  when  it  is  not.  Thus  electricity  is  a  great  aid  in 
diagnosis  and  prognosis  of  the  condition  of  the  individual  muscles. 
It  is  also  of  use  to  exercise  and  keep  in  tone  the  recovering  muscles 
and  to  prevent  atrophy.  It  is  the  only  treatment  that  gives  any 
results,  and  the  patient  that  is  unable  to  have  it  has  much  more 
deformity  and  disability  than  one  who  is  placed  under  electrical 
treatment  early  in  the  paralytic  stage.  Galvanism  is  used  in  the 
form  of  gentle  massage,  with  as  much  current  strength  as  will 
produce  fair  contractions  without  pain.  It  is  to  be  used  moder- 
ately and  at  short  sittings.  Continuous  galvanization  of  each  of 
the  paralyzed  groups  is  used  first,  followed  by  interruption 
of  the  current,  the  pole  that  gives  the  better  contraction  being 
used  over  the  muscles.  In  the  later  stage,  when  deformity  is 
coming  on,  operative  measures,  such  as  transplanting  well 
muscles  to  the  tendons  of  those  which  are  paralyzed,  and  braces 
to  prevent  changes  in  the  joints,  may  be  aided  by  electricity 
to  keep  the  transplanted  muscles  in  good  condition. 

Treatment  of  Infantile  Paralysis. — William  MacKenzie  {Inter. 
Mnl.  J  ur.,  May  20,  1909)  gives  the  results  obtained  by  early 
immobilization  of  the  paralyzed  limb  in  acute  anterior  polio- 
myelitis. The  function  of  the  deltoid  being  to  raise  the  arm 
from  the  side  to  a  right  angle,  its  zero  position  would  be  repre- 
sented by  the  latter.  In  that  position  it  is  maintained  by  means 
of  an  upper  limb  splint  and  the  biceps  is  rested  by  flexion  of 
the  forearm  and  raising  of  the  arm.  '1  he  muscles  is  later  ci  axed 
into  action  by  gradually  altering  the  angle  of  the  splint  in 
proportion  to  the  amount  of  recovery  which  has  taken  place. 
Of  eighteen  upper  extremities  s  treated  he  reports:  Ten  upper 
limbs  treated  within  tin  days  of  the  onsel  of  the  illness  were 
immobilized  without  massage  for  from  ten  to  twelve  wicks,  and 
of  these  nine  recovered.  '1  he  ease  that  did  badly  was  that  of 
a  child  with  four  limbs  and  muscles  of  hack  and  neck,  and 
marked  meningeal  symptoms.  The  other  limbs  have  recovered, 
but  the  right  arm,  though  improved,  is  still  unsatisfactory. 
1  hree  cases  not  rested  within  four  weeks  of  the  onset,  the  longest 
time  being  seven  weeks,  recovered  in  the  reclining  position,  and 
in  two  on  the  splint  for  eight  months,  also  in  the  mid  upright 
position.  Five  ease-,  treated  with  electricity  and  massa^/  but 
no  splinting,  and  with  over  three  months'  history  and  paralyzed 
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deltoid.  The  most  that  can  be  hoped  for  from  the  splint  is 
biceps  action,  and  improvement  in  the  condition  of  the  muscles 
of  the  wrist  and  hand. 

New  Methods  of  Treatment  of  Gastroenteritis.  —  Henri 
Bouquet  (Bull.  Gin.  de  Th  v.,  June  8  and  15,  1909)  under  this 
heading  calls  attention  to  two  systems  of  diet  of  exactly  opposite 
character,  both  of  which  are  used  in  the  treatment  of  gastro- 
intestinal complications  in  infants.  One  is  the  water  diet, 
modified  by  the  administration  of  leguminous  or  cereal  broths, 
or  solutions  of  chloride  and  bicarbonate  of  soda,  the  object  of 
which  is  to  replace  the  water  drained  from  the  system  by  the 
frequent  stools,  at  the  same  time  that  fermentable  food  materials 
are  removed  from  the  diet.  When  we  have  initiated  the  water 
diet  and  fermentation  has  ceased  in  the  bowels  the  question  comes 
up,  and  is  forcibly  brought  before  us  by  the  mother,  how  long 
we  can  safely  keep  the  little  patient  on  water  alone  without 
starving  him  to  death.  One  of  the  gruels  that  is  used  to  give 
some  apparent  food  value,  slight  though  it  be,  is  prepared  from 
potatoes,  carrots,  turnips,  dried  peas,  and  dried  beans,  boiled  for 
a  long  time  in  a  large  amount  of  water,  filtered  and  salted. 
Another  is  made  of  cereals,  wheat,  pearl  barley,  dried  peas, 
beans  and  lentils,  treated  in  the  same  manner.  The  diminution 
in  weight  of  the  child  ceases  and  he  stops  vomiting.  Other 
physicians  have  given  to  replace  pure  water  a  solution  of  chloride 
and  bicarbonate  of  soda.  This  also  prevents  loss  of  weight 
when  combined  with  broths.  The  ingredients  of  these  broths 
seem  to  have  nutritious  value,  and  yet  are  not  fermentable,  and 
the  public  accepts  them  gladly.  Their  real  value  is  in  lessening 
dehydration.  Subcutaneous  injections  of  normal  salt  solutions, 
and  high  saline  injections  have  the  same  effect,  but  the  injections 
render  the  bowel  irritable  after  a  time.  The  dry  diet  has  for  its 
object  limitation  of  the  amount  of  liquids  taken  by  the  patient. 
The  food  consists  of  eggs,  dried  cakes  and  cheese,  with  a  minimum 
amount  of  liquids.  Its  object  is  to  lessen  dyspepsia  due  to  the 
taking  of  a  large  amount  of  milk,  in  order  to  obtain  a  sufficient 
amount  of  solids  to  sustain  life.  The  ingestion  of  lactic  acid 
bacteria  is  dependent  on  their  destruction  of  the  bacteria  of 
fermentation  in  the  stomach  and  intestine.  They  are  adminis- 
tered in  the  form  of  bouillon.  Intestinal  irrigation  is  less  used 
than  formerly.  The  only  medication  that  stems  of  value  is 
opium,  to  control  vomiting  and  stools,  am!  gelatine.  The 
intestinal  antiseptics  seem  of  little  real  value.  Gelatin  causes 
lessening  of  the  number  of  stools;  the  green  color  disappears, 
the  bad  odor  ceases,  and  the  acid  reaction  passes  away.  It  is 
administered  in  a  warm  sterilized  solution,  with  can1  not  to  give 
cold  drinks  at  the  same  time. 
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The  surgical  accident  indicated  in  the  title  of  this  paper  is  a 
rather  common  occurrence,  the  literature  of  which  is  undoubtedly 
very  much  smaller  than  it  might  he.  The  tendency  to  report 
successful  cases  and  to  leave  to  oblivion  cases  in  which  the 
recovery  has  not  been  of  the  proverbial  uneventfulness,  is  too 
human  to  be  overcome  very  readily. 

Madelung,  in  1905,  in  Archiv.  fiir  Ckirurgie,  vol.  lxxvii,  pub- 
lished the  results  of  a  painstaking  investigation  of  the  literature 
to  which  he  added  his  own  experience  and  that  of  some  of  his 
colleagues;  so  that  his  paper  is  based  on  altogether  157  cases. 
For  the  purposes  of  my  paper  it  is  not  necessary  to  increase  the 
number  of  quotations  from  the  literature. t 

Madelung's  laborious  work  has  not  led  to  any  definite  result. 
The  very  multiplicity  of  conditions  which,  according  to  him.  may 
favor  postoperative  separation  of  the  laparotomy  wound  is  a 
fairly  accurate  indication  of  our  ignorance  of  the  real  cause.  A 
number  of  observations  which  I  have  made  seem  to  me  to  throw 
an  entirely  new  light  on  the  etiology  of  this  accident  in  our  sur- 
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tThe  authors  quoted  by  Madelung  will  be  referred  to  in  thi  1  papei    under  the 
same  numbers  under  which  they  go  in  Madelung's  list  of  referem  es.     I  I 
all  the  papers  quoted  by  Madelung  as  far  as  they  could  be  found  in  ( Ihi  ago  libra- 
ries and  a  number  of  papers  which   1.1  :   since    1905,   but    have  found 
nothing  in  them  that  would  render  superfluous  the  publii  ation  of  this  papi 
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gical  technic,  for  such  I  hope  to  be  able  to  prove  it  in  a  large 
number  of  eases  at  least. 

According  to  the  condition  of  the  laparotomv  wound  certain 
classes  of  cases  have  to  be  differentiated.  First,  there  is  the 
difference  between  the  aseptic  and  the  septic  wounds.  If 
the  wound  is  septic,  none  of  us  are  surprised  if  the  histolysis  due 
to  the  septic  microorganisms  prevents  the  healing  of  the  wound 
or  allows  the  partially  healed  wound  to  separate.  I  therefore 
exclude  septic  cases  from  our  further  discussion. 

Secondly,  laparotomy  wounds  differ  according  to  whether 
they  have  been  closed  completely  or  have  been  left  partiallv 
open  for  the  purpose  of  drainage,  packing,  formation  of  intestinal 
fistulas,  fixation  of  stumps  in  the  w:ound,  etc.  This  paper  will 
discuss  more  particularly  the  wounds  which  have  been  closed 
completely.  Partially  closed  wounds  are  particularly  liable  to 
be  or  to  become  infected.  But  besides  infection  the  most  impor- 
tant cause  of  postoperative  separation  of  the  wound  which  is 
to  be  demonstrated  in  this  paper,  affects  these  wounds  as  well  as, 
or  even  more  than,  completely  closed  wounds.  The  methods  of 
suturing  and  the  kind  of  suture  material  employed  are  imma- 
terial (Madelung,  pp.  367  to  369). 

The  first  observation  which  caused  my  interest  in  this  problem 
was  made  in  1902.  A  Mrs.  L.,  45  years  old,  short  and  stout, 
had  a  ventral  hernia  following  a  cholecystectomy,  in  which 
packing  had  been  employed.  The  hernia  was  the  size  of  a  fist. 
The  hernial  opening  was  dissected  free  without  opening  the 
peritoneum  and  then  a  suture  with  formalin  catgut  (Hofmeister) 
in  layers  was  performed  (one  continuous  suture  of  No.  o  catgut 
for  the  posterior  sheath  of  the  rectus,  one  interrupted  layer  for 
the  muscle,  one  layer  No.  o  for  the  fascia,  skin  suture  with 
celluloid  linen  thread).  At  the  conclusion  of  the  skin  suture  the 
anesthetic  was  discontinued  and  the  patient  began  to  awake, 
became  nauseated  and  vomited.  With  a  distinctly  audible 
noise  something  snapped  in  the  wound.  Under  renewed  anes 
thesia  the  skin  sutures  were  removed,  and  it  was  seen  that  tin 
suture  of  tin  fascia  had  tarn,  to  that  tin  muscle  lay  bare.  The 
fascia  was  sutured  again  witli  catgut  No.  -'  continuously,  ami 
after  the  skin  sutures  had  been  placed  again  the  patient's 
vomiting  which  accompanied  her  awakening  from  the  anes 
thetic  was  without  effect  on  the  sutures.  The  patient  made  .1 
rapid  recovery,  and  according  to  the  statemenl  of  her  physician 
has  no  recurrence  of  the  hernia 
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This  case  suggested  aline  of  reasoning  as  follows:  Evidently 
catgut  No.  o  was  too  thin  to  withstand  the  tension  of  the  efforts 
at  vomiting.  Now  let  us  suppose  that  the  vomiting  had  taken 
place  not  immediately  after  the  operation  while  the  patient  was 
still  on  the  table,  but  later  on  when  the  patient  was  in  her 
bed.  If  the  nurse  in  attendance  happened  to  be  absent  at  the 
moment,  when  the  patient  vomited,  or  if  she  did  not  under- 
stand the  import  of  the  noise  produced  by  the  snapping  of 
the  sutures,  then  we  would  have  been  surprised  to  find  later 
on  nonunion  of  the  fascia  and  possibly  a  recurrence  of  the  hernia. 
Furthermore,  supposing  that  not  only  the  fascial  layer  of  sutures, 
but  the  muscular  layer  too,  snapped  in  the  absence  of  a  person 
familiar  with  such  eventualities,  there  would  have  been  nothing 
to  hold  back  the  intestine  except  the  peritoneum  which  had  not 
been  opened  and  the  skin,  and  it  was  to  be  expected  that  the 
peritoneum  would  bulge  out  between  the  gaping  edges  of 
fascia  and  muscle  and  that  there  would  appear  a  hernia  a  very 
short  time  after  the  operation  and  as  large  as  before.  Going  a 
step  further,  what  was  to  be  expected  if  the  peritoneum  had 
been  incised  and  sutured  as  well  as  the  other  layers  and  if  the 
sutures  holding  the  peritoneum  also  had  given  way?  Then  the 
skin  sutures  alone  would  hold  back  the  abdominal  contents, 
and  if  the  stitches  were  removed,  only  the  union  of  the  skin, 
notoriously  delicate  and  friable  at  the  time  customary  for  the 
removal  of  skin  sutures,  would  prevent  separation  of  the  wound 
and  prolapse  of  the  intestines.  Any  undue  tension  affecting  the 
skin  scar  might  cause  it  to  separate  after  it  had  been  deprived 
of  the  support  of  the  sutures. 

The  next  qestion  was:  Could  it  be  proven  that  here  was  the 
underlying  factor  in  the  causation  of  postoperative  prolapse  of 
the  intestines?  And  the  answer  must  be  this-  the  tissues  under 
tin-  integument,  if  seen  soon  after  the  occurrence  of  the  prolapse, 
must  show  by  their  appearance  whether  their  separation  had 
occurred  at  the  moment  at  which  the  prolapse  took  place  or  some- 
time before.  If  the  peritoneum,  muscle  and  fascia  had  all  torn 
open  at  this  time,  they  would  have  to  appear  like  a  freshly  torn 
wound  and  would  have  to  bleed  more  or  less.  On  the  other 
hand,  if  they  had  been  allowed  to  separate  by  a  break  of  the 
sutures  immediately  after  the  operation,  then  at  the  time  of  the 
prolapse  only  the  skin  would  have  to  show  the  evidence  of  a 
recent  tearing,   while  the  deeper  layers  would   be  found   in  the 
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condition  which  any  unsutured  wound  would  present  after  days, 
that  is  to  say,  it  would  be  found  granulating. 

The  literature  which  I  had  at  hand  at  that  time  was  strangely 
silent  on  this  point,  and  even  now  with  the  help  of  Madelung's 
extensive  research  this  point  cannot  be  cleared  up  from  the 
literature.  Almost  none  of  the  papers  refer  to  the  condition  of 
the  edges  of  the  wound  (aside  from  the  question  of  infection), 
and  the  one  author,  who  mentions  it,  seems  to  attribute  no  im- 
portance to  his  findings  (see  below). 

Not  until  over  five  years  later  came  the  opportunity  for  a  per- 
sonal observation.  My  colleague,  Dr.  T.  J.  Sullivan,  Professor 
of  Surgery  at  the  Post-Graduate  Medical  School,  operated  in 
September,  1907,  on  a  woman  of  thirty-eight  years,  performing 
gastroenterostomy  for  an  inoperable  carcinoma'  of  the  pylorus. 
The  peritoneum,  which  was  thickened,  was  sutured  continuously 
edge  to  edge  with  No.  1  pyoctanin  catgut.  Muscle  and  fascia  were 
sutured  continuously  with  pyoctanin  catgut  No.  2.  The  skin 
was  sutured  with  interrupted  silkworm.  The  patient,  who  had 
vomited  before  the  operation,  continued  to  vomit  after  it  for 
days.  But  the  wound  appeared  to  have  healed  by  primary  union 
when  the  stitches  were  removed  on  the  fourteenth  day,  the  day 
of  the  discharge  from  the  hospital.  On  the  following  day  the 
patient  noticed  a  little  moisture  on  the  dressing,  but  was  other- 
wise perfectly  normal  and  free  from  pain.  When  Dr.  Sullivan 
saw  the  patient  on  the  same  day  and  lifted  up  the  dressing,  he 
found  small  intestine  prolapsed  under  the  dressing.  He  dropped 
the  dressing  back  into  place  and  had  the  patient  transported 
to  the  hospital,  where  I  was  invited  to  be  present  at  the  opera- 
tion. Before  the  dressing  was  removed  on  the  operating  table, 
the  above  conclusions  were  gone  over,  and  it  was  decided  to  pay 
particular  attention  to  the  edges  of  the  wound  in  order  to  con- 
firm or  disprove  the  correctness  of  the  theoretical  deductions. 

The  findings  were  these: 

The  dressing  contained  a  small  amount  of  serous  fluid  with  a 
slight  bloody  tinge.  The  skin  was  free  from  pus,  redness  or 
swelling.  Between  the  edges  of  the  skin  protruded  a  few  coils  ni 
small  intestine,  which  were  a  little  pink,  but  glistening  and 
not  adherent  to  the  edges  of  the  skin.  On  retracting  the 
of  the  wound  it  was  seen  that  the  skin  incision  showed 
/ni\,  fresh,  bright,  />/<'. >./i  points,  while  tin  deeper  layers  which 
\lirl:-nl  inward  (see  diagram)  urrc  pink,  glistening,  perfectly 
/>.,    hum  hemorrhage  mnl  presented  a  perfectly  smooth  surface  m 
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i.huli  thi   various   layers  of  the  abdominal   wall  could  not  h    dij 
ferenliated.     The  peritoneum  inside  was  absolutely  normal,  but 
its  edge  was  hidden  in  the  granulations.     Suture  was  followed 
by  recovery. 

In  other  words,  the  condition  of  the  edges  of  the  wound  ful- 
filled completely  the  postulates  constructed  after  the  observation 
of  the  first  case.  My  sincere  thanks  are  due  to  my  friend,  Dr. 
Sullivan,  for  permission  to  investigate  and  to  publish  this  very 
instructive  case. 

Case.  III. — In  November,  1908,  a  second  observation  was 
made  which  confirmed  the  first.  Mrs.  F.,  a  small,  rather  thin 
woman,  who  had  never  borne  children,  had  been  operated  on  by 
a  physician  in  September,  1907.  He  had  resected  the  right  ovary 
and  the  fimbriated  end  of  the  right  tube  and  performed  ventro- 
fixation. One  year  later,  in  November,  1908,  the  patient  came 
to  me,  and  after  unsuccessful  conservative  treatment  laparotomy 
was  performed  under  scopolamine-morphine-ether  anesthesia 
(ether,  350  c.c).  The  operation  lasted  50  minutes.  The 
scar  in  the  skin  was  excised.  In  the  fascia  a  gap  w'as  found  at 
about  the  middle  of  the  scar.  The  incision  went  through  the 
scar  of  the  deeper  layers.  The  inflamed  stump  of  the  right  tube, 
a  left  pyosalpinx,  and  adherent  and  kinked  appendix  were 
removed.  The  uterus  which  was  adherent  posteriorly,  had 
drawn  out  the  adhesions  produced  by  the  ventrofixation  to 
a  ligament  over  to  cm.  long.  This  ligament  was  removed. 
The  abdomen  was  sutured  with  sterile  catgut,  No.  1  continuous 
for  peritoneum  and  with  another  layer  of  the  same  kind  for  the 
muscle.  The  fascia  was  sutured  with  continuous  catgut  No.  2. 
Skin  suture  with  interrupted  celluloid  thread.  The  patient 
vomited  and  coughed  for  three  days  after  the  operation  and  was 
uncomfortable  for  four  days  after  the  operation,  distinctly  more 
so  than  we  usually  see  after  such  operations.  The  temperature 
reached  100  only  once  on  the  fourth  day,  but  her  pulse  remained 
around  eighty.  The  bowels  wire  moved  easily  with  enemas. 
The  patient  was  up  in  bed  on  the  day  of  operation,  up  in  chair 
on  the  second  day,  and  walked  on  the  fifth  day.  After  the  fifth 
day  she  felt  perfectly  comfortable  and  sin-  took  mixed  diet  from 
the  third  day  on.  However,  as  in  the  absence  of  any  grave 
symptoms  she  did  not  appear  just  right  for  a  number  of  days 
after  the  operation,  the  possible  causes  of  the  disturbance  were 
discussed  in  the  clinic  and  the  separation  of  the  deeper  layers  of 
the  wound  was  mentioned  and  the  treatment  discussed. 
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On  the  seventh  day  the  skin  sutures  were  removed  and  there 
was  apparently  perfect  primary  union.  About  10  P.  M.  on  the 
same  day  the  patient  sneezed,  she  held  on  to  her  abdomen  during 
this  act,  but  felt  her  wound  open.  However,  she  had  little 
pain  and  slept  most  of  the  night.  She  rose  once  during  the 
night  and  went  to  the  bath-room  to  urinate.  Afterward  she  went 
to  sleep  again.  After  the  sneezing  and  especially  after  slie  had 
been  to  the  bath-room,  she  noticed  that  some  fluid  was  running 
over  her  skin,  and  toward  morning  she  noticed  that  the  dressing 
was  wet  with  a  slightly  bloody  fluid.  The  interne  was  notified, 
looked  under  the  dressing  and  saw  prolapsed  intestine.  As 
the  previous  clinical  discussion  of  the  case  remained  in  his 
memory,  he  wisely  left  the  wound  alone  and  notified  me.  I 
saw  the  patient  about  10  A.  m.,  that  is  to  say,  about  twelve  hours 
after  the  sneezing.  The  patient  had  a  temperature  of  98.6, 
pulse  of  92,  and  looked  perfectly  comfortable.  She  was  placed 
on  the  operating  table  and  anesthetized  with  ether.  The  sterile 
gause  of  the  dressing  was  slightly  adherent  to  the  intestines. 
After  its  removal  it  was  found  that  the  wound  had  separated 
to  its  full  length  with  the  exception  of  2  cm.  at  the  lower  end. 
Coils  of  small  intestine  presented  themselves  in  the  lower  part  of 
the  wound,  in  the  upper  angle  omentum  was  visible.  The  patient 
pressed  a  little  and  an  additional  coil  of  intestine  was  extruded  on 
the  left  side  of  the  wound.  After  the  patient  had  been  anesthetized 
completely,  the  following  observations  were  made:  The  skin 
around  the  incision  was  perfectly  normal.  Bowel  and  omentum  as 
far  as  they  were  prolapsed  were  a  little  pink,  but  glistening,  with  a 
few  white  flakes  of  fibrin  on  the  surface.  On  the  left  side  the  pro- 
lapsed organs  were  not  adherent  at  all  and  could  be  replaced 
with  great  ease.  On  the  right  side  the  intestine  was  attached 
slightly  and  the  omentum  in  the  same  way,  but  not  more  than, 
for  instance,  the  bowel  would  be  attached  to  a  sponge  at  the  end 
of  an  operation  with  .dry  sponges.  The  entire  prolapsed  organs 
were  replaced  with  great  ease,  and  a  minute  quantity  of  serous 
fluid  with  a  slight  bloody  tinge  escaped  between  them.  The  edges 
oj  the  ■■km  ■.liou;  tl  a  .  1  bright  red  points.  The  rest  of  the  abdomi- 
nal wall  shelved  inward.  The  surface  oj  tin  deeper  layers  was 
free  from  hemorrhagt  and  perfectlj  smooth.  Muscle  and 
could  not  lu  dfferentialed  under  this  •■month  glistening  surface. 
The  peritoneum  appeared  as  a  white,  slightly  thickened  membrane 
which  extended  a  short  distance  outward  on  the  other  layers  of 
abdominal  wall.      The  peritoneal  edges  wen'  easily  stripped  off 
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and  united  by  continuous  catgut  suture.  Muscle  and  fascia 
were  separated  by  sharp  dissection  and  sutured  separately  with 
continuous  catgut  suture.  The  sutures  grasped  the  tissue  at  a 
good  distance  from  the  edge  and  did  not  cut  through.  The  skin 
was  sutured  with  interrupted  celluloid  thread. 

Again,  therefore,  the  findings  were  in  entire  accord  with  the 
theory  that  the  deeper  layers  had  given  way  long  before  the  skin  did . 

The  patient  stood  the  operation  well.  It  had  lasted  twelve 
minutes.  On  the  fifth  day  after  the  operation  there  was  a  little 
separation  of  the  edges  of  the  wound  in  the  middle  with  discharge 
of  a  little  oil  and  serum,  but  no  pus.  On  the  eighth  day  the 
stitches  were  removed.  On  the  seventeenth  day  patient  was 
discharged.  Five  months  after  the  operation  the  skin  scar  was 
found  wide,  there  was  diastasis  of  the  recti,  and  when  the  patient 
pressed  there  was  some  bulging  of  the  skin. 

A  third  case  not  only  confirmed  the  previous  findings,  but 
added  new  features  of  interest. 

Case  IV — In  May,  1909, 1  performed  an  abdominal  hysterectomy 
on  an  enormously  fat  nullipara,  weighing  225  pounds,  for  a  fibroid 
of  the  size  of  a  two  months'  pregnancy.  The  patient  had  scopo- 
lamine-morphine  and  besides  300  c.c.  of  ether.  The  operation 
lasted  one  hour  and  forty  minutes.  The  abdominal  suture  pre- 
sented some  difficulty  on  account  of  the  enormous  amounts  of 
fat.  The  peritoneum  was  closed  with  continuous  plain  sterile 
catgut  No.  1 ,  a  second  layer  of  the  same  kind  united  the  muscles 
and  a  continuous  catgut  suture  of  No.  2  was  used  for  the  fascia. 
The  skin  was  sutured  with  celluloid  thread.  The  patient 
vomited  considerably  the  first  day,  less  on  the  second  and  third 
days.  On  the  third  day  she  began  to  cough  a  little,  but  nothing 
was  found  on  the  lungs  except  a  few  moist  rales  here  and 
there.  The  patient  slept  little  and  complained  of  pain  for  the 
first  two  days,  had  no  appetite,  was  troubled  with  flatulency, 
but  her  bowels  were  moved  easily  with  enemas.  She  sat  up  in 
bed  and  in  a  chair.  At  the  end  of  three  times  twenty-four 
hours  after  the  operation  it  was  noticed  that  there  was  a  bloody 
discharge  on  the  binder,  but  when  the  dressing  was  removed  for 
inspection,  the  skin  suture  appeared  perfect.  A  dry  sterile 
dressing  was  applied.  The  patient  felt  more  comfortable, 
coughed  less,  slept  well,  and  took  nourishment  with  better  relish. 
She  sat  up  in  a  chair  for  some  time  every  clay.  In  the  clinical 
presentation  the  possibility  of  separation  of  the  deeper  layers 
and  its  proper  treatment  was  discussed. 
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The  dressing  was  changed  daily  and  nothing  but  serous  fluid 
was  ever  found  on  the  dressing,  the  skin  apparently  healing  well 
At  no  time  was  there  any  gap  to  be  seen  between  the  stitches 
which  allowed  the  fluid  to  escape.  The  temperature  reached 
ioo°  every  evening,  the  pulse  ranged  around  no  to  120  for  the 
first  four  days,  then  went  down  to  90  or  100.  The  crease  in  the 
skin  under  the  overhanging  pendulous  abdomen  became  slightly 
eczematous. 

Eight  days  after  the  operation  my  assistant  removed  even- 
second  stitch  from  the  skin.  He  noticed  a  small  amount  of  serum 
coming  from  the  lower  angle  of  the  incision  and  applied  a  drv 
sterile  dressing.  One-half  hour  later  I  saw  the  patient  and 
found  the  dressing  moist  with  a  serous  fluid.  On  opening  the 
dressing,  small  intestine,  very  slightlyMistended,  was  seen  lying 
exposed  in  the  lower  angle  of  the  wound,  which  was  separated 
to  the  length  of  about  7  cm.  The  intestine  lay  in  the  level 
of  the  skin  and  did  not  protrude  above  that  level.  The  patient 
stated  that  after  the  removal  of  the  stitches  she  had  had  an 
evacuation  of  the  bowels,  had  pressed  and  had  felt  something 
give.  But  she  was  so  little  incommoded  by  it,  that  she  took  her 
midday  meal  in  perfect  comfort.  The  operation  was  postponed 
on  account  of  the  full  condition  of  the  stomach,  a  dry  sterile 
dressing  applied,  and  the  patient  advised  to  lie  still.  Five  hours 
afterward  the  patient,  who  in  the  meantime  had  received  scopo- 
lamine-morphine,  was  placed  on  the  operating-table  and  anesthe- 
tized. The  skin  was  disinfected  with  tincture  of  iodine,  especially 
in  the  crease  above  the  pubes. 

The  edges  of  the  wound  were  raised  up  for  inspection  where 
they  had  separated  and  were  free  from  hemorrhage.  A  clear 
serous  fluid  escaped  from  between  the  bowels  in  small  quantities. 
The  separated  surfact  of  the  abdominal  parietes  was  perfectly 
smooth,  shining,  and  frei  from  heptorrhage.  The  bowels  were 
only  very  slightly  adherent  and  were  detached  easily. 

Now  the  first  skin  suturt  above  tin  separated  part  of  the  wound 
was  cut.  Immediately  the  skin  separated  and  intestine  was  m» 
lying  under  it.  This  intestine  again  was  perfectly  smooth  and 
shining.  One  after  the  other  the  ^kin  sutures  were  removed 
and  as  often  as  oin  :eus  <  ut,  tlv  skin  separated  and  bowel  appeared 
undei  it.  Only  the  uppermost  3  or  4  cm.  of  the  wound  did 
not  open  up  of  their  own  accord  and  were  separated  by  very 
slight  pressure  of  the  finger.  Omentum  was  seen  adherent 
under   this   pari    of   the   incision.     Otherwise   the  intestine   was 
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perfectly  free  and  lay  in  a  large  cavity  in  the  subcutaneous 
fat  with  hardly  any  adhesions  to  the  walls  of  this  cavity.  The 
mass  of  intestine  under  the  skin  was  of  the  size  of  a  child's  head 
at  least.  Bowel  and  omentum  were  then  covered  with  two  large 
sponges  and  handled  in  this  cover  as  one  mass.  As  the  mass  was 
moved  sideways  the  cleft  in  the  deeper  layers  was  seen,  through 
which  the  bowel  had  escaped.  This  cleft  was  long  and  narrow, 
slit-like.  The  fascia  and  the  muscle  were  covered  with  pink  granu- 
lations which  were  smooth  and  shining.  The  peritoneum  had 
retracted  a  little  more  on  the  left  than  on  the  right  side,  but  was 
smooth  and  glistening.  In  the  lower  angle  in  the  neighborhood 
of  the  infected  skin  there  were  some  white  fibrinous  flakes  on  the 
granulations,  otherwise  the  w-hole  wound  was  free  from  pus  or 
fibrin.  .Suture  was  difficult  on  account  of  the  enormous  amounts 
of  fat  inside  the  abdomen  and  because  the  tissue  did  not  hold 
the  stitches,  but  allowed  them  to  cut  through.  Through-and- 
through  sutures  of  catgut  No.  2,  which  were  passed  through 
peritoneum,  muscle,  and  fascia  together,  at  last  brought  the 
edges  together.  A  reenforcing  suture  of  catgut  was  placed 
through  the  fascia  taking  hold  of  the  tissue  at  quite  a  distance 
from  the  edge.  The  skin  sutures  were  placed  at  rather  con- 
siderable intervals  on  account  of  the  infected  condition  of  the 
skin  at  the  low-er  angle.  The  operation  had  lasted  about  twenty 
minutes  and  the  patient  had  taken  100  c.c.  of  ether.  The 
patient  made  a  good  recovery  and  left  the  hospital  fourteen  days 
after  the  secondary  suture  with  an  apparently  firm  abdomi- 
nal scar. 

The  findings,  as  far  as  the  granulating  condition  of  the  tissues 
was  concerned,  again  proved  correct  the  above  discussed  theo- 
retical deductions.  Besides  in  the  largest  part  of  the  wound 
the  condition,  which  wt  had  constructed  theoretically,  was  repro- 
duced exactly  in  the  living  subject.  Here  was  the  skin  as  the  only 
covet  of  the  abdominal  contents.  Here  were  the  dap  layers  sepa 
rated  and  granulating,  and  here  was  intestine  and  omentum  pushing 
in  between  the  deep  layers.  And  the  skin  gave  way  as  soon  as  the 
I  iitim  s  wt  r    cut. 

In  addition  thereto  there  was  found  an  apparently  perfectly 
developed  ventral  hernia  with  the  wide  lateral  subcutaneous 
development  with  which  all  surgeons  are  familiar  who  have 
Operated  on  large  umbilical  01  post  operative  hernias.  If  further 
observations  should  prove  the  above  findings  to  be  regular 
characteristics   of   early   postoperative   hernias,    then    we    must 
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assume  that  the  peritoneum  which  invests  the  sacs  of  post- 
operative hernias  is  a  secondary  growth  of  peritoneal  epithelium 
over  a  preformed  cavity,  the  original  lining  of  which,,  smooth 
and  shining  as  it  is,  is  granulation  tissue,  not  peritoneum.  For 
it  is  not  likely  that  peritoneum  should  cover  surfaces  of 
the  size  of  three  or  six  times  the  palm  of  the  hand  in  the  course 
of  a  few  hours  or  days.  Actual  macroscopic  examination  of  the 
peritoneum  in  this  case  demonstrated  it  as  terminating  at  practi- 
cally normal  limits.  The  growth  and  development  of  the  post- 
operative hernia  would  therefore  be  entirely  different  from  that 
of  an  umbilical  hernia. 

The  greatest  interest  is  attached  again  to  the  granulating  con- 
dition of 'the  abdominal  walls  which  in  this  case  was  observed 
about  one-half  hour  after  tlw  separation  of  the  skin,  considerably 
earlier  than  in  the  cases?  Hand  III,  where  twelve  and  twenty- 
four  hours,  respectively,  intervened  between  separation  of 
the  skin  and  investigation  of  the  walls  of  the  prolapse.  It  is 
beyond  controversy  that  an  interval  of  one-half  hour  could  not 
be  sufficient  to  change  a  torn  wound  into  a  perfectly  smooth 
granulating  wound.  This  observation  4  is  therefore  of  the 
greatest  value.  The  only  mention  of  such  findings  in  the  litera- 
ture is  made  by  Neermann(65)  who,  in  discussing  the  proper 
method  of  suturing  after  postoperative  prolapse,  says  that  suture 
in  layers  is  out  of  the  question,  as  the  wound  surfaces  are  always 
smooth,  even,  mostly  bright  red  and  differentiation  of  the  in- 
dividual layers  is  out  of  the  question.  Neermann  therefore 
made  the  correct  observation,  but  failed  to  draw  the  logical 
conclusions. 

It  is  not  directly  stated  anywhere  in  the  literature  that  at 
the  time  when  the  rupture  takes  place  it  is  a  rupture  of  the 
entire  thickness  of  the  abdominal  walls.  That,  however,  seems 
to  be  tacitly  and  generally  understood.  The  theory  which  we 
are  trying  to  establish  in  this  paper  says,  on  the  contrary,  that 
the  time  at  which  the  deeper  layers  separate  fin  edes  by  a  consider- 
able interval  the  moment  at  which  the  skin  separaU  r. 

The  observation  of  the  early  snapping  of  the  deep  sutures 
as  it  occurred  in  our  case  I  is  by  no  means  isolated.  It  was 
repeated  in  our  work  in  May,  190S.  Mr.  F.  (Case  V),  thirty- 
three  years  old,  a  powerfully  built  man  of  about  -'40  pounds, 
was  operated  on  for  acute  appendicitis  under  ,s,ras-ether  anes- 
thesia.  The  incision  was  made  through  the  right  rectus  muscle, 
and  at  the  end  of  the  operation  peritoneum,  muscle,  and  fascia 
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were  sutured  separately  by  continuous  catgut  suture  (No.  i 
for  peritoneum  and  muscle,  No.  2  for  fascia).  The  skin  was  closed 
with  Michel  clamps.  As  the  dressing  was  being  applied,  the 
patient  pressed,  gagged,  and  vomited.  Something  was  heard 
to  snap  with  an  audible  noise.  The  skin  clamps  were  removed 
and  it  was  found  that  the  entire  suture  of  the  fascia  had 
burst  open.  It  was  renewed  with  interrupted  catgut  No.  2. 
The  patient  recovered.  Again  the  question  arises :  what  would 
have  happened  if  the  patient  had  vomited  ten  minutes  later 
in  the  absence  of  a  person  familiar  with  such  an  accident? 

Madelung's  extensive  research  has  furnished  us  with  only 
one  observation  of  this  kind.  Tournemelle(96)  reports  that 
after  an  operation  for  ventral  hernia  the  catgut  sutures  snapped 
audibly  before  the  dressing  was  finished  and  a  tumor  the  size 
of  an  egg  became  visible  under  the  skin,  whereupon  the  proper 
treatment  could  be  instituted  immediately.  But  it  is  not  re- 
corded that  Tournemelle  drew  any  further  deductions  from 
this  observation. 

The  above  observations  explain  why  so  many  different  causes 
have  been  considered  in  the  etiology  of  the  postoperative  pro- 
lapse. It  is  noteworthy  that  in  many  cases  a  sudden  effort 
of  the  abdominal  walls  has  been  deemed  guilty  of  causing  the 
separation  of  the  abdominal  walls.  Madelung  records  (page 
376)  that  pulmonary  affections  with  cough  prevented  the  heal- 
ing in  thirty-one  cases,  while  in  twenty-four  cases  a  sudden 
coughing  spell  caused  the  apparently  healed  wound  to  burst 
open.  In  altogether  fifty-one  of  his  157  cases  the  authors 
accuse  cough  as  the  essential  cause  of  the  postoperative  pro- 
lapse. In  other  cases  vomiting  is  mentioned.  Repeated  and 
constant  vomiting  is  referred  to  ten  times,  immediately  after 
a  vomiting  spell  the  abdominal  wound  separated  in  fifteen 
cases  (page  377),  altogether  in  twenty-six  out  of  157  cases  a 
causal  relation  between  vomiting  and  the  postoperative  pro- 
lapse is  assumed  by  the  authors.  Hiccoughing  is  mentioned 
once,  sneezing  once,  pressing  during  defecation  five  times,  and 
so  on.  In  short,  a  number  of  conditions  which  are  accompanied 
by  sudden  increase  in  pressure  on  the  abdominal  wounds  are 
reported  as  having  led  to  postoperative  prolapse. 

But  in  themselves  they  are  all  unimportant.  Many  patients 
vomit  and  many  sneeze,  cough,  and  press  at  defecation  without 
becoming  victims  of  postoperative  prolapse.  The  essential 
step  is  the  separation  of  the  deep  layers  and  only  in  so  far  as  this 
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is  the  consequence  of  any  of  the  above-mentioned  acts  have 
they  any  connection  with  the  postoperative  prolapse. 

The  French  authors  have  tried  to  differentiate  between  pre- 
disposing and  determining  causes.  According  to  what  has 
been  demonstrated  in  this  paper,  there  is  only  one  predisposing 
cause,  the  separation  of  the  deeper  layers  due  to  breaking  of  the 
sutures  or  similar  occurrences  (see  below).  With  the  abdominal 
contents  lying  directly  under  the  skin,  any  sudden  tension  pro- 
duced on  the  delicate  scar  in  the  skin  is  sufficient  to  burst  it. 

As  long  as  the  stitches  in  the  skin  hold  the  skin  together,  the 
skin  has  a  support,  which  is  as  strong  as  the  stitches  are.  Rup- 
ture of  the  skin  is  therefore  particularly  liable  to  take  place 
after  the  stitches  are  removed.  My  three  cases  all  occurred 
after  removal  of  the  stitches,  and  in  Madelung  s  compilation  it 
is  mentioned  (page  370)  that  in  thirty-nine  cases  the  post- 
operative prolapse  occurred  within  three  times  twenty-four  hours 
after  removal  of  the  stitches.  Madelung  also  mentions  (page 
358)  that  between  the  seventh  and  tenth  days  after  the  operation 
the  rupture  took  place  in  fifty-nine  cases,  and  as  the  date  on 
which  the  stitches  were  removed  in  those  cases  is  not  recorded 
here  specially,  it  is  worth  remembering  that  the  days  on  which 
the  stitches  in  the  skin,  if  nonabsorbable,  are  usually  removed 
are  just  these  days. 

There  are  therefore  always  two  slips'  in  the  postoperative  pro- 
lapse which  are  separated  by  longer  or  shorter  intervals.  The 
first  step  is  the  separation  of  the  deeper  layers.  The  deeper  layers 
then  granulate,  but  do  not  heal  together,  because  the  abdominal 
contents  push  in  between  the  granulating  edges.  The  second 
step  takes  place  davs  or  weeks  afterward,  when  the  skin  also 
gives  way. 

In  niv  cases  I  and  V  it  was  seen  that  the  catgut  sutures  hint 
snapped,  but  though  probably  the  most  frequent,  this  is  by  no 
means  the  only  way  in  which  the  suture  can  become  defective. 
There  are,  as  I  see  from  the  literature,  three  other  possibilities 
besides  the  first  one  of  the  tearing  of  the  sutures.  Mitter- 
maier(63)  mentions  this  first  form  and  says  that  in  his  case  part 
of  the  catgut  appeared  torn  clear  across. 

j.  There  is  secondly  the  suture  which  becomes  defective  By 
the  knots   annum  open.       Rueder  (Madelung,  page  368)  speaks  of 

defective  knotting  of  the  suture.  Brettauer(i2)  reports  as 
follows  concerning  his  case:  "On  inspecting  the  buried  sutures 
the  knots  of  two  silkworm  sutureswere  found  tohaveopened  and 
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a  third  one  loosened,  though  they  had  been  tied  firmly  and  were 
not  cut  closely." 

3.  Instead  of  the  sutures  breaking  or  coming  open,  the  suture 
remains  solid,  but  the  tissue  gives  way.  This  can  happen  in  two 
ways: 

3a.  Each  stitch  can  cut  across  the  tissue  transversely.  Every 
operator  has  seen  that  when  operating  on  abdominal  walls 
which  were  under  some  tension.  Ryall(Si)  reports  a  case  of 
rupture  in  which,  he  says,  "the  deeper  layers  of  sutures  had 
completely  given  way,  the  sutures  having  torn  through  the 
tissue." 

3b.  A  more  exceptional  and  rather  peculiar  mode  of  this 
accident  is  represented  by  two  observations:  Sapiejko(82) 
reports  one  of  these  cases  as  follows:  In  an  operation  for 
umbilical  hernia  he  had  sutured  the  abdominal  wall  with  silk  in 
three  layers,  one  for  peritoneum,  one  for  muscle  and  fascia,  one 
for  skin.  Fourteen  days  after  the  operation  prolapse  of  the 
intestines  occurred.  After  separation  of  the  skin  edges,  it  was 
seen  that  the  two  deep  rows  of  sutures  had  held  firmly,  but  the 
fascia  and  the  muscle  had  lorn  in  the  line  of  the  stitch -holes  in  the  whole 
length  of  the  wound.  One  and  one-halt  cm.  from  the  median  line 
a  new  laparotomy  wound  had  been  formed  by  the  tearing  of  the 
wall.  He  cut  out  the  entire  sutured  mass  of  tissue  and  made  a 
new  suture  in  layers.  Brettauer(i2)  in  his  case  III  reports 
that  "  the  fascia  in  the  whole  length  of  the  incision  had  torn  imme- 
diately  behind  the  line  of  stitch-holes,  while  the  buried  thirteen 
stitches  held  the  two  original  edges  of  the  fascia  very  tightly 
together."  Every  experienced  operator  will  remember  cases, 
in  which  at  the  insertion  of  a  stitch  into  the  peritoneum  or 
especially  muscle  or  the  fascia  a  little  longitudinal  slit  formed 
immediately  instead  of  the  little  stitch-hole,  which  is  usually 
barely  visible.  If  the  stitches  are  all  placed  very  neatly  at  exactly 
the  same  distance  from  the  incision,  these  slits,  if  such  have  formed 
or  form  after  the  wound  is  closed  completely,  are  liable  to  run 
together  and  make  a  large  longitudinal  opening,  a  new  lapa- 
rotomy wound  under  the  skin,  which  prevents  our  observation 
of  the  deep  layers.  For  a  simple  comparison  I  may  refer  to  the 
multiple  perforations  on  sheets  of  postage  stamps  which  serve 
to  render  easy  the  detachment  of  individual  stamps.  It  is 
quite  likely  thai  this  form  of  separation  of  the  deep  layers  is 
more  frequent  than  we  have  been  led  to  believe  by  the  very 
scant  reports  in  the  literature. 
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4.  Form  4  is  known  in  only  one  instance,  which  occurred  in 
Madelung's  personal  experience  (page  365).  Madelung  operated 
on  a  young  man  of  twenty-one  years  for  peritonitis  following 
buckshot  injury  of  the  abdomen.  "Careful  suture  in  layers 
inside  with  catgut,  outside  with  silk.  A  piece  of  iodoform  wick 
was  placed  in  the  lower  angle."  On  the  third  day  after  the 
operation  the  dressing  was  changed  and  the  wick  removed.  A 
piece  of  omentum  the  size  of  a  pea  prolapsed  through  the  gap 
in  the  suture.  On  the  fourth  day  patient  had  severe  pain  in  the 
abdomen.  At  the  change  of  the  dressing  some  pus  and  some 
foul-smelling  bubbles  of  gas  escaped.  The  skin  sutures  were 
cut.  "Under  the  skin  lay  a  bundle  of  necrotic  tissue  as  long  and 
as  thick  as  a  finger,  to  which  all  deep  sutures  were  attached." 
The  bundle  contained  the  necrotic  peritoneum,  muscle,  and 
fascia  which  was  held  by  the  sutures.  The  case  recovered. 
I  mention  this  case,  though  I  am  not  otherwise  discussing  cases 
in  which  the  wound  had  not  been  closed  completely.  But  it  is 
reasonable  to  assume  that  the  gangrene  could  have  taken  place 
just  as  well  if  the  wound  had  been  closed  completely. 

One  conclusion  from  the  above  is  unavoidable:  The  repara- 
tion of  the  deeper  layers  is  an  accident  which  is  not  always  prevent- 
able by  any  amount  of  care  the  surgeon  may  exercise.  Nobody 
can  prevent  the  tissue  from  tearing  through,  nobody  can  with  abso- 
lute certainty  prevent  necrosis  of  the  bundle  of  tissue  held  in  the 
sutures.  Every  surgeon  should  know  how  to  tie  knots  so  that 
they  will  not  reopen ;  but  if  such  an  accident  happens  in  the 
practice  of  an  experienced  man  like  Brettauer,  who  will  say 
that  it  is  absolutely  preventable?  The  postage-stamp  form  of 
separation  of  the  deep  layers  might  be  prevented  by  using  care 
not  to  place  the  sutures  at  absolutely  equal  distances  from  the 
incision.  As  far  as  the  snapping  of  the  sutures  is  concerned,  it 
is  a  matter  of  judgment  and  experience  to  say  what  size  suture 
materia]  is  the  proper  one  for  a  given  wound.  We  are  all  anxious 
not  to  place  too  much  or  too  thick  foreign  bodies  into  a  wound 
and  most  of  us  probably  agree  with  the  advice  that  the  thinnest 
suture  material  in  the  smallest  amount  which  will  hold  the 
tissues  is  the  best.  But  it  is  a  matter  of  judgment  what  may 
In-  expected  to  hold,  and  our  judgment  is  not  infallible. 

These  statements  should  be  borne  in  mind  particularly  with 
reference  to  the  legal  liability  of  a  surgeon  for  such  an  accident. 
The  application  of  the  observations  and  deductions  contained  in 
this  paper  to  tlie  question  of  postoperative  hernia  is  sufficiently 
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evident  without  special  discussion  to  cause  us  to  be  guarded  also 
in  our  opinions  of  the  responsibility  of  a  surgeon  in  case  of  post- 
operative hernia. 

We  have  to  add  that  while  the  tearing  of  the  stitches  is 
not  likely  to  take  place  without  some  sudden  increase  of  tension 
in  consequence  of  vomiting,  gagging,  coughing,  etc.,  the  other 
three  or  rather  four  forms  may  all  take  place  in  the  absence  of 
such  sudden  occurrences.  Meteorism  after  operations  is  so 
frequent,  that  it  may  suffice  for  the  explanation  of  almost  any 
case  in  which  the  knots  slipped,  the  tissue  tore  through,  or  the 
postage-stamp  form  of  separation  occurred.  In  addition  we 
have  to  state  that  even  after  the  deeper  layers  have  separated 
through  any  of  the  above-mentioned  causes,  postoperative  pro- 
lapse need  not  take  place.  One  very  important  reason  why  it 
should  not  take  place  is  given  by  adhesions,  as  Madelung  (page 
375)  mentions  with  regard  to  tuberculosis.  Ordinary  mild  pus 
infection  might  do  the  same. 

After  we  have  separated  postoperative  prolapse  into  two 
steps,  it  becomes  our  duty  to  see  what  can  be  done  in  the  way 
of  diagnosing  the  separation  of  the  deeper  layers  before  the  skin 
gives  way  and  the  prolapse  occurs.  This  is  an  entirely  different 
diagnosis  from  that  which  Madelung  discusses  (pages  380  and 
following). 

The  diagnosis  which  is  desirable  is  not  the  diagnosis  of  the 
completed  prolapse,  but  the  diagnosis  of  the  conditions  which 
have  been  brought  forward  in  this  paper  as  the  essential  causes 
of  postoperative  prolapse.  This  diagnosis  is  of  necessity  left 
out  of  all  previous  papers,  because  none  of  them  have  shown  the 
essential  cause  of  the  prolapse. 

As  a  rule,  laparotomy  wounds  are  not  inspected  until  it  is 
time  to  remove  the  skin  sutures,  unless  there  is  some  special 
reason  for  it,  like-  a  rise  of  temperature,  pain,  discharge  of  secre- 
tions through  the  dressing,  etc.  And  usually  when  we  remove 
the  sutures  the  abdominal  walls  are  not  handled  nor  subjected 
to  any  special  tests  for  their  firmness.  Some  changes  in  this 
routine  might  be  advantageous. 

It  is  needless  to  dwell  on  the  indications  given  by  audible 
snapping  of  the  sutures  at  the  end  of  the  operation.  But  if, 
after  the  operation  is  finished,  the  patient  for  days  seems  uncom- 
fortable, has  flatulency,  feels  soreness  in  the  wound,  has  a  ten- 
dency to  vomit  without  peritonitic  symptoms  otherwise,  and, 
generally  speaking,  does  not  appear  just  right,  it  may  be  well  to 
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consider  among  other  things  the  possibility  of  separation  of  the 
deeper  layers  of  the  wound.  If  then  a  discharge  of  serum  or 
blood-stained  serum  takes  place  through  the  apparently  clean 
skin  wound,  the  suspicion  is  strengthened.  Then,  if  the  dressing 
is  opened,  certain  observations  may  be  made  which  I  had  occa- 
sion to  make  in  a  case  which  I  operated  on  in  1905. 

Cam;  VI. — An  Irish  laborer  of  forty-five  years,  an  alcoholic, 
had  an  extensive  carcinoma  of  the  rectum,  which  was  operated 
on  February  20  by  the  combined  sacral  and  abdominal  route, 
the  abdominal  incision  being  made  along  the  outer  edge  of 
the  rectus  muscle.  The  abdominal  wall  was  sutured  with  cat- 
gut in  layers  for  peritoneum,  fascia,  and  skin.  The  carcinoma 
had  been  broken  into  in  the  course  of  the  operation.  The  hollow 
of  the  sacrum  was  therefore  tamponed.  Patient  vomited  a  good 
deal  after  the  operation,  coughed,  held  himself  hanging  half-way 
out  of  the  bed,  got  up  and  walked  around,  disregarding  all  orders 
to  the  contrary.  On  the  day  after  the  operation  patient  was 
restless,  coughed  some.  He  was  taken  to  the  dressing  room 
and  on  opening  the  abdominal  dressing  a  considerable  bulging 
of  the  skin  in  the  region  of  the  incision  was  noticed.  Patient 
was  informed  of  his  condition  and  advised  to  have  a  secondary 
suture,  but  refused  to  have  anything  done. 

On  the  twenty-second  the  hernia  was  larger.  Patient  vomited 
three  times.  On  the  twenty-third,  in  order  to  demonstrate  to 
the  patient  that  his  suture  had  given  way,  I  introduced  a  probe 
between  the  clean  skin  edges,  which  dropped  into  the  abdominal 
cavity  without  any  resistance  as  far  as  I  allowed  it  to  enter. 
Patient  still  refused  to  have  anything  done.  Patient  vomited 
twice  on  this  day.  On  the  twenty-fourth  the  patient  vomited 
once  and  the  wound  burst  open.  When  I  arrived  at  the  hospital, 
an  interne  was  busy  trying  to  replace  the  prolapsed  intestines, 
the  patient  lying  on  his  bed,  struggling  and  pressing.  The 
young  physician,  shocked  by  the  occurrence,  had  forgotten  all 
discussions  of  the  proper  treatment  of  such  cases  and  had  ban 
died  the-  bowel  very  roughly.  Under  absolutely  insufficient  asep- 
tic pupai  at  inns  Ik-  then  sutured  the  abdominal  wall.  The  patient 
was  in  poor  condition  after  this  treatment  and  died  eight  hours 
later.  The  postmortem  showed  diffuse  fibrinous  peritonitis 
and  extensive  infection  of  the  wound  cavity  in  the  pelvis. 
I  he  suture  of  tin'  intestine  had  held  in  spite  of  all  rough  handling. 

I  he  bulging  of  the  skin  and  the  test  with  the  probe  gave  excel 
lent  evidence  of  the  separation  of  the  deeper  layers  and  mighl 
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on  occasion  be  remembered  with  advantage.  If  the  patient 
had  been  less  unreasonable  and  independent,  the  secondary 
suture  performed  on  the  day  after  the  operation  would  at  least 
have  prevented  the  postoperative  prolapse,  though  it  is  doubt- 
ful whether  he  would  have  survived  the  infection  of  the  pelvic 
connective  tissue.  The  peritonitis  may  have  been  a  continua- 
tion of  this  pelvic  infection  rather  than  a  consequence  of  a  lack 
of  proper  manipulation  at  the  time  of  the  prolapse. 

If  there  is  no  reason  for  opening  the  dressing  before  it  is  time 
to  remove  the  stitches  in  the  skin,  I  pursue  now  the  following 
plan:  Before  the  skin  sutures  are  removed,  the  patient  is 
asked  to  raise  himself  from  the  recumbent  position,  while  the 
physician  places  an  aseptic  hand  either  over  the  wound 
itself  or  over  a  thin  layer  of  dressing  placed  over  the  wound.  If 
the  abdominal  wall  consists  only  of  skin,  it  is  possible  to  feel 
that.  It  might  be  urged  that  this  very  act  might  precipitate 
the  postoperative  prolapse.  But  as  long  as  the  stitches  are 
not  removed,  there  is  very  little  danger  of  prolapse,  and  if  the 
test  should  demonstrate  the  separation  of  the  deeper  layers, 
then  it  would  be  proper  to  prepare  the  patient  for  operation 
immediately  and  to  remove  the  skin  sutures  with  all  prepara- 
tions tor  secondary  suture  ready  at  hand.  It  may  take  some 
moral  fortitude  to  tell  a  patient  of  the  necessity  of  a  secondary 
-'it  inc.  when  the  patient  is  feeling  perfectly  well,'  but  a  secondary 
suture  will  be  a  lesser  evil  than  a  postoperative  prolapse  or  a 
hernia. 

In  speaking  of  the  accident  under  discussion  the  terms  "post- 
,,,w'  Prolapse,"  rupture  of  the  abdominal  wound," 
"postoperative  evisceration"  are  used  rather  promiscuously, 
rhey  are  none  of  them  quite  correct.  Oftentimes  the  abdomi- 
nal wound  separates,  but  the  intestines  do  not  protrude  at  all, 
01  at  leasl  ...a  above  the  level  of  the  skin,  so  that  it  is  hardly 
propei  to  speak  of  prolapse  or  evisceration.  Rupture  of  the 
abdominal  wound  conveys  the  impression,  that  the  whole  abdom- 
inal wound  ruptures  at  one  time,  whereas  in  fad  the  separation 
of  tlie  deeper  I. .vers  takes  place  at  a  time  preceding  the  separa- 
tion of  the  ,km  by  varying  ..nervals.  Also  it  conveys  the  idea 
1,1  a  sudden  action  which  is  not  always  correct.  "Separation 
Of  the  wound"  tits  all  of  the  various  forms  of  this  surgical 
aec.deut  better  than  any  other  term,  and  1  have  therefore  placed 
it  at  the  head  of  this  papei 
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Delivery  of  the  child  through  the  abdomen  has  always  been 
attended  with  much  danger.  Even  now,  with  improved  technic 
and  perfected  asepsis,  the  results  are  not  ideal.  One  reason  foi 
this  may  be  that  the  Cesarean  section,  through  the  inherited  fear 
of  the  operation,  is  often  postponed  too  long  or  is  finally  per- 
formed when  some  other  operation  is  more  properly  indicated. 
Under  good  auspices  and  done  by  experts,  the  mortality  of  the 
modernized  classical  Cesarean  section  is  no  more  than  that  of 
laparotomy  for  other  serious  conditions  in  the  abdomen.  Evei  ke 
in  1906  had  brought  his  mortality  down  to  only  4  per  cent. 
The  main  danger,  aside  from  hemorrhage,  in  the  usual  operation 
is  peritonitis.  This  is  not  so  much  because  the  peritoneum 
cannot  take  care  of  a  considerable  number  of  germs  as  because 
of  the  entrance  into  the  abdominal  cavity  of  nutrient  material 
in  tlic  shape  of  amniotic  fluid,  blood,  and  the  like  from  the  con 
tents  oi  tin-  parturient  uterus.  The  peritoneum  is  a  wonderful 
absorber  and  can  easily  transfer  to  the  circulation  large  amounts 
of  toxins  resulting  from  putrefactive  infection  of  the  uterine  con- 
tents rhroughout  the  history  of  the  operation  the  main  point 
has  always  been  to  prevent  uterine  contents  from  entering  the 
peritoneal  cavity.  It  is  true  that  small  harm  will  result  provided 
the  uterine  contents  are  aseptic  and  no  infection  enters  the  peri- 
toneal cavity  during  01  after  the  operation,  but  our  can  seldom 
be  certain  that  the  aseptic  chain  will  be  thus  complete.  The 
sntiiirs  m  tin-  uterus  serve  as  the  defense  against  contamination 
from  its  cavity  just  as  do  tin-  sutures  in  intestinal  surgery.  1  lie 
difference  is  that  it  is  more  difficult  to  apply  watei  ti.nht  sutures 
to  the  uterus  titan  the  bowel.  What  have  brought  the  mortality 
oi  the  Cesarean  section  toils  present  low  mark  are  earl}  operation, 
speedy  technic,  and  careful  uterine  suturing. 

Ihi'  difficulty  of  tightly  suturing  the  uterine   wound   and   the 
dangers  of  allowing  possibly  infected  material  to  get   into  the 
igo  Gynecoli  igi  ,il  s,„  ietj ,  Tun 
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peritoneum  through  the  sutures  have  caused  the  probability  of 
pievious  infection  to  be  a  strong  contraindication  for  the  (  es  i 
rean  operation.  Therefore  most  obstetricians,  especially  the  con- 
tinental Europeans,  would  reject  it  in  cases  where  the  mem- 
branes had  been  ruptured  for  a  long  time,  where  examinations  of 
uncertain  cleanliness  had  been  made,  or  where  there  was  a  good 
chance  that  the  genital  canal  had  been  otherwise  infected  from 
without.  This  meant  that,  when  the  conjugata  vera  was  6  cm. 
or  less,  the  child  must  be  perforated.  It  also  meant  a  choice 
between  a  pelvic-widening  operation  and  perforation  in  intract- 
able labors,  even  with  a  conjugata  larger  than  this. 

Frank,  of  Cologne,  at  the  International  .Medical  Congress  at 
Lisbon,  in  1906,  reported  seven  cases  operated  on  by  him  by  what 
he  called  suprapubic  delivery.  He  intended  his  method  to  be 
applicable  to  those  cases  where  either  abdominal  or  pelvic  incision 
was  the  alternative  to  perforation  of  the  living  child,  and  where 
the  usual  type  of  Cesarean  operation  was  ruled  out  by  reason  of 
probable  previous  infection.  In  1907  he  contributed  an  exten- 
sive article  to  Archiv.  fur  Gytu  kologu  .  vol.  lxxxi,  and  reported  a 
total  of  fourteen  cases.  Believing  that  the  uterine  suture  afforded 
the  greatest  danger  of  infection  in  the  ordinary  Cesarean  section, 
he  practised  in  1881  the  union  of  both  round  ligaments  with  the 
parietal  peritoneum  so  as  to  shut  off  the  area  of  the  uterine 
wound  from  t he  abdominal  cavity.  This  technic  he  regarded  as 
too  complicated.  Frank's  operation  of  suprapubic  or  cervical 
Cesarean  section  is  performed  as  follows: 

With  the  woman  in  the  Trendelenburg  posture,  the  abdominal 
wall  is  divided  transversely  a  little  above  the  symphysis  d  <  \n  to 
the  pi  ritoneum,  leaving  sufficient  slump  of  the  abdominal  muscles 
to  permit  of  good  suturing.  The  incision  gapes  by  contraction 
of  the  muscles  during  the  operation,  but  he  says  that  there  is 
little  danger  of  subsequent  hernia  because,  after  the  uterus  is 
emptied,  the  relaxed  muscles  come  well  together,  especially  as 
the  body  is  ventrally  Hexed.  He  thinks  that  there  is  le-.s  danger  of 
hernia  than  when  the  incision  is  through  the  linea  alba.  To  ob- 
tain a  better  view  he  opens  the  peritoneum,  then  dissects  up- 
ward the  uterovesical  fold  and  tightly  sutures  the  lower  mar- 
gin of  that  fold  to  the  lower  margin  of  the  parietal  peritoneum, 
thus  closing  off  the  abdominal  cavity  dining  the  subsequent  pro- 
ceedings. The  uterus  is  opened  transversely  in  the  lowei  seg 
men)  which  usually  is  much  bulged  out  by  the  head  presenting,  as 
he  says,  "like  a  cervical  tumor."     After  delivery  the  bladder  sinks 
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into  the  pelvis.  Sometimes  the  bladder  lies  high  and  sometimes 
low  in  the  pelvis,  but  the  uterovesical  fold  of  peritoneum  is  al- 
ways high.  The  bladder  must  be  guarded  from  injury.  Xo 
vesical  troubles  followed  in  any  of  Frank's  cases.  There  is  some 
danger  of  tearing  the  peritoneum  as  was  done  by  many  who 
followed  Frank.  Delivery  through  the  uterine  and  abdominal 
wounds  is  comparatively  easy,  according  to  Frank.  His  early 
cases  were  drained  through  the  uterine  wound  into  the  vagina 
but  later  he  closed  the  uterus  completely  unless  there  was 
much  fear  of  infection.  The  tendencv  to  heal  is  said  to  be 
greater  after  transverse  than  after  linear  incision  of  the  uterus 
because  of  the  direction  of  the  circular  fibers.  The  under  side 
of  the  uterine  wound  should  be  anchored  by  a  temporary  suture 
before  delivery  of  the  child  so  that  it  may  be  found  the  more 
easily  afterward.  The  uterus  was  sutured  with  interrupted  cat- 
gut sutures,  the  peritoneum  with  fine  silk,  the  abdominal  walls 
by  deep  sutures  of  coarse  silk  with  intermediate  finer  ones  of 
catgut. 

Frank's  indications  for  his  operation  are :  Necessity  of  delivery 
on  account  of  danger  to  mother  or  child,  with  the  head  free  above 
the  brim,  the  soft  parts  undilated,  and  tetanic  contractions  of  the 
uterus  present;  prolapse  of  the  cord  with  living  child;  threatened 
rupture  of  the  uterus;  in  these  conditions  suprapubic  delivery 
is  indicated  whether  fever  is  present  or  not.  When  the  mother 
is  infected,  even  then  the  life  of  the  child  is  to  be  conserved  if  pos- 
sible.  If  operation  aids  the  child's  chances  without  injuring 
those  of  the  mother  then  such  operative  aid  is  indicated.  Frank 
thinks  cervical  Cesarean  section  not  harder  For  the  general  prac 
titioner  to  perform  than  perforation  of  the  living  child. 

In  Frank's  fourteen  cases  one  mother  died,  having  come  into 
the  hospital  in  bad  condition  witli  symptoms  oi  tetanus,  for 
which  antitoxin  was  administered.  Two  children  did  nol 
survive. 

Veit,  of  Halle,  was  the  tiist  to  follow  Frank,  In  an  article  treal 
ii  oi  infection  oi  the  amnion  lie  states  that  even  at  the  present 
time  tin  ordinaiv  Cesarean  section  is  only  safe  when  the  woman 
has  been  in  the  hospital  long  enough  to  insure  thai  there  is  no 
chance  for  previous  infection.  Otherwise  the  results  of  the 
operation  are  bad,  Frank's  operation  gives  the  opportunity  oi 
shutting  off  the  peritoneal  cavity  from  infection  by  wayof  the 
uterine  canal.  Veil  performed  the  opei  ition  in  two  eases,  both 
with  good  results  to  mother  and  child. 
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Fromme  considers  that  cervical  Cesarean  section  should  take 
the  place  of  Porro's  in  cases  where  we  cannot  be  sure  of  the  aseptic 
condition  of  the  mother  before  the  operation.  He  performed  the 
operation  four  times  exactly  according  to  Frank's  method;  once 
where  the  peritoneal  sutures  were  reopened  after  emptying  the 
uterus  and  the  peritoneum  replaced  in  its  former  situation; 
six  others  by  a  modification.  He  changed  the  method  because  of 
the  fear  of  rupture  of  the  uterus  in  some  future  labor  at  the  scar 
of  the  transverse  uterine  incision  and  fear  of  hernia  from  the 
transverse  abdominal  incision.  His  modified  technic  is  as 
follows : 

Instead  of  the  transverse  abdominal  incision,  he  makes  a  lon- 
gitudinal cut  in  the  middle  line  through  all  the  layers  of  the 
abdominal  wall;  he  separates  the  peritoneum  from  the  utero- 
vesical  fold  and  as  far  up  on  the  uterus  as  it  is  removable;  extends 
the  separation  toward  both  sides;  unites  this  peritoneal  flap 
temporarily  with  the  parietal  peritoneum  by  continuous  suture 
nr  by  clamps;  incises  the  uterus  in  the  median  line  and  delivers 
the  child,  then  the  placenta.  Next  the  uterine  incision  is  closed; 
the  temporary  sutures  in  the  peritoneal  flaps  are  removed  and 
the  peritoneum  is  reunited  in  its  normal  situation;  then  the  fascia 
and  skin  are  united  in  the  usual  manner.  This  preliminary 
suture  of  the  peritoneum  is  done  to  keep  the  cavity  dry  and  free 
from  the  uterine  contents.  He  doubts  whether  virulent  strep- 
tococcus infection  would  be  influenced  by  these  measures.  Thev 
are  primarily  adapted  for  saprophytic  infections.  One  of  the 
mothers  in  his  lirsi  series  died  from  eclampsia,  but  the  rest  of  the 
mothers  and  babies  recovered. 

Baumm  reported  to  the  Breslau  society  two  cases  operated 
upon  according  to  Frank's  method.  Both  had  contracted  pelves, 
prolonged  labors  without  engagement  of  the  head,  fetid  amniotic 
fluid  and  many  chances  of  infection  before  entrance.  The  first 
woman  recovered,  as  did  her  child,  but  after  severe  infection 
with  extensive  suppuration.  The  uterus  was  abnormally 
Gxed  forward  with  the  body  sharply  retroverted.  The  second 
case  was  also  severely  infected  and  the  mother  died  within  ;i  few 
days,  although  the  child  recovered.  In  both  cases  the  temporary 
peritoneal  sutures  were  torn  during  the  operation  or  the  delivery. 
Later  he  reports  three  other  cases  operated  on  according  to 
Prank's  method.  These  all  had  contracted  pelves  but  not  such 
marked  signs  of  previous  infection  as  the  former  cases.  All 
recovered   with   their  babies.     A   sixth  case   was   treated   l>v  a 
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modified  method.  The  skin  and  fascia  incision  was  transverse, 
but  the  recti  were  separated  in  the  middle  line.  The  peritoneal 
flaps  were  provisionally  united  with  clamps  and  later  sutured; 
uterine  to  uterine  peritoneum  and  parietal  to  parietal  peritoneum. 
Thus  the  operation  was  not  strictly  extraperitoneal,  but  more  trans- 
peritoneal, and,  as  he  admits,  only  adapted  for  clean  cases. 
The  benefits  which  he  considers  that  it  has  over  the  classical  Cesa- 
rean section :  are  that  the  lower  part  of  the  uterus  is  incised  where 
there  is  less  chance  of  %vounding  the  placental  site  and  where  the 
muscular  walls  are  thin,  no  intestines  come  into  the  field  and  no 
fluids  get  into  the  peritoneal  cavity. 

Sellheim  has  operated  upon  twenty-one  cases  in  the  Tubingen 
clinic.  His  technic  is  greatly  changed  from  that  of  Frank. 
Under  scopolamine-morphine  and  spinal  anesthesia,  with  the 
patient  in  Trendelenburg's  position,  he  makes  a  transverse 
incision  above  the  pubes  15  to  20  cm.  long,  concave  upward 
through  skin  and  fat  to  the  fascia;  then  splits  the  fascia  trans- 
versely in  the  direction  of  the  skin  incision;  fixes  the  upper 
and  lower  skin-fascia  flaps  above  and  below  with  silk  sutures 
so  that  the  linea  alba  is  left  exposed  for  a  distance  of  about 
20  cm.;  and  splits  the  recti.  This  is  practically  Pfannenstiel's 
incision.  He  then  frees  the  peritoneum  and  subperitoneal 
connective  tissue  from  the  under  surface  of  the  recti;  partly 
fills  the  bladder  for  orientation  of  its  boundaries;  separates  the 
peritoneum  from  the  bladder  by  the  use  of  gauze  and  scissors  as 
far  as  the  end  of  the  cervix;  pushes  the  bladder  downward  as 
far  as  the  vagina;  pushes  away  the  upper  peritoneal  fold  as  far  as 
the  uterine  body;  presses  the  bladder  into  the  pelvis  with  a 
retractor;  cuts  the  cervical  wall  longitudinally  in  the  median  line; 
fixes  the  cut  edges  with  line  blunt  clamps;  lengthens  the  incision 
up  or  down  as  needed,  and  delivers  the  child  by  manual  pressure 
from  above;  gives  ergotin  and  waits  for  uterine  contraction;  then 
removes  the  placenta  manually  and  tampons  the  uterus  with 
gauze,  which  is  led  out  through  the  vagina.  lie  closes  the 
uterine  wound  by  one  suture  of  continuous  form  overlaid 
by  another  continuous  suture,  both  of  catgut 

In  several  articles  during  the  last  year  Sellheim  records  his 
progress  with  the  operation.  In  <  October,  [908,  he  finishes  1  total 
of  twenty-one  cases  ol  cervical  Cesarean  section  for  various 
indications. 

Eight  of  the  cases  were  of  placenta  previa,  all  with  recover) 
of  mothers  and  children.      These   remarkably   good   results   for 
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ilie  fetus  have  led  him  to  formulate  the  following  rules  for  the 
treatment  of  placenta  previa: 

On  diagnosis  of  placenta  previa,  with  aseptic  conditions  and  a 
living  fetus,  perform  cervical  Cesarean  section. 

With  a  dead  child,  do  combined  version  without  immediate 
extraction. 

If  the  mother  is  very  anemic  from  hemorrhages  one  cannot 
prepare  for  cervical  Cesarean  section,  but  version  is  indicated. 

With  known  infection  of  the  mother,  do  version  and  await 
spontaneous  delivers-;  with  suspected  infection,  quarantine  her 
if  one  has  time;  if  not  or  if  infection  appears,  do  version. 

He  considers  vaginal  Cesarean  section  for  placenta  previa  only 
adapted  for  "virtuosi." 

Sellheim,  led  by  the  poor  results  of  one  of  his  cases  of  infection, 
devised  what  he  calls  "uterus-belly-wall-fistula,"  to  avoid  the 
sometimes  extensive  suppuration  and  infection  of  the  large 
connective  tissue  spaces  of  the  pelvis  incident  to  cervical  Cesarean 
section.  He  reports  two  such  operations,  one  a  clean  case  in 
which  he  closed  up  the  wound  at  once,  and  the  other  an  infected 
case  in  which  he  left  the  fistula  open  until  several  weeks  after 
delivery  and  then  performed  a  secondary  operation  which  suc- 
cessfully closed  it.     The  technic  is  as  follows: 

A  median  incision  is  made  in  the  abdomen;  a  median  incision 
in  the  uterus;  the  parietal  peritoneum  is  sutured  to  the  skin;  the 
abdominal  cavity  is  closed  off  by  sero-serous  sutures  between  the 
parietal  and  uterine  peritoneum;  the  bladder  is  only  separated 
from  i  lie  uterus  below  enough  to  allow  of  a  sufficiently  long  in- 
cision. The  most  difficult  part  of  the  operation  is  to  preserve 
the  boundary  between  the  bladder  and  the  uterus  and  the  fold 
:i  the  borders  of  the  uterine  wound  from  contamination. 
Ihc  uterus  is  incised  and  the  child  delivered.  After  delivery 
the  borders  of  the  uterine  wound  allow  themselves  to  be  fixed 
in  the  skin  margin  without  tension.  The  fistula  quickly  becomes 
smaller  and  may  heal  spontaneously. 

Sellheim's  total  of  twenty-one  cases  embraces  one  trans- 
peritoneal operation,  two  of  uterus  belly  -wall  fistula,  one 
according  to  Frank's  method,  and  seventeen  according  to  his 
own  technic.  Seventeen  mothers  recovered.  One  mother 
died  on  the  seventh  day  from  sepsis,  one  on  the  second  day  from 
eclampsia,  one  during  the  operation  from  pneumococcus  menin- 
gitis (came  in  moribund  I ,  one  at  the  twenty-third  hour  from 
eclampsia.      Thus  he  lost  four  mothers,  all  operated  on  according 
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to  hisown  extraperitoneal  method.  Nineteen  children  recovered. 
One  child  died  from  sepsis  and  pneumonia  (the  child  of  the 
pneumonic  mother),  one  died  just  before  the  uterus  was  opened 
on  account  of  asphyxia  due  to  knotting  of  the  cord.  Thus  he 
lost  only  two  children.  Dobbert,  of  St.  Petersburg,  is  the  only 
one  whom  I  can  find  following  the  uterus-belly- wall-fistula 
operation.  He  reports  one  case  where  there  was  probably 
infection  before  labor.  There  was  some  fever  for  a  few  days, 
but  mother  and  child  recovered. 

Pfannenstiel  condemns  Frank's  method  as  very  likely  to 
cause  hernia  and  to  be  worse  as  regards  infection  tlr&n  even  the 
classical  Cesarean  section  would  be  in  the  presence  of  actual  germ 
invasion.  He  thinks  little  better  of  Sellheim's  modification 
which  employs  Pfannenstiel's  own  incision.  This  author  reports 
one  case  done  according  to  the  method  of  Sellheim.  The  con- 
traction was  too  great  for  the  employment  of  hebotomy.  to 
which  Pfannenstiel  is  partial.  He  found  separation  of  the  blad- 
der difficult,  especially  at  the  urachus  remains,  wounding  that 
organ  slightly  and  being  obliged  to  suture  it.  There  was  little 
hemorrhage,  the  delivery  of  the  child  was  easy  and  the  uterus 
contracted  well.  In  spite  of  the  good  results  of  this  first  case,  he 
would  reject  all  kinds  of  Cesarean  section  for  infected  cases 
However,  he  finds  many  reasons  for  recommending  the  low  uterine 
incision  instead  of  the  high  one  as  in  the  classical  Cesarean  opera- 
tion. He  holds  this  opinion  because,  first,  the  hemorrhage  is 
less  through  the  thin  lower  segment  and  cervix  than  through  the 
thick  contracting  portion  of  the  uterine  wall ;  second,  the  birth  of 
the  child  isnearer  to  the  natural  way;  third,  the  placenta  comes 
away  more  naturally,  usually  spontaneously,  or  at  least  bj  (  redi  's 
expression,  seldom  requiring  manual  removal;  fourth,  the  intes- 
tines do  not  come  into  sight;  fifth,  it  is  easier  to  prevent  fouling 
of  the  abdominal  cavity  by  the  uterine  contents;  sixth 
operative  adhesions  are  in  a  less  harmful  place;  seventh,  this 
kind  of  Cesarean  section  is  better  adapted  for  his  transverse 
fascial  incision,  which  he  thinks   the  best    for  clean  i  ascs 

lie  does  not  separate  the  peritoneum  or  the  bladdei  bul  goes 
into  the  uterus  through  the  peritoneal  coating  as  in  the  ordinarj 
Cesarean  section.  He  has  since  operated  upon  three  cases  by 
tins    transperitoneal    method,    but     in   all  cases   under   aseptic 

auspices. 

Two  of  the  women  had  eclampsia  six  wicks  before  full  term. 
The    fust    mother    and    her    twin    children    recovered    speedily. 
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Vaginal  Cesarean  section  was  excluded  on  account  of  the  rigidity 
and  smallness  of  the  soft  parts.  The  second  woman  also  had 
great  rigidity  of  the  soft  parts  which  prevented  the  vaginal  opera- 
tion. She  did  well  for  two  weeks  and  died  suddenly  from  lung 
embolism  on  the  fourteenth  day.  Her  child  re-covered.  The 
last  case  was  one  of  contracted  pelvis  in  a  quintipara  whose  first 
three  children  were  born  dead  or  died  shortly  after  birth  and  whose 
fourth  child  was  delivered  living  by  hebotomy.  In  this  case 
he  performed  elective  Cesarean  section  after  twenty-four  hours  of 
labor  at  term  by  the  transperitoneal  cervical  method.  Mother 
and  child  recovered  without  incident. 

Kustner  operated  on  two  women  according  to  Sellheim's 
method.  Both  were  primipara;  with  contracted  pelves  whose 
membranes  had  ruptured  many  hours  before  entrance  and  in 
whom  there  was  other  reason  to  suspect  the  asepsis.  Both  had 
foul  amniotic  fluid.  <  )ne  developed  extensive  phlegmon  of  the 
abdominal  wound  which  required  removal  of  the  sutures,  but 
both  recovered  as  did  their  children. 

Rubeska,  of  Prague,  reports  a  case  of  cervical  section  done  by 
the  transperitoneal  method.  The  pelvic  contraction  was  of  the 
degree  of  the  absolute  indication.  Although  the  woman  was  a 
primipara  and  the  labor  had  not  gone  unduly  long  before  opera- 
tion, yet  there  was  severe  atonic  postpartum  bleeding  which  re- 
quired uterine  tamponade.      Mother  and  child  recovered  speedily. 

I'.utnm  operated  upon  nine  cases  by  Sellheim's  method  in  the 
Berlin  Charite,  which  are  reported  by  his  assistant,  Kromer. 
Seven  of  the  cases  were  extraperitoneal  and  two  transperitoneal. 
The  indication  waseight  times  contracted  pelvis  and  once  eclamp- 
sia The  eclamptic  died  on  the  sixth  day  in  coma;  the  other 
eight  mothers  and  all  the  children  recovered.  Spaeth,  of  Hamburg, 
reports  one  case  of  transperitoneal  cervical  Cesarean  section  done 
for  a  highly  contracted  rachitic  pelvis  in  which  there  did  not 
Seem  room  enough  for  hebotomy.  The  case  was  aseptic.  Sepa- 
ratum of  the  bladder  he  found  difficult  and  he  suspected  that  he 
had  wounded  it,  therefore  finished  the  Operation  through  the 
peritoneum  and  placed  a  catheter  in  the  bladder  lor  eight  days 
i  of  |>;csh^c  of  red  urine.  He  considers  the  operation  as 
well  adapted  for  the  general  practitioner  as  hebotomy. 

Czyzewicz  reports  one  case  of  the  operation  done  for  osteomal- 
acic pelvis  in  his  Lemberg  clinic.  The  incision  in  the  abdominal 
"all  was  made  iir  the  median  line  and  the  peritoneum  bluntly 
ted  from  the  muscle  and  from  the  bladder  with  consider- 
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able  ease.  The  lower  segment  of  the  uterus,  on  account  of  the 
long"  fruitless  efforts  of  labor,  was  very  thin.  The  extraperit- 
oneal method  was  selected  because  of  the  prolonged  succession  of 
pains  and  because  of  many  unclean  examinations  outside  the 
hospital.  There  was  so  much  atonic  bleeding  postpartum  that 
uterine  tamponade  wras  necessary.  Mother  and  child  recovered. 
Hofmeier  reports  three  cases  of  cervical  section,  two  of  the  extra- 
peritoneal variety  and  one  transperitoneal.  The  former  were 
done  for  contracted  pelves  in  women  who  had  many  chances  of 
being  infected.  The  amniotic  fluid  was  fetid  in  t>oth.  The 
abdomen  and  the  uterus  were  both  opened  by  longitudinal  in- 
cisions. In  the  second  case  he  could  not  separate  the  peritoneum 
from  the  bladder  or  abdominal  wall,  so  opened  the  uterine  peri- 
toneum longitudinally  and  then  separated  the  flaps  sidewise. 

In  this  case  he  cut  into  the  region  above  the  contraction  ring 
and  found  that,  while  the  bleeding  was  small  from  the  part  of 
the  incision  which  went  through  the  thinned  lower  segment,  it  was 
free  in  that  part  which  went  through  the  thicker  upper  portion. 

Both  mothers  and  children  recovered,  one  mother  after 
moderate  infection  of  the  endometrium  and  wound.  The  third 
case  was  intended  to  be  one  of  classical  section,  but  he  inadvert- 
ently made  the  abdominal  incision  too  low  and  so  incised  the 
uterus  via  the  peritoneum  through  the  lower  segment  1  In 
results  were  good  for  mother  and  child. 

Luchsinger,  of  St.  Petersburg,  reports  an  unfavorable  case. 
The  woman  had  a  contracted  pelvis  and  had  been  in  labor 
outside  the  hospital  with  ruptured  membranes  for  many  hours. 
The  fluids  were  fetid.  Hebotomy  was  ruled  out  on  account  of 
the  desire  to  rescue  the  child  which  was  showing  signs  of  asphyxia. 
The  method  was  that  of  Sellheim.  The  peritoneum  over  the 
bladder  was  lorn  in  peeling  it  oil  and  required  immediate  suture. 
Foul  amniotic  fluid  poured  over  tin-  whole  field.  The  child  died 
on  the  second  day  with  symptoms  of  pneumonia,  l>tit  the  mother 
recovered  aftei  suffering  from  a  foul  phlegmon  of  the  pelvis  and 
abdominal  wound  for  a  lou-  time.  Wiemer,  of  Aachen,  pei  formed 
the  transperitoneal  cervical  section  on  a  woman  who  had  pre 
viousl}  been  subjected  with  success  to  an  elective  classical 
operation.  There  were  no  fears  of  infection  and  the  peritoneum 
was  incised  ["here  was  some  little  difficulty  in  extracting  the 
fetus.  The  abdominal  cavity  was  shut  off  by  pads  from  con- 
tamination with  uterine  fluids.  The  cervical  wall  had  not  been 
Stretched  and  was  i.s  cm.  thick.       The  low  incision  was  selected 
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because  of  adhesions  from   the    former   Cesarean  section.     The 
old  scar  was  not  disturbed  by  the  second  operation. 

Hammersehlag  reports  three  cases  from  the  Konigsberg  clinic. 
The  first  was  a  case  of  eclampsia  in  which  there  was  so  much 
edema  of  the  vulva  that  the  vaginal  section  was  discarded. 
He  opened  the  abdomen  by  the  Pfannenstiel  incision  and  the 
peritoneum  transversely,  suturing  the  upper  peritoneal  margin 
to  the  upper  margin  of  the  uterine  peritoneum.  The  bladder 
was  separated  downward  by  blunt  dissection  so  that  the  lower 
segment  and  the  cervix  lay  free.  The  hemorrhage  was  slight 
throughout  the  operation.  Both  twins  lived  and  the  mother 
recovered  after  a  few  postpartum  spasms.  The  second  case 
was  a  multipara  with  contracted  pelvis  in  whom  there  had  been 
formerly  done  a  vaginal  fixation  and  colporrhaphy.  The  cervix 
lay  high  in  the  pelvis.  He  made  the  transverse  skin  and  muscle 
incision  as  recommended  by  Frank,  but  incised  the  uterus 
longitudinally.  There  was  close  union  between  the  bladder  and 
the  lower  part  of  the  cervix.  The  peritoneum  was  opened  and 
then  united  with  that  of  the  uterus  so  that  the  incision  in  that 
organ  was  extraperitoneal.  There  was  heavy  bleeding.  After 
localized  suppuration  in  the  wound  the  mother  and  child  re- 
covered.  The  third  case  was  one  of  eclampsia  with  amaurosis, 
and  marked  vulvar  edema  which  contraindicated  the  vaginal 
operation.  The  operation  was  like  that  of  the  first  case.  The 
hemorrhage  was  small.  After  twenty-live  postpartum  seizures 
the  patient  and  child  made  an  uneventful  recovery. 

Kahn.  of  Wilna  in  Russia,  reports  a  case  of  a  multipara  who 
had  a  highly  contracted  rachitic  pelvis.  Perforation  had  been 
d«mc  four  limes  and  the  ordinary  Cesarean  operation  once.  On 
account  of  the  fear  of  poor  union  of  the  abdominal  scar  if  the 
Cesarean  section  was  repeated  this  time  it  was  resolved  to  do  the 
cervical  section.  Asepsis  was  supposed  perfect.  After  the 
Pfannenstiel  incision  the  peritoneum  was  opened  longitudinallv. 
There  was  so  much  hemorrhage  from  the  uterine  incision  that 
main-  clamps  had  to  be  applied.  There  was  considerable 
difficulty  in  extracting  the  child.  The  convalescence  was 
interrupted  by  suppuration  of  the  wound  until  a  silk  suture  of 
the  uterus  was  passed.     Finally  mother  and  child  recovered. 

Blumreich,of  Berlin,  operated  upon  a  primipara  in  whom  the 
indication  was  great  dyspnea  due  to  an  old  scar  in  the  trachea 
resulting  from  tracheotomy  and  diphtheria  in  childhood.  As 
laboi  wenl  on  the  dyspnea  became  unbearable  and  threatening, 
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cyanosis  marked  and  pulse  rate  high.  During  the  administration 
of  the  anesthetic  the  patient  stopped  breathing  and  tracheotomy 
had  to  be  done  at  once.  This  improved  the  respiration.  After  the 
Pfannenstiel  incision  the  peritoneum  was  incised  and  the  bladder 
separated  from  the  cervix.  In  spite  of  a  purulent  bronchitis, 
the  wound  readily  healed  and  mother  and  child  recovered. 

Franque,  in  the  Giessen  clinic,  did  the  extraperitoneal  cervical 
operation  on  account  of  ineffectual  labor  in  a  case  of  highly  con- 
tracted pelvis  where  there  were  many  chances  of  previous  infec- 
tion. The  operation  was  according  to  Sellheim  and  with  lumbar 
anesthesia.  There  was  slight  hemorrhage  from  the  wound,  but  a 
marked  bleeding  from  the  placental  site  postpartum  which  required 
tamponade.  The  puerperium  was  slightly  febrile  but  without 
peritonitis,  and  mother  and  child  eventually  recovered. 

Franque  prefers  extraperitoneal  Cesarean  section  to  hebot- 
omy,  but  believes  that  it  should  be  entirely  extraperitoneal 
when  possible.  If  one  cannot  separate  peritoneum  without  in- 
cision of  it,  it  should  be  sutured  at  once  to  the  uterine  layer.  For 
cases  of  certain  and  marked  infection  Franque  would  prefer 
Porro's  operation.  Bisch  reports  two  casts  of  the  operation  done 
later  in  the  Giessen  Frauenklinik  for  contracted  pelves  and  in  t he 
probable  presence  of  infection  in  the  uterus.  Both  mothers  and 
children  recovered. 

Jahreiss  reports  a  case  from  the  Augsburg  clinic  operated  upon 
according  to  the  Sellheim  method.  There  were  signs  of  pre- 
vious infection  in  fever  and  green  amniotic  fluid.  In  separating 
the  peritoneum  from  the  bladder  a  small  tear  in  the  former 
occurred  and  was  at  once  sewed  up.  Mother  and  child  recovered 
after  a  slight  elevation  of  temperature  which  subsided  after  re- 
moval of  a  stinking  clot.  A  transperitoneal  operation  is  reported 
by  Uthmoller,  of  <  isnabruck,  according  to  the  general  method  of 
Sellheim.  This  operator  made  the  case  transperitoneal  because 
of  accidentally  tearing  the  peritoneum.  The  operation  was  undei 
taken  for  osteomalacic  pelvis  and  was  aseptic.  Mother  and  child 
recovered  without  symptoms,  except  a  considerable  hemorrhage 
during  and  after  the  delivery. 

II.  Freund  and  his  assistant  Klein  performed  three  operations 
of  the  Sellheim  type  in  the  Strassburg  clinic.  All  were  foi  con 
tracted  rachitic  pelves,  and  all  had  been  in  labor  long  enough  to 
have  incurred  danger  of  previous  infection.  Mothers  and  chil- 
dren  recovered   without   febrile  disturbance. 

Doederlein  and  Latzko  each  claim  priority  in  the  introduction 
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of  a  modification  of  the  operation.  The  former's  technic  is  as 
follows  : 

After  opening  the  abdomen  according  to  Pfannenstiel.  he  finds 
the  bladder  easily  visible  on  account  of  having  been  previously 
filled  to  moderate  degree  with  sterile  salt  solution.  He  finds  it 
easj  i"  separate  the  tissues  and  to  displace  the  moderately  filled 
bladder.  He  draws  the  bladder  toward  the  right  after  blunt 
dissection.  He  doubly  sutures  the  uterine  wall,  and  only  drains 
when  infection  is  present,  and  then  per  vaginam.  He  reports 
two  cases  from  the  Munich  clinic.  Both  had  been  long  in  labor 
and  had  been  exposed  to  infection,  but  both  recovered  with  their 
children  without  disturbance.  The  second  case  was  complicated 
by  a  tear  of  the  peritoneal  fold  above  the  bladder  during  the 
extraction  of  the  child.     This  tear  was  sutured  at  once. 

Latzko,  of  Vienna,  impressed  by  the  inconsistency  of  wounding, 
by  design  or  accident,  the  peritoneum  during  an  "extraperito- 
neal" operation,  devised  his  method  with  a  view  of  insuring  the 
integritv  of  the  peritoneum.  As  he  says,  it  is  impossible  to 
suture  the  peritoneum  "bacteria-tight." 

He  reports  four  cases  of  his  own  and  one  unpublished  case  of 
Kozlowski.  He  tills  the  bladder  with  150  c.c.  of  sterile  wrater 
before  operating.  This  brings  the  fundus  of  the  bladder  just 
above  the  pubes,  and  enables  one  to  manipulate  the  organ  easier 
during  the  operation.  He  makes  a  median  abdominal  incision 
1  2  cm.  long,  separates  the  recti  bluntly  from  each  other  and  from 
the  parietal  laver  of  peritoneum,  separates  the  bladder  from  the 
surrounding  tissues  and  the  cervix  by  the  fingers  and  then 
pushes  it  to  the  right  side.  The  peritoneal  fold  is  separated  from 
the  lower  segment  and  the-  cervix  and  is  pushed  upward,  giving 
room  enough  for  a  median  incision  in  the  cervix  and  lower  seg- 
ment through  which  to  extract  the  child.  At  all  steps  of  the 
operation  the  peritoneal  cavity  is  supposed  to  be  unopened.  Ik- 
drains  when  there  is  fear  of  possible  infection.  Such  cases  are 
those  in  which  this  operation  is  most  likely  to  be  indicated. 

His  cases  had  been  exposed  before  entrance  into  the  institution 
to  danger  of  infection  and  were  cases  of  contracted  pelvis  All 
the  mothers  and  children  recovered.  Latzko  assisted  Rosenfeld 
in  a  similar  operation  with  good  result  to  the  mother.  The  child 
died  the  next  day.  There  was  an  anterior  fixation  of  the  cervix 
to  the  abdominal  wall  and  a  marked  retroflexion  of  the  body 
discovered  at  an  examination  some  weeks  after  the  labor 
Puchs,  of  Dantzig,  reports  a  similar  ease  of  probable  previous  111- 
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fection  in  which  he  used  a  small  drain.  The  outcome  was  good 
for  mother  and  child.  Puppel,  of  Mainz,  reports  a  case  of  transper- 
itoneal operation  in  which  he  did  not  see  the  bladder  although 
it  had  been  partly  filled  beforehand.  He  cut  down  directly 
through  the  peritoneum  and  uterus  and  differed  little  in  his  opera- 
tion from  the  ordinary  Cesarean  section  except  that  his  uterine 
incision  was  low.  The  case  was  apparently  aseptic  before  and 
after  the  operation. 

It  remains  for  Diihrssen  to  adapt  his  vaginal  Cesarean  section  to 
the  suprasymphysic  method.  He  reports  a  case  of  laparo-colpo- 
hysterotomy.  which  is  a  combination  of  both  methods.  After 
bag  dilatation  of  the  cervix  for  one  hour,  he  made  an  incision 
over  Poupart's  ligament  on  the  left  side  through  all  the  layers  to 
the  peritoneum,  encountering  little  hemorrhage  after  tying  the 
inferior  epigastric  artery.  He  pushed  the  bladder  to  the  front 
and  right  and  the  peritoneum  upward  and  dissected  down  to  the 
vagina.  Then  he  opened  the  anterior  vaginal  wall  and  the  ante- 
rior cervical  wall  as  in  the  ordinary  vaginal  operation.  The 
child  was  then  extracted  through  the  cervical-vaginal  wound 
and  the  external  wound  in  the  flank.  The  case  was  aseptic  and 
resulted  favorably  to  mother  and  child. 

Such  is  a  review  of  the  latest  modification  of  the  Cesarean 
section  as  far  as  it  is  accessible  to  me.  All  the  cases  reported  are 
from  clinics  in  Germany,  Austria  and  Russia. 

It  appears  in  obstetrics  at  least  that  history  repeats  itself. 
Frank  has  really  merely  revived  and  modified  what  had  been 
suggested  and  even  applied  nearly  a  century  ago,  just  as  Sangei 
revived  the  classical  Cesarean  section,  Zweifel  symphyseotomy 
and  Gigli  hebotomy.  Jdrg,  in  his  handbook  published  in  1820, 
in  the  chapter  <m  Cesarean  section  says  that  the  operation  has 
been  fatal  in  95  per  cent,  of  the  cases,  chiefly  because  air  is  ad- 
mitted to  the  pei  it ( meal  cavity  and  causes  fatal  inflammation  of 
thai  membrane.  He  proposes  a  modification  based  on  the 
observations  of  many  obstetricians,  notabh  Boer,  oi  Vienna,  that 
the  fetus  may  be  forced  into  the  abdominal  cavity  after  a 
rupture  of  the  upper  pan  oi  the  vagina  He  therefore  proposes 
that,  aftei  opening  the  abdomen  low  down,  the  vagina  be 
exposed  extraperitoneally  and  opened  foi  the  delivery  of  the 
child.  He  performed  one  such  operation  upon  a  dead  woman 
and  suggests  that  the  low  incision  would  lie  no  worse  in  the 
living  than  the  high.  Ritgen,  in  his  monograph  on  the  indica 
tions  for  mechanical  aid  in  delivery,  in  the  chapter  devoted  to 
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Cesarean  section  (1820),  refers  to  the  advice  of  Mothe,  of  Paris, 
published  in  181 2,  who  recommended  practically  the  vaginal 
Cesarean  section.  Thus  was  Duhrssen  antedated  by  nearly  ninety 
years.  Ritgen  then  recommends  the  suggested  operation  of 
Tbrg,  considering  the  happy  termination  of  the  extraperitoneal 
operation  for  ligature  of  the  external  iliac  artery.  The  incision 
from  spine  of  ilium  to  pubes  is  not  greater  than  that  required  for 
the  ordinary  Cesarean  section.  He  gives  explicit  directions  for 
the  operation  which  much  resemble  those  of  Thomas  who  revived 
this  laparoelytrotomy  in  1870.  Osiander  had  already  recom- 
mended the  low  incision  of  the  uterus  in  the  classical  operation  in 
order  to  prevent  the  appearance  of  the  intestines  in  the  wound. 
Baudelocque  the  younger,  in  his  Paris  thesis,  published  in  1823, 
taking  his  cue  from  the  elder  Baudelocque's  operation  of  vaginal 
removal  of  the  fetus  in  ectopic  pregnancy,  suggests  what  he 
calls  gastroelytrotomy,  evidently  independently  of  Jbrg  and 
Ritgen.  He  makes  the  abdominal  incision  to  the  right  of  the 
rectus  from  the  level  of  the  umbilicus  to  within  two  inches  of  the 
pubes,  dissects  bluntly  the  tissues  outside  of  the  peritoneum 
down  to  the  upper  -vagina  which  he  opens  with  a  blunt-pointed 
bistoury.  In  the  meantime  and  probably  before  even  Jorg 
thought  of  his  method,  an  American  practitioner,  hiding  his 
light  under  a  bushel  like  so  many  modest  Americans,  had  worked 
oul  a  similar  scheme.  Physick,  of  Philadelphia,  before  1824, 
told  his  method  to  a  Dr.  Horner  who  wrote  to  Dewees  giving 
the  details.  The  latter  quotes  this  letter  in  his  text-book  pub- 
lished in  1830.  Even  at  that  time  it  seems  that  the  European 
nendations  had  not  been  heard  of.  Physick  based  his 
suggestions  on  the  careful  dissection  which  he  had  made  of  a 
pregnanl  woman  several  years  before.  He  found  that  the  peri- 
toneum of  the  upper  surface  of  the  bladder  was  easily  separated 
from  the  vagina  and  cervix  and  that  the  uterovesical  fold  was 
raised  considerably  during  the  growth  of  the  uterus  in  pregnancy. 
Be  proposed  instead  of  the  common  Cesarean  section,  that  a 
horizontal  incision  of  the  abdominal  walls  should  be  made  above 
the  pubes  and  the  peritoneum  be  stripped  from  t he  upper  surface 
of  the  bladder  bv  dissecting  through  the  connective  1  issue,  which 
would  bring  the  operator  to  that  part  of  the  cervix  where 
the  peritoneum  goes  over  to  the  bladder.  Then  a  transverse 
incision  could  be  made  into  the  cervix  or  lower  uterine  segmenl 
and  the  child  delivered.  In  very  little  dues  this  differ  from 
the  method  of  Frank,  suggested  in  [906 
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Ritgen,  in  1S2  1 ,  attempted  to  put  his  suggestions  into  practice, 
but  encountered  such  profuse  hemorrhage  on  cutting  the  vaginal 
wall  that  he  desisted  and  finished  by  the  ordinary  Cesarean 
section.  His  patient  died  in  a  few  days,  probably  of  sepsis. 
Baudelocque  made  two  attempts  to  follow  his  own  and  Ritgen's 
recommendations.  The  first  time  he  gave  it  up  because  of  the 
severe  hemorrhage  from  the  vaginal  incision.  The  second  time 
he  accidentally  pricked  the  external  iliac  artery  and  therefore 
tied  the  common  iliac.  The  case  was  further  complicated  by 
eclampsia,  and  death  occurred  on  the  fourth  day.  In  1837  Sir 
Charles  Bell  suggests  practically  the  same  procedure  as  Thomas 
afterward  worked  out. 

In  1870,  at  a  meeting  of  the  Medical  Association  of  Yonkers. 
X.  Y..  T.  Gaillaird  Thomas  read  a  paper  on  laparoelvtrotomv 
and  reported  the  details  of  such  an  operation  performed  upon  the 
cadaver  of  a  woman  dead  in  the  ninth  month  of  pregnancy. 
He  also  reported  an  operation  done  in  the  interest  of  the  child 
in  the  seventh  month  on  a  woman  moribund  from  pneumonia. 
It  was  a  successful  case  because  the  child  lived  one  hour.  In 
1  874,  Skene,  of  Brooklyn,  had  the  first  chance  to  perform  Thomas' 
operation.  The  woman  lived  only  seven  hours.  In  1S75  and  in 
1877,  he  did  the  operation,  both  times  with  recovery  of  mother 
and  child.  Gillette.  Taylor,  Skene,  and  Jewett  performed  some 
successful  operations  according  to  the  method  of  Thomas.  The 
total  statistics  for  the  Thomas  operation  up  to  1885  embrace 
twelve  cases  with  saving  of  six  mothers.  In  none  of  the  fatal 
cases  was  the  mother's  condition  such  that  there  was  much 
hope  from  any  procedure.  Since  1885  the  operation  has  fallen 
into  disuse  as  the  modern  asepsis  has  permitted  opening  the 
peritonea]  cavity  with  impunity  and  the  classical  Cesarean  sec 
tion  of  Sanger  is  preferred  to  any  roundabout  ways. 

I  have  collected  102  eases  of  cervical  Cesarean  section  done 
since  and  including  Frank's  first  one  in  [906.  (  n  these  women 
mill' died.  ih. ii  is,  a  maternal  mortality  of  8.8  per  cent.  <  >i  the 
104  children  nine  died,  an  infantile  mortality  of  8.6  per  cent. 
I  lu-se  operations  were  performed  under  the  supposedly  best 
hospital  conditions  and  by  expert  operators.  In  the  majoritj 
oi  them  the  mam  indication  F01  the  cervical  operation  instead 
of  the  ordinary  cesarean  section  was  the  suspicion  of  infection, 
at  least  the  probability  of  infection  before  the  operation.  I  he 
besl  percentage  foi  the  classical  Cesarean  section  is  4  per  cent, 
mortality  of  mothers,  while  whatevei  may  be  the  mortality  of 
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the  children,  it  cannot  be  taken  to  be  influenced  unfavorably  by 
the  operation  fr  r  r< .  In  the  majority  of  the  cases  of  this  102  the 
alternative  would  not  have  been  the  classical  Cesarean  section, 
although  many  of  them  would  not  have  been  any  worse  off  with 
that  operation,  as  the  events  proved.  The  alternative  would 
have  been  in  the  majoritv  of  instances  some  pelvic-widening 
operation  or  craniotomy.  The  main  question  as  to  the  value 
of  this  operation  depends  upon  how  likely  we  are  to  have  infection 
following  nonaseptic  conditions  before  entrance  into  hospital. 
In  other  words,  how  many  of  these  cases  would  have  been  infected 
after  the  ordinary  Cesarean  operation?  The  existence  of  fever 
before  delivers',  the  presence  of  fetid  amniotic  fluid  or  even  the 
presence  of  germs  in  the  genital  canal  by  no  means  certainly 
indicates  that  infection  would  have  followed  operative  delivery 
of  any  kind. 

Does  cervical  Cesarean  section,  either  extraperitoneal  or 
transperitoneal,  deserve  a  place  in  obstetric  therapeutics?  Is  it 
better  adapted  for  infected  cases  or  probably  infected  cases  than 
other  means  at  our  command?  If  the  danger  from  infection  is 
chiefly  to  the  peritoneum,  we  must  rule  out  all  the  transperitoneal 
cases,  of  which  there  are  fourteen  in  this  series.  In  nearly  all  of 
these  there  was  no  previous  infection  observable.  Of  course  in 
this  form  of  the  operation  the  only  advantages  can  be  the  lessened 
danger  of  hemorrhage  from  the  uterine  wound,  the  less  danger 
of  contamination  of  the  abdominal  cavity  with  uterine  contents, 
the  better  assurance  of  tight  suturing  of  the  thin  walls  of  the 
lower  segment  and  cervix  and  the  decreased  harm  from  post- 
operative adhesions. 

Frank  introduced  the  operation  as  one  especially  to  be  recom- 
mended in  cases  where  there  was  reason  to  fear  that  the  case  was 
already  infected  antepartum.  Since  most  of  the  operators, 
especially  Frank,  open  the  peritoneum  and  close  it  with  per- 
mam  nl  or  temporary  sutures  before  opening  the  uterus,  there  is 
right  here  a  large  chance  of  infecting  that  cavity  when  t lie 
infected  contents  of  the  uterus  are  poured  into  the  wound. 
Sellheim's  third  case  illustrates  that  even  with  tight  closure  of 
the  uterine  and  peritoneal  sutures  peritonitis  may  ensue,  as  was 
proved  at  t  he  autopsy.  The  peritoneum  is  now  well  known  to  be 
bettei  adapted  for  resisting  invasion  of  septic  and  saprophytic 
inn  robes  than  are  connective  tissue  spaces  and  extensive  wounds 
of  the  soft  parts. 

Close  examination  of  the  results  does  not  make  them  appeal 
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as  brilliant  as  the  enthusiastic  advocates  of  cervical  Cesarean 
section  maintain.  The  maternal  mortality  of  the  102  cases  was 
nearly  9  per  cent.  Fourteen  of  the  cases  were  operated  on  trans- 
peritoneally  and  were  therefore  supposed  to  be  certainly  aseptic. 
Forty  were  probably  aseptic  before  operation.  In  such  cases 
Cesarean  section  of  the  ordinary  variety  has  a  mortality  of  only 
4  per  cent.  The  peritoneum  was  cut  or  torn  accidentally  in  eight 
cases.  The  bladder  was  injured  in  three  cases  Forty-two  of 
the  101  cases  may  have  been  infected  beforehand;  that  is  to  say, 
there  was  in  each  a  probable  chance  of  infection,  because  of 
prolonged  labor,  outside  examinations  of  uncertain  cleanliness, 
early  rupture  of  membranes,  or  fetor  of  the  amniotic  fluid.  In 
only  eight  cases  was  there  surely  infection  before  operation.  There 
was  severe  infection  after  labor  causing  death  in  five  cases ;  not  caus- 
ing death  in  three,  and  less  serious  infection,  mostly  circumscribed, 
in  six,  a  total  of  fourteen  cases  only  which  gave  proof  after  the 
operation  that  the  fears  of  previous  infection  were  well  founded. 

From  the  evidence,  as  stated,  it  does  not  seem  that  the  advo- 
cates of  cervical  Cesarean  section  as  a  good  procedure  in  infected 
or  probably  infected  cases  have  made  out  a  cause.  Even  for 
these  cases  where  there  is  a  chance  of  previous  infection  it  seems 
that  obstetricians  are  still  making  too  much  of  a  bugbear  of  the 
peritoneum.  As  gynecologists  we  open  the  abdomen  Frequently 
in  the  presence  of  certain  infection,  often  in  the  presence  01  viru- 
lent infection  from  the  intestinal  canal.  We  are  usually  able  to 
wall  off  the  general  peritoneal  cavity  from  contaminate 
the  contents  of  abscesses  or  wounded  intestines,  which  are 
certainly  as  septic  as  the  contents  of  even  a  fetid  amniotic  sac. 
It  i>  not  such  a  very  difficult  matter  to  preserve  the  abdominal 
cavity  from  the  contents  of  the  uterus  by  proper  placing  of 
laparotomy  pads.  It  is  not  necessary  to  bring  the  uterus  ou I 
oi  the  wound  even  in  the  cla<  I  op<  ration.  The  greal  dangei 
from  entrance  of  contaminated  matter  into  the  peritoneum  is 
thi  ibsorption  oi  toxins  from  whal  remains  rathei  than  the 
growth  within  the  cavity  of  septic  germs  which  may  gain  en- 
trance In  th  1  ise  of  the  extraperitoneal  cervical  section  it  is 
the  propagation  of  germs  which  infect  the  wound  at  the  time  of 
operation  which  does  the  greal  harm  because  the  connective- 
tissue  spaces  have  a  far  less  good  defense'  against  them  than  the 
pei  itoneal  membrane. 

Cervical  Cesarean  section  is  a  mote  difficult  and  longer  oper- 
ation than  the  older  form;  it  requires  deep  dissection  into  exten- 
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sive  connective-tissue  spaces  and  admittedly  in  the  probable 
presence  of  infection,  it  often  involves  considerable  difficulty 
in  extraction  of  the  child  and  leaves  the  uterus  in  an  abnormally 
fixed  position.  For  clean  cases  it  cannot  replace  the  ordinary 
method;  for  cases  of  possible  previous  infection  it  offers  no  better 
chances  than  the  classical  operation  with  careful  damming  of  the 
peritoneal  cavity  against  the  contents  of  the  uterus  and  tight 
suturing  of  the  uterine  walls,  while  for  cases  of  certain  infection 
it  cannot  replace  craniotomy. 
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VAGINAL  CESAREAN  SECTION,  WITH  REPORT  OF 
FOUR    CASKS.* 
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WILLIAM   MERCER  SPRIGG,   M.   D.. 

Washington.   D.  C. 

It  has  been  twelve  years  since  Duhrrsen  and  Acconci  developed 
independently  the  operation  of  vaginal  Cesarean  section.  The 
former  has  enthusiastically  urged  the  advantages  of  the  operation 
over  the  slower  methods  of  emptying  the  pregnant  uterus  where 
time  is  an  important  factor  and  in  those  cases  of  uterine  dystocia 
in  which  manual  or  instrumental  dilatation  of  the  cervical  canal 
is  especially  dangerous  to  the  mother.  The  profession  it  seems 
has  been  slow  to  accept  and  make  use  of  an  operation  which 
is  rapid,  safe  and  based  on  good  surgical  principles. 

For  a  long  time  the  anterior  vaginal  wall  has  been  freely- 
incised,  both  transversely  and  longitudinally,  for  the  treatment 
of  cystocele;  the  bladder  freed  from  its  uterine  attachment  and 
planted  higher  up  on  that  organ  in  the  nonpregnant  uterus. 
The  uterus  has  been  freely  incised  in  abdominal  Cesarean  section, 
not  only  once  but  several  times  in  the  same  patient,  saving  both 
mother  and  child.  Obstetric  surgeons  are  more  certain  to  day 
than  ever  before  of  the  position  which  should  be  given  to  ab 
dominal  Cesarean  section,  showing  the  general  practitionei  the 
brilliant  residts  to  be  obtained,  and  urging  upon  tin  in  Un- 
importance of  making  it  an  operation  of  election  in  those  border- 
line cases  in  which  there  is  a  disproportion  between  the  child's 
head  and  the  pelvic  inlet.  A  conjugate  vera  of  S.s  cm.  in  one 
case  may  be  a  positive  indication  for  abdominal  Cesarean  section 
if  the  head  cannot  be  made  to  engage  at  the  inlet,  and  in  another 
case,  with  the  same  measurement,  the  head  may  easily  engage. 

Vaginal  Cesarean  section  is  positively  contraindicated  in  those 
cases  in  which  the  head  cannot  with  safety  pass  through  the 
pelvis. 

I  he  indications  for  vaginal  Cesarean  section  may  be  classed 
under  two  heads: 

1.   When  the  life  of  the  mother  or  child  is  in  grave  danger  and 
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the  uterus  must  be  quickly  emptied,  in  which  the  cervix  is  rigid 
and  unyielding. 

2.  Where  manual  or  instrumental  delivery  is  surely  to  be 
attended  with  lacerations,  as  in  carcinoma  of  the  cervix,  stenosis 
of  the  cervix,  rigid  os  and  cervix  from  scar  tissue,  etc.  A  clean- 
cut  wound  can  be  much  more  readily  approximated  and  sutured. 

The  question  of  time  must  play  an  important  part  in  deter- 
mining the  need  for  vaginal  Cesarean  section.  It  will  be  ob- 
served that  under  theTirst  heading  iijs  suggested  that  the  uterus 
must  be  emptied  quickly  in  which  there  is  a  rigid  cervix.  A 
cervix  that  can  be  dilated  in  from  forty  to  ninety  minutes  may 
not  be  considered  rigid,  provided  the  life  of  the  mother  and 
child  are  not  in  any  danger;  on  the  other  hand,  if  she  is  in 
eclampsia  every  minute  of  delay  in  emptying  the  uterus  adds 
just  that  much  more  danger  to  the  life  of  both. 

The  limitations  of  this  paper  forbids  more  than  a  discussion 
of  the  first  section  of  indications,  where  the  life  of  the  mother  and 
child  is  in  grave  danger  and  the  uterus  must  be  quickly  emptied 
in  which  the  cervix  is  rigid  and  unyielding.  Eclampsia  has, 
and  probably  always  will,  present  the  largest  number  of  cases 
calling  for  vaginal  Cesarean  section.  This  will  certainly  be 
true  so  long  as  the  etiology  is  no  better  understood  than  it  is 
today.  It  is  to  be  hoped  that  the  time  will  come  when  by 
prophylactic  measures  the  toxemias  of  pregnancy  may  be 
ted  The  case  of  eclampsia  to-day  cannot  be  treated  by 
hope  <>r  by  the  so-called  expectant  plan,  but  must  be  treated 
promptly  and  actively  if  you  expect  to  save  either  mother  or 
child.  The  best  authorities  are  agreed  to-day  that  given  a  case 
with  eclamptic  convulsions  the  safest  thing  for  that  woman  and 
child  is  to  empty  the  uterus,  and  empty  that  uterus  in  the 
shortest  possible  time,  selecting  that  method  which  will  give  the 
least  traumatism  and  slunk  to  the  patient.  Every  obstetric 
surgeon  must  determine  for  himself  the  degree  of  cervical 
rigidity,  but  as  compared  to  the  rapidity  with  which  a  cervix 
can  be  opened  by  vaginal  Cesarean  section  every  cervix  is  rigid. 
Every  one  of  US  who  has  performed  manual  dilatation  fully 
realizes  the  dangei  of  sepsis  in  passing  the  hand  into  the  vagina 
and  uterus  when  using  this  method.  In  vaginal  Cesarean  section 
the  vagina  can  be  rendered  aseptic  and  maintained  so  as  well  as 
in  any  vaginal  operation,  so  that  the  danger  from  sepsis  if  any- 
thing is  less  when  this  operation  is  performed.  Cervical  in- 
cisions cannot  be  said  to  come  into  competition   with   vaginal 
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Cesarean  section  because  of  the  length  of  time  required  to  dilate 
the  lower  uterine  segment,  apply  forceps  or  deliver  by  version. 
Cervical  incision  is  applicable  in  those  cases  in  which  the  cervical 
canal  is  entirely  dilated  and  the  rigid  external  os  is  the  only 
barrier  to  delivery. 

The  first  case  in  which  I  did  a  cutting  operation  for  emptying 
the  uterus  in  eclampsia  was  by  cervical  incision.  The  patient 
was  admitted  to  Columbia  Hospital  October  30,  1906.  case  No. 
276,  white,  age  twenty-two,  primipara,  in  the  ninth  month  of 
gestation.  Admitted  in  labor  and  in  eclampsia.  She  had  high 
arterial  tension;  internal  os  and  cervical  canal  well  dilated; 
external  os  rigid;  head  well  engaged  in  the  pelvis.  Urine: 
specific  gravity,  1018;  albumin  present;  hyaline  and  granular 
casts  and  bile  present.  Urea,  4  grains  to  the  ounce.  She  had 
three  convulsions  before  delivery  and  two  afterward.  As  the 
external  os  could  not  be  rapidly  dilated  an  anterior  and  posterior 
incision  was  made  through  the  cervix.  The  lower  uterine 
segment  was  manually  dilated  and  delivery  was  by  forceps. 
The  babv  lived  several  hours  and  died  of  toxemia;  mother 
recovered.  It  seems  to  me  that  two  little  attention  is  paid  to 
babies  born  of  eclamptic  mothers.  We  should  recognize  the 
fact  that  these  babies  are  suffering  from  toxemia  and  should 
be  at  once  put  on  appropriate  treatment.  Four  days  aftei 
delivery  the  mother's  urine  showed  an  absence  of  albumin,  no 
casts,  specific  gravitv  1030,  and  urea  9  grains  to  the  ounce. 

PLACENTA    PREVIA. 

Vaginal  Cesarean  section  has  several  times  been  performed  for 
this  condition.  In  a  case  in  which  the  placenta  is  critically  im- 
planted, it  can  mure  rapidly  be  delivered  by  this  operation  than 
bv  either  manual  or  instrumental  dilatation  because  the  major 
part  of  the  operation  is  completed  before  the  cervix  or  uterus  is 
opened,  and  then  it  is  a  matter  of  only  a  moment  to  make  an  in- 
cision through  the  cervix  up  into  the  anterior  wall  of  the  uterus 
and  manually  separate  and  deliver  the  placenta,  and  the  child  by 
version  or  forceps,  preferably  the  former 

I  he  iI.milc  is  of  the  operation  are  the  possibility  of  injuring  the 
bladder  and  opening  into  the  peritoneal  cavity  when  posterior  in- 
cision is  made.  These  two  possibilities,  however,  are  remote  if  a 
careful  tcchiiic  is  observed. 

Iii  the  February  numbei  of  the  Amir.  Jour.  Obst.  is  a  papei 
li\-  Dr.  Fry,  in  which  he  calls  attention  to  the  lack  of  recognition 
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given  this  operation  by  the  best  text-books  of  to-day,  devoting 
only  short  paragraphs  to  its  description  and  technic. 

The  teehnic  as  carried  out  in  the  four  cases  to  be  reported  was 
as  follows: 

The  patient  is  prepared  as  for  a  vaginal  hysterectomy  and 
placed  in  the  lithotomy  position.  The  instruments  required  are 
one  perineal  and  three  long  vaginal  retractors  (i  1/2  inchs  wide), 
two  bullet  forceps,  artery  clamps,  scalpel,  one  long  straight  blunt 
scissors,  needle-holder,  full  curved  needles  and  Xo.  2  chromic 
catgut. 

Fust. — The  perineum  is  depressed  with  the  broad  retractor 
and  the  cervix  grasped  on  each  side  of  the  median  line.  It  has 
been  my  plan  to  replace  the  bullet  forceps  with  two  heavy  silk 
traction  sutures  and  tie  and  clamp  the  ends  well  outside  the 
vagina  This  does  away  with  the  presence  of  the  bullet  forceps 
in  the  vagina. 

A    sound   is  passed   into  the   bladder  to  locate   the 
lowest  point  of  its  attachment  to  the  uterus. 

Third. — The  cervix  is  now  drawn  downward  and  backward 
and  the  mucous  membrane  just  below  the  uterovaginal  junction 
is  incised  laterally,  an  inch  to  an  inch  and  a  half  to  each  side  of 
the  median  line.  The  bladder  is  now  dissected  by-  blunt  dissec- 
tion, with  the  linger  guarded  with  gauze,  to  a  point  as  high  up  on 
the  anterior  uterine  wall  as  you  wish  to  carry  your  incision, 
which  is  usually  about  four  inches.  A  longitudinal  incision  in 
the  anterior  vaginal  wall  can  be  made  if  it  is  deemed  necessary-. 

Fourth—  A  long-bladed  vaginal  retractor  is  now  inserted  along 
the  denuded  uterine  wall  anteriorly,  which  holds  the  bladder  wall 
well  out  of  the  way  and  exposes  the  uterus  to  the  highest  point  of 
your  intended  incision. 

Fifth. — With  a  strong  pair  of  straighl  blunt  scissors  incise  the 
cervix  anteriorly  in  the  median  line  to  a  point  as  far  above  the 
internal  os  as  will  give  you  sufficient  room  to  do  a  version  or 
apply  forceps.  The  finger  of  the  left  hand  should  have  been 
passed  into  the  cervix  and  uterus  to  act  as  a  guide  in  protecting 
the  intrauterine  blade  of  the  scissors.  This  finger  also  prevents 
wounding  the  membranes  until  you  ate  ready  to  rupture  them. 

Sixth.  -The  incised  cervical  and  lower  uterine  segment  can  now 
be  Stretched  after  all  instruments  have  been  removed,  the  guide 
sutures  remaining  loose  in  the  vagina.  The  fetal  membranes 
prolapse  into  the  wound  and  can  be  ruptured. 

Seventh. — The  fetus  is  eithei  delivered  b)   version  or  forceps. 
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The  placenta  and  membranes  manually  extracted  if  necessary. 
The  uterus  can  now  be  washed  out  with  hot  salt  solution  and  if 
there  should  be  much  bleeding  it  may  be  packed  with  iodoform 
or  sterile  gauze. 

Eight. — The  perineal  retractor  is  again  placed  in  position  and 
the  anterior  vaginal  retractor  is  replaced,  holding  the  bladder 
wall  well  out  of  the  way.  Sutures  are  now  placed  in  the  uterine 
wall  at  the  highest  point  of  the  incision,  and  may  be  either  in- 
terrupted or  continuous,  passing  down  to  but  not  through  the 
uterine  mucosa.  The  uterus  is  sutured  down  to  the  transverse 
vaginal  incision.  The  transverse  incision  and  remainirrg  portion 
of  the  cervix  are  closed  by  interrupted  sutures,  care  being  ob- 
served to  see  that  the  cervical  canal  is  sufficiently  patulous  to 
allow  free  drainage.  The  vagina  is  loosely  packed  with  sterile 
or  iodoform  gauze,  to  be  removed  within  twelve  hours. 

The  operation  and  delivery  can  be  done  in  from  ten  to  fifteen 
minutes,  and  the  repair  in  from  twenty  to  forty  minutes,  and 
with  a  minimal  amount  of  shock  to  the  patient.  It  will  be  sur- 
prising to  note  the  moderate  amount  of  bleeding  which  attends 
this  operation.  When  the  posterior  incision  is  made  as  first 
recommended  by  Duhrrsen,  a  transverse  incision  is  made  at  the 
junction  of  the  posterior  vaginal  wall  and  the  cervix  and  the 
tissues  separated  by  blunt  dissection  from  the  posterior  part  of 
the  cervix,  not  to  extend  higher  up  than  the  peritoneal  reflection, 
care  being  taken  to  avoid  the  rectum  or  entering  the  peritonea] 
cavity.  The  anterior  incision  as  recommended  by  Buinin  is  the 
only  incision  in  the  uterus  usually  required. 

Case  I. — No.  568,  colored,  age  thirty,  three  para,  admitted 
to  Columbia  Hospital  March  6,  1907,  al  six  and  a  half  months  of 
gestation.  Admitted  in  convulsions,  not  in  labor.  Had  four 
convulsions  before  operation,  none  after.  Delivery  by  vaginal 
Cesarean  section  and  version.  Mother  recovered,  child  still- 
birth. Urine:  specific  gravity,  1022;  albumin,  hyaline  and 
granular  casts  present;  urea  three  to  the  ounce. 

CASE  II. — No.  811,  admitted  to  Columbia  Hospital  June  14, 
1907,  white,  primipara,  ninth  month  of  gestation.  Admitted  in 
labor  and  in  convulsions.  Seven  convulsions  before  delivery, 
none  after.  Vaginal  Cesarean  section,  delivery  by  forceps, 
child  weighing  1  pounds  and  2  ounces.  Mother  lived;  child 
lived,  Urine:  specific  gravity,  1029;  albumin,  hyaline  and 
granular  easts  present.  Uterine  and  vaginal  gauze  used  to  con 
trol  hemorrhage.  Coma  For  twenty  six  hours;  puerperal  mania 
1  .willy  four  hours.     Steam  baths  and  active  purgation 

C  \si  111.  No.  [65,  admitted  to  Columbia  Hospital  November 
:•  1 .  to"-,  white,  age  twenty  three,  primipara,  seven  and  one  half 
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months'  gestation,  admitted  in  convulsions,  not  in  labor.  Five 
convulsions  before  operation,  none  after.  Vaginal  Cesarean 
section,  delivery  by  version.  Child  weighed  4  pounds  2  ounces. 
Mother  lived;  child  lived.  Urine:  specific  gravity,  1020;  al- 
bumin, granular  and  hyaline  casts  present,  urea  7  grains  to  the 
ounce.  In  November.  1908,  this  patient  had  a  five  months'  mis- 
carriage, due  to  a  fall  down  a  flight  of  steps. 

Case  IV.  X".  258,  admitted  to  Columbia  Hospital  February 
1,  [909,  colored,  age  seventeen,  primipara,  eight  month  of  gesta- 
tion, admitted  in  convulsions,  not  in  labor.  Eight  convulsions  be- 
fore delivery,  none  after.  Vaginal  Cesarean  section,  delivery  by 
forceps  to  head  in  R.  O.  P.  position:  converted  into  R.  O.  A. 
Baby  weighed  5  pounds,  12  ounces.  Mother  lived;  baby  lived. 
In  this  case  both  the  anterior  and  posterior  incisions  were  made, 
the  posterior  incision  to  give  more  room  and  increase  the  facility 
in  delivery.  Urine:  specific  gravity,  101S;  albumin,  hyaline  and 
granular  casts  present.  Ten  days  later,  specific  gravity,  1022; 
albumin  and  casts  negative.  Thirty-seven  days  after  delivery 
this  patient  killed  her  child  by  pouring  down  its  throat  pure 
carbolic  acid  and  is  now  in  jail  awaiting  trial. 
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■    1    Jlege. 

(  ommon  humanity  urges  the  medical  man  to  search  for  some 
means  to  ease  the  pains  of  labor.  Chloroform  has  done  much  to 
relieve  the  excruciating  agony  of  the  latter  stage  of  labor,  but  it 
is  also  true  that  accidents  have  followed  its  prolonged  11st-.  In 
many  cases  it  has,  without  doubt,  become  necessary  to  apply 
forceps  because  of  its  too  early  or  prolonged  use.  In  how  many 
cases  obstetricians  have  yielded  to  their  own  impatience  and 
the  impoi  t  unities  of  the  friends  and  applied  forceps  unnecessarily, 
it  would  be  hard  to  say,  but  it  is  certain  there  would  be  no 
small  number.  That  there  is  an  increase  in  the  use  of  forceps 
in  confinement  is  almost  universally  admitted,  nor  is  this  in 
creasi  altogethei  to  be  explained  by  the  impatience  or  "  meddle 
someness"  of  the  modern  obstetrician.      The  reason  is,  we  think, 

*  Read  before  the  Ontario  M '     ociatioi    al    I    ronto,  June  2,  1909. 
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to  be  found  in  the  lessened  capacity  of  the  modern  woman  to 
bear  pain.  On  this  point  Professor  Kronig  (6)  says:  "In  private 
practice  it  is  only  in  the  minority  of  cases  that  the  so-called 
classical  indication  calls  for  the  application  of  forceps;  by  far  the 
largest  number  of  operative  confinements  is  necessitated  by  ner- 
vous exhaustion  on  the  part  of  the  woman  and  by  the  want  of 
will  power  to  bear  pain  to  the  end.  The  classical  indication  for 
the  use  of  forceps  is  eclipsed  by  the  so-called  deliverance  forceps, 
the  application  of  which  has  increased  in  an  alarming  manner, 
especially  among  women  of  the  better  class.  .  .  .  I  do  not  think 
that  in  this  instance  it  is  a  case  of  'furor  operativas'  on*  the  part 
of  the  doctor,  but  in  private  practice,  in  contrast  with  hospitals, 
we  often  have  to  deal  with  persons  of  nervous  dispositions,  who 
are  overcome  by  such  a  state  of  nervous  prostration  that  every 
normal  effort  on  their  part  to  endure  the  labor  pains  to  the 
end  is  paralyzed.'' 

The  decrease  of  the  birth  rate  which  has  been  so  generally 
observed  in  the  better  classes  of  the  United  States,  England, 
and  France  cannot  altogether  be  attributed  to  the  dislike  of  the 
care  of  children,  but  in  part  to  the  dread  and  horror  many 
women  have  of  the  pains  of  labor. 

Any  drug,  then,  which  will  relieve  or  abolish  the  grinding  pains 
of  the  first  stage  of  labor  without  injury  to  either  mother  or 
child  should  be  welcomed  by  both  doctor  and  patient.  That 
this  condition  is  fulfilled  by  the  combination  of  scopolamine 
and  morphine  is  evident  to  anyone  who  has  given  it  an  extended 
use  or  gone  carefully  into  the  already  extensive  literature  on 
the  subject.  That  there  are  disadvantages  and  possibly  some 
dangers  in  its  use,  is  not  to  be  denied,  but  they  are  those  which 
are  inevitable  in  the  use  of  an  anesthetic  in  the  hands  of  those 
inexperienced  in  its  use  and  careless  of  the  dosage.  There  have 
been,  and  still  continue  to  be,  fatalities  from  the  use  of  chloroform 
both  from  careless  administration  and  idiosyncrasy  of  the  patient. 
The  same  may,  we  think,  be  said  of  the  use  of  scopolamine  and 
morphine  in  obstetric  work,  but  if  we  can  prove  there  have  not 
been  more  than  with  chloroform,  we  submit  that  they  should 
be  given  a  trial.  We  do  not  propose  in  this  paper  to  consider 
the  ust-  of  scopolamine  and  morphine  as  anesthetics  except  in 
obstetric  work,  though  they  have  been  used  as  general  anes 
thetics  for  a  great  variety  of  both  major  and  minor  operations 
by  many  surgeons.  Our  own  experience  has  been  entirely  con 
lined   to  obstetric  work. 
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In  1900,  Schneiderlin(23)  first  reported  a  series  of  cases  in 
which  he  had  done  a  number  of  operations  under  anesthesia  pro- 
duced by  scopolamine  and  morphine.  Korff(i9)  and  Blos(i6) 
shortly  afterward  reported  a  series  of  cases.  Their  method  was 
to  give  morphine  gr.  16  and  scopolamine  gr.  1,100  four  hours 
before  an  operation,  repeat  in  two  hours,  and  repeat  again  one- 
half  hour  before  an  operation.  In  some  cases  they  gave  as  high 
as  1  gr.  of  morphine  and  1  6  gr.  of  scopolamine,  so  that  it  is  not 
to  be  wondered  at  that  there  were  a  few  fatal  cases,  though  sur- 
prisingly few  considering  the  dose.  It  is  to  be  noted  the  differ- 
ence between  the  dose  they  used  and  those  considered  necessary 
in  ordinary  obstetric  work. 

The  pharmacological  action  of  scopolamine  has  been  rather 
fully  investigated  by  Stella, (17)  Kochman.(iS)  Webster, (12) 
and  others,  but  we  are  sorry  to  say  with  rather  contradictory  re- 
sults. The  reason  of  this  is  probably  because  of  the  rather 
peculiar  idiosyncrasy  that  the  animals  generally  used  in  experi- 
ments have  to  the  action  of  scopolamine  or  the  allied  drugs,  atro- 
pine, iluboisin,  etc.  It  has  been  found  by  these  experiments 
that  dogs  will  stand  enormous  doses  of  these  drugs  without 
apparently  any  bad  effects,  while,  on  the  contrary,  man  seems  in 
some  cases  to  be  peculiarly  susceptible. 

As  an  example  of  how  resistant  dogs  are  to  hyocine  and  stro- 
pine,  we  might  mention  an  experiment  performed  in  conjunction 
with  I)r.  Webster.  We  injected  into  the  vein  of  a  dog  of  fifteen 
pounds,  hyoscine  gr.  1  [00;  five  minutes  later  gr.  2/100  and  five 
minutes  later  gr.  4  100;  then  at  intervals  of  five  minutes  atropine 
gr.  1  20;  gr.  1  m;  gr.  3  20;  gr.  3  10;  gr.  6  10  and  gr.  1  1  2.  At 
the  end  of  an  hour  the  dog  had  received  hyoscine  gr.  7  100  and 
atropine  grs.  2  6  to.  The  dog  recovered,  and  a  week  afterward 
we  gave  the  same  dog  1  gr.  of  atropine  at  one  dose.  The  animal 
red  from  that,  so  we  killed  it  with  chloroform.  Dr. 
W<  bster,  though,  tells  us  that  he  has  killed  dogs  with  an  initial 
hyoscine  gr.  1  100.  The  animals,  however,  if  they  sur- 
vive the  initial  dose,  seem  to  acquire  an  immunity  to  the  drug. 
and  it  can  be  increased  at  five  minutes'  intervals  without  much 
effect 

In  man  one  case  is  recorded  in  which  there  was  a  death  after 
administering  gr.  1  20  of  scopolamine,  but  in  this  case  there  was 
.1  liiuli  grade  of  arteriosclerosis. 

The  combination  of  morphine  and  scopolamine,  no  doubt, 
owes  its  efficiency  as  an  anesthetic,  without    unduly   depressing 
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the  circulation,  to  the  supposed  antagonistic  action  of  morphine 
and  scopolamine  on  the  respiratory  and  circulatory  centers. 

Atropine  has  long  been  used  as  an  antidote  for  morphine  poison- 
ing and,  as  proven  by  Webster  and  other  observers,  atropine,  sco- 
polamine, and  hyoscine  are  practically  identical  in  their  action  on 
the  circulation  and  respiration.  The  reason  for  the  use  of  scopo- 
lamine or  hvoscine  in  preference  to  atropine  is  that  hyoscine  and 
scopolamine  have  a  more  sedative  effect  than  stropine.  Quite 
recently  Nicholson, (37)  of  St.  Louis,  has  done  a  number  of  ex- 
periments on  animals.  He  found  that  by  injecting  morphine  gr. 
1/4,  scopolamine  gr.  1  100  into  a  rabbit  it  produced  a  deep  nar- 
cosis, followed  by  recovery  in  four  or  five  hours.  Injecting 
morphine  gr.  1  2  alone  did  not  produce  such  a  deep  narcosis, 
nor  could  the  animal  be  operated  on  as  when  morphine  was  com- 
bined with  scopolamine;  when  morphine  gr.  1  4  and  atropine  gr. 
were  injected,  the  narcosis  was  not  so  deep  as  when  mor- 
phine was  injected  alone.  Atropine  inhibits  in  some  degree 
the  action  of  the  morphine.  He  also  found  that  repeated  daily 
injections  of  morphine  and  scopolamine  produced  no  degeneration 
of  heart,  liver,  or  kidneys.  He  found  that  the  toxic  dose  of  mor- 
phine and  scopolamine  corresponds  very  closely  to  that  of 
morphine  alone,  and  the  autopsy  findings  in  animals  which 
succumb  to  a  toxic  dose  are  as  those  from  morphine. 

Though  we  use  scopolamine  throughout  this  paper  it  is  simply 
for  the  sake  of  uniformity, as  hvoscine  and  scopolamine  are.  a--  is 
well  known,  isomeric  chemically  and  identical  in  their  physio- 
logical action,  and,  as  a  matter  of  fact,  in  the  cases  which  we  re- 
port below  it  is  the  hyoscine  tablet  of  Parke  Davis  &  Co. 
which  we  have  used  almost  altogether. 

.Morphine  and  scopolamine  were  first  used  in  obstetric  work 
by  Steinbuchel  when  in  1902  he  reported  100  cases.  Since  then 
a  great  number  of  cases  have  been  reported,  but  chiefly  b)  the 
Germans.  Most  notable  among  these  is  Professor  kroni:;.  of 
Freiburg,  who  has  reported  1700  cases  in  which  these  drugs 
have  been  used  and  he  is  very  enthusiastic  in  its  favor.  It  is 
rather  remarkable  in  view  of  these  large  numbers  of  cases  thai 
English  .mkI  American  obstetricians  have  been  s,,  slow  in  adopt 
ing  it.  In  May,  [908,  in  a  personal  communication,  the  Dublin 
Rotunda  report  that  they  had  not  used  it  in  a  single  case:  the 
Sloan  Maternity,  New  York,  has  nevei  used  it;  Johns  Hop- 
kins Maternity  in  a  few  eases,  imt  not  enough  to  report. 

I  he  only  ones  in  America  which  we  could  find  who  had  used 


halpenny-vrooman:  morfhine  and  scopolamine  in  labor.   615 

it  systematically  and  published  results  were  Dr.  Newall,  of  the 
Boston  Lying-in  Hospital,  123  cases,  and  Dr. Fenton,  of  Toronto, 

1 53  cases,  and  their  results  have  been  entirely  favorable. 
Besides  the  1700  cases  reported  by  Kronig,  Preller  reports  120; 
Bunn,    100;   Steffen,(i3)  300;   Leopold, (27)  200;    Bass, (36)  107. 

The  results  from  the  use  of  this  treatment  vary  greatly  and 
we  are  inclined  to  attribute  this  lack  of  uniformity  more  to  the 
quality  of  the  preparation  used  than  to  the  method  of  its  exhibi- 
tion. Kronig's  report  of  favorable  results  in  1700  cases  is  the 
i  st  evidence  we  know  of  in  favor  of  this  method.  Some  of 
his  countrymen  report  very  unfavorably,  however.  Geminder,  (9) 
in  summing  up  the  results  observed  in  100  cases  at  Henge's 
clime  in  Erlangen,  declares  the  method  to  be  dangerous  to  both 
the  mother  and  child,  stating  that  serious  after-hemorrhage  oc- 
curred in  five  cases,  while  in  twenty-seven  others  the  course  of 
labor  was  disturbed.  He  regards  the  measure  as  presumably 
responsible  for  the  death  of  one  child,  for  serious  asphyxia  in 
eleven  others,  and  slight  asphyxia  in  twelve.  Sinclair, (3) 
though  having  no  personal  experience  with  this  method,  says: 
"It  may  now  be  said  to  have  received  its  final  condemnation  as 
too  dangerous,  both  for  the  mother  and  child,  and  unsatisfactory 
in  most  other  respects,"  We  are  sorry  he  does  not  state  in  what 
other  respects  it  is  unsatisfactory;  it  is  difficult  to  conceive  of 
any  effect  it  could  have  except  on  the  mother  or  child  As  an 
alternative  he  suggests  morphia-alcohol-cocaine  anesthesia. 
We  confess  that  we  have  never  tried  this  combination.  During 
residence  in  Winnipeg  General  Hospital,  we  have  frequently  seen 
accident  cases  fi  1  mi  railroads  where  alcohol  has  been  administered 
by  the  companions,  and  morphine  given  on  arrival  at  the  hospital, 
and  we  agree  that  the  patient  frequently  suffered  little  pain,  and 
hence  shock  w  as  nol  increased. 

In  spite  of  this  fact  we  prefer  not  to  have  the  inevitable  mental 
aftei  effects  in  our  obstetrical  cases.  To  argue  against  the 
method  in  obstetrical  cases  because  he  finds  it  unsatisfactory  in 
tninoi  operations  of  the  puerperium,  such  as  "cleansing  septic  or 
pseudodiphtheritic  and  inflamed  lacerations,"  seems  to  us  to 
have  little  force.  Steffen(  i.V)  says  the  woman  is  not  able  to  con- 
trol the  abdominal  pressure,  and  it  is  very  difficult  to  protect  the 
perineum.  We  did  not  experience  any  difficulty  arising  from 
such  a  cause,  neither  did  we  have  to  resort  to  abdominal  pressure 
to  aid  expulsion  which  he  says  is  necessaryat  limes.  Kirby's(5) 
verdict  is  favorable,  and  his  conclusion  is  thai  labor  is  nol  pro 
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longed,  but  that  the  patient's  strength  is  conserved  by  the  rest 
secured  between  pains.  \e\vell(  14)  also  makes  the  same  ob- 
servation. He  says:  "The  pain  of  the  first  stage  of  labor  was 
such  that  the  strain  of  the  expulsive  pains  was  endured  with  less 
reaction  than  in  the  ordinary  patient,  and  not  being  exhausted 
by  the  pain  of  the  first  stage  of  labor,  the  patients  were  able 
tci  help  themselves  more  efficiently  in  the  final  stage." 

In  a  personal  communication  from  Dr.  Brodhead,  obstetrician 
to  the  New  York  Post-Graduate  School,  he  gives  us  a  summary 
of  the  results  of  its  use  in  thirteen  cases  in  his  clinic.  "The  cases 
were  all  primiparae.  In  seven  cases  low  forceps  operation  was 
done  and  less  chloroform  was  required  to  produce  anesthesia 
to  the  obstetrical  degree.  Slight  delirium  was  noted  in  two 
cases,  and  in  one  case  where  the  dose  was  repeated,  the  delirium 
became  marked,  her  uterine  contractions  were  normal;  low 
forceps  were  finally  used. 

"In  one  case  there  was  profuse  post-partum  hemorrhage,  re- 
quiring uterine  tamponade.  In  twelve  cases  where  note  was 
made  of  the  presence  or  absence  of  asphyxia,  in  six  there  was  none; 
in  four,  slight;  in  one,  moderate,  and  in  one  deep.  We  do  not 
recommend  its  use,  but  prefer  morphine  anil  chloral  hydrate.  We 
do  not  like  the  occasional  delirium  and  we  are  more  afraid  of  the 
drug  than  we  are  of  morphine  and  chloral.  We  doubt  the  ad- 
vantages claimed  for  the  drug." 

Butler(2)  quotes  from  fifty  observers  having  in  all  512]  cases 
in  which  eight  deaths  occurred.  Only  two  observers,  having 
ninety-two  cases,  gave  a  verdict  of  bad."  K.  Myer,(i)  in  fifty 
eases,  summarized  his  results  thus:  In  but  two  cases  was  there 
interference  with  regular  contractions.  In  70  per  cent,  there 
was  no  hemorrhage,  in  24  per  cent,  it  w  as  slight ,  and  in  6  pel  cent 
it  was  severe.  There  was  vomiting  in  two  cases.  In  40  per 
cent,  there  was  complete  effect,  in  42  per  cent,  fair  effect,  and  in 
1  J  pei  cent,  no  effect.  As  to  the  effect  on  the  child,  there  was 
slight  delay  in  establishing  breathing  in  three  eases  In  one 
case  the  child  was  dead  with  two  turns  of  the  cord  about  the  neck, 
but  at  autopsy  was  found  to  have  a  large  thymus. 

We  have  used  scopolamine  in  ion  eases  The  first  case  in 
which  it  was  tried  (J.  II .),  was  a  primipara,  aged  thirty-eight 
years  It  seemed  to  be  of  such  benefit  in  this  ease,  we  were  en 
couraged  to  give  it  further  trial.  A  rigid  os  seemed  to  dilate 
more  readil)  and  this  while  the  patient  was  in  comparative  ease. 
A  little  chloroform  was  administered  just   when  the  head  was 
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born.  There  was  no  laceration,  and  no  ill  effects  on  the  mother 
or  child. 

Operative  interference  was  necessary  in  seventeen  cases, 
three  occiput  posterior,  two  eclampsia,  one  where  membranes 
ruptured  forty-eight  hours  before  pains  commenced,  one  in  a 
Jewess  who  had  taken  absolutely  no  exercise  after  the  fifth  month, 
and  one  in  a  primipara  aged  thirty-two.  In  the  remaining 
ninety-two  cases  low  forceps  were  used  nine  times.  On  this 
point  Xewell  says  that  with  the  use  of  these  drugs  operative 
interference  is  lower  than  usual  without  their  use,  having  had 
fourteen  forceps  cases  out  of  123  patients. 

Our  method  has  consisted  in  using  hypodermic  tablets,  the 
drugs  being  in  separate  tablets.  The  initial  dose  of  morphine 
sulphate  gr.  1/4  and  hyoscine  hydrobromate  gr.  i/iooisto  be 
given  when  dilatation  has  well  commenced  and  the  contractions 
are  occurring  at  intervals  of  five  to  seven  minutes.  The  room 
is  then  darkened  and  made  as  quiet  as  possible  and  the  patient 
allowed  to  sleep.  In  the  majority  of  cases  after  a  period  of  one 
to  two  hours  rest  the  patient  wakes  with  each  pain,  only  to  drop 
off  to  sleep  again  after  the  contractions  have  ceased.  If  the 
patient  wakes  completely,  a  second  dose  of  hyoscine  hydrobro- 
mate gr.  1/100  is  given,  except  in  neurotic  cases  where  in  a  few 
instances  the  morphine  is  repeated  either  with  the  hyoscine  or 
alone.  In  this  class  of  patients  there  may  be  some  incoherent 
talking  accompanied  by  flushing  of  the  face,  but  we  have  found 
no  real  difficulty  or  danger  connected  therewith.  This  has  been 
noticed  by  various  writers  with  similiar  conclusions.  We  do 
not  endeavor  to  secure  surgical  anesthesia.  What  we  do  aim 
at  is  such  a  condition  that  the  patient  does  not  remember  what 
happened  after  the  drugs  were  administered.  This  was  secured 
in  about  20  per  cent.  In  one  case  forceps  were  applied 
(C.H.  V.),  without  the  administration  of  any  other  anesthetic. 
In  about  70  per  cent,  the  patient  rested  quietly  for  some  two  to 
four  hours,  then  wakened  only  with  each  pain  only  to  dose  off  to 
skip  again  between  pains.  In  about  one-fourth  of  these  cases  a 
little  chloroform  was  used  at  the  time  of  the  expulsion  of  the  head. 

The  drug  is  not  administered  when  labor  is  well  commenced, 
and  neither  is  it  administered  in  precipitate  cases.  We  agree 
entirely  with  the  opinion  expressed  by  Fenton  in  a  private  com- 
munication, who  says:  "Do  not  give  within  two  hours  of  de- 
livery, withhold  after  membranes  rupture  if  there  is  moderate 
dilatation  of  the  os  and  when  the  cervix  is  completely  dilated. 
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even  though  membranes  be  intact  If  labor  be  progressing 
unusually  rapidly,  better  give  chloroform  instead.  "  The  objec- 
tion to  the  late  administration  of  the  drug  is  twofold:  first,  the 
anesthetic  effect  continues  too  long  on  the  mother  after  labor  is 
terminated;  and,  second,  it  is  in  such  cases  that  difficulty  is 
found  in  resuscitating  the  child. 

Effect  on  the  Mother. — Apart  from  the  slight  mental  disturb- 
ance already  noted,  and  which  was  of  no  consequence,  no  un- 
toward symptoms  were  observed.  Labor  was  not  interfered 
with,  no  cases  of  postpartum  hemorrhage  occurred,  and  no 
untoward  after-effects  were  observed.  Rather  was  it  our  opin- 
ion that  in  proportion  to  the  success  of  the  anesthesia  was  the 
patient  freer  from  symptoms,  frequently  observed  in  other  cases 
of  more  or  less  nervous  exhaustion.  In  one  case  an  observant 
nurse  gave  the  unsolicited  opinion  that  the  patient  recovered 
much  more  quickly  from  the  effects  of  labor  than  in  cases  in 
which  the  drug  was  not  used. 

Xewell  (personal  communication),  speaking  of  the  results 
found  in  his  clinic,  says:  "I  have  seen  no  bad  results  in  any  of  the 
cases  in  which  it  has  been  used  under  my  supervision,  but  some 
of  my  colleagues  will  claim  that  they  have  had  unfortunate 
results,  though  as  far  as  I  can  ascertain  there  has  been  no  increase 
in  unfortunate  symptoms  in  the  cases  in  which  scopolamine  has 
been  used  over  what  we  used  to  meet  from  time  to  time  before 
scopolamine  was  heard  of. 

Effects  mi  tin  Child. — Two  premature  children  where  labor  was 
induced  for  eclampsia  were  born  dead;  one  child  in  occiput  pos 
terior  with  a  prolapsed  cord  was  born  dead,  and  one  child  was 
dead  about  four  or  five  days  before  birth.  All  others  were  born 
alive  and  no  difficulty  was  experienced  in  having  to  resuscitate 
the  child  except  in  the  case  of  the  Jewess  mentioned  above. 
Here  difficulty  was  met  with,  but  it  finally  came  to  all  right. 
Xo  other  ill  effects  were  observed. 

In  conclusion  we  wish  to  say  that  we  find  morphine  and  scopo 
lamine  when  carefully  administered  will  safely  alleviate  con 
sciousness  of  the  pains  of  labor  and  in  many  cases  abolished  any 
remembrance  of  pain. 

We  have  observed  no  bad  effects  on  the  mother,  though  there 
may  be  minoi  symptoms,  as  delirium,  Hushing  "I  lace,  etc. 

We  have  observed  <>nlv  one  case  in  which  there  was  some 
asphyxia  of  the  child,  and  in  this  case  the  symptoms  were  not 
dangerous 
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We  do  not  think  that  labor  is  delayed,  but  rather  that  the 
time  is  lessened,  but  we  have  not  had  enough  eases  to  judge  on 
this  point. 

We  think  the  drug  should  be  used  only  when  the  patient  is  in 
a  hospital  or  is  attended  by  a  good  trained  nurse,  this  not 
because  we  regard  the  method  as  a  dangerous  one,  but  because 
the  sympathizing  friends  would  not  allow  the  patient  to  be 
quiet  enough  to  get  the  full  benefit  and,  in  addition  to  this,  the 
bystanders  would  be  very  much  alarmed  at  the  little  mental 
disturbance  which  occasionally  occurs. 
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PANCREATITIS.* 

BY 
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Washington,  D.  C. 

The  inflammatory  diseases  of  the  pancreas  have  recently 
been  demanding  so  much  attention  and  seem  to  offer  such  hopeful 
results  from  surgical  treatment  in  the  hands  of  the  men  who 
have  been  doing  this  work  that  it  seems  well  worthy  the  con- 
sideration of  all  men  who  are  doing  abdominal  surgery. 

Attention  was  directed  toward  the  pancreatic  inflammations 
very  prominently  in  1889  by  the  masterly  paper  of  Dr.  Fitz,  and 
more  recently  experimental  work  and  clinical  study  has  been 
shown  in  the  work  of  Opie,  Robson,  Moynihan,  Cammidge  and 
others. 

This  paper  will  deal  with  the  inflammatory  conditions  in  the 
pancreas,  and  refer  to  cancer,  stone,  cyst,  syphilis,  tuberculosis, 
etc. 

Only  as  necessary  to  help  understand  the  inflammatory 
diseases,  clinically,  the  types  of  inflammation  are  called  acute, 
subacute  and  chronic.  But  these  three  divisions  merge  into 
one  another  so  that  the  pathology  becomes  confused.  The 
most  acute  cases  are  those  showing  extensive  hemorrhage  into 
the  pancreas  and  its  surrounding  tissues.  If  the  hemorrhage  is 
smaller  the  symptoms  are  less  acute  and  tend  to  follow  either  a 
mild  short  course  with  recovery  or  to  develop  into  the  subacute 
type  which  is  generally  classed  as  gangrenous  or  (if  infection 
follows)  to  become  suppurative  pancreatitis.  The  chronic 
cases  according  to  Opie  may  follow  either  of  two  courses:  One, 
the  more  common,  the  interlobar,  in  which  wide  bands  of  con- 
nective tissue  are  found  between  the  lobules  of  the  pancreatic 
tissue,  seems  to  follow  obstruction  or  inflammation  of  the  ducts, 
and  implicates  the  Islands  of  Langerhans  only  when  the 
sclerosis  is  very  far  advanced.  And  since  diabetes  seems  to  be 
in  many  cases  dependent  upon  the  integrity  of  these  bodies, 
glycosuria  appears  only  at  a  very  late  stage.  Opie  reported 
twelve  such  cases  in  which  only  one,  a  very  advanced  case,  gave 
any  signs  of  diabetes.  The  second  type  of  chronic  pancreatic 
inflammation  Opie  calls  interacinar.  In  this  there  is  a  diffuse 
♦Read  before  the  Washington  <  Ibstetrica]  and  Gynecological  Society,  May  21,  1909. 
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infiltration  of  the  entire  gland  with  fibrous  tissue  separating 
individual  acini  and  invading  the  islands  of  Langerhans  early. 
The  ducts  are  not  commonly  obstructed.  In  three  of  these  cases 
two  were  associated  with  diabetes  and  the  third  with  hemochro- 
matosis, a  condition  which  later  is  complicated  by  diabetes. 

Pancreatitis  occurs  twice  as  often  in  men  as  in  women  accord- 
ing to  Opie,  and  most  often  in  obese  persons  between  twenty 
and  fifty  years  of  age. 

The  causes  leading  to  inflammations  of  the  pancreas  are 
obstruction  or  infection  of  the  ducts.  Among  these  the  most 
important  seems  to  be  the  presence  and  passage  of  gall-stones. 
A  large  gallstone  lodging  in  the  papilla  of  Yater  may  completely 
obstruct  the  pancreatic  duct,  and  a  small  stone  lodging  in  tl  e 
papilla  may  block  the  orifice  of  the  papilla  and  force  bile  into 
the  pancreatic  duct.  Flexner  showed  by  animal  experimen- 
tation that  the  injection  of  the  pure  bile  salts  into  the  pancreatic 
duct  produced  hemorrhagic  pancreatitis,  while  injection  of  bile 
mixed  with  mucus  set  up  a  subacute  inflammation  possibly 
owing  to  the  slower  penetration  of  the  colloid  mixture.  Another 
important  causative  factor  tending  both  to  obstruction  and 
infection  of  the  ducts  of  the  pancreas  is  duodenal  catarrh  or 
gastroduodenitis  where  the  blocking  of  the  common  orifice  of 
the  pancreatic  and  bile  ducts  is  evidenced  by  the  frequenl 
jaundice  with  the  duodenitis. 

Other  factors  tending  to  produce  inflammatory  conditions  in 
the  pancreas  are  pancreatic  calculi,  cancer  of  the  head  of  the 
pancreas  or  of  the  papilla  of  Vater  or  ulcer  of  the  stomach, 
pylorus,  or  duodenum  or  their  scars  and  adhesions,  intestinal 
worms,  injuries  to  the  pancreas,  infectious  diseases,  especially 
typhoid  fever,  influenza,  and  mumps.  The  effects  of  typhoid 
fever  and  the  intestinal  type  of  influenza  are  easily  appreciated 
and  the  mumps  effect  is  expected  when  we  think  of  the  pan 
creas  as  the  intestinal  salivary  gland  as  it  has  been  called  by 
some  physiologists.  Haggard  says  that  there  is  a  histoiv  of 
mumps  in  10  per  cent .  of  the  cases  of  pancreatitis,  and  Cammidge 
gives  the  history  of  a  boy  who  on  April  22  had  a  distinct  at 
tack  of  mumps  in  an  epidemic  of  thirty  two  boys.  Five  days 
later  this  boy  vomited,  had  epigastric  pain,  tenderness  and 
swelling,  and   his  urine  showed  a  cleat   pancreatic  reaction.      \o 

operation  seemed  necessary  and  the  boy  recovered.  This  was 
one  of  four  lasts  which  showed  pancreatic  trouble  in  the  thirty 

two  rases  of  mumps 
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As  exciting  cause  of  an  acute  attack,  in  addition  to  the  bac- 
teria] infection  there  is  the  physiological  distention  of  the  blood 
vessels  of  the  pancreas  when  the  "land  is  at  the  height  of  its 
active  secretion  one  to  two  hours  after  a  meal.  This  is  men- 
tioned occasionally  in  the  case  histories  in  the  literature  and  is 
prominent  in  the  history  of  the  author's  case  given  here  at  length. 

The  symptoms  in  the  acute  cases  come  on  usually  out  of  a  clear 
sky.  The  person  may  have  had  previous  attacks  of  indigestion 
or  epigastric  pain  resembling  biliary  colic  or  gastritis  or  perhaps 
have  had  attacks  of  catarrhal  jaundice  some  time  before.  In 
about  jo  per  cent,  according  to  Gessner  there  have  been  attacks 
typical  of  gall-stone  colic,  often  with  jaundice.  But  previous 
to  this  attack  the  patient  is  usually  in  good  health.  In  the 
acute  hemorrhagic  cases  the  patient  is  suddenly  taken  with  a 
sharp  pain  in  the  upper  abdomen.  The  pain  is  of  the  extreme 
type  and  from  its  location  suggests  not  infrequently  the  diagnosis 
of  acute  indigestion,  acute  intestinal  obstruction,  perforation 
of  a  duodenal  or  gastric  ulcer,  biliary  colic  or  rupture  of  a  gall- 
bladder, gangrenous  appendicitis  or  acute  ptomain  poisoning. 
It  is  accompanied  by  nausea,  vomiting,  restlessness,  anxiety, 
weakness  of  the  pulse  and  collapse.  And  the  collapse  not  infre- 
quently is  extreme  so  that  the  patient  does  not  rally  but  dies 
in  a  few  hours  from  a  condition  well  meriting  the  name  of  ab- 
dominal apoplexy. 

In  the  subacute  cases,  the  gangrenous  type,  the  symptoms  may 
be  milder  from  the  start  or  may  follow  in  the  course  of  the  acute 
case.  The  violent  epigastric  pain  may  abate  and  the  vomiting 
lessen,  and  after  three  or  four  days  there  develops  or  becomes 
apparent  distention  of  the  abdomen  with  a  more  or  less  defi- 
nite extremely  tender  mass  in  the  median  line  above  the  um- 
billicus.  This  mass  is  due  to  either  a  tumor  in  the  lesser  peri- 
toneal cavity  or  the  exudate  and  adhesions  around  the  swollen 
hemorrhagic  gland  that  is  becoming  gangrenous.  After  the 
stage  of  collapse  the  body  temperature  rises  and  may  run  up  to 
104".  Jaundice  also  appears  in  some  of  the  cases  (20  per  cent  ac 
cording  to  Fitz)  and  is  associated  with  an  intense  pruritus  that  is 
not  found  in  pure  hepatic  jaundice.  The  pruritus  may  be  present, 
even  independent  of  jaundice.  Soon  the  symptoms  of  the  asso 
dated  peritonitis  become  dominant  Tin-  acute  constipation  usu- 
ally present  at  first,  frequently  develops  into  a  diarrhea  and  later 
blood  or  necrotic  tissue  may  be  passed.  In  a  certain  proportion 
of  the  cases  the  symptoms  gradually  subside,  and  without  any 
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treatment  directed  at  the  source  of  the  trouble  the  patient  gets 
over  the  attack  and  may  get  entirely  well  or  proceed  into  a  condi- 
tion of  chronic  pancreatic  disturbance,  or  in  perhaps  the  second 
week  show  the  evidences  of  necrosis  and  suppuration  by  the  onset 
of  chills  and  irregular  temperature  and  that  may  continue  until 
absorption  or  death  from  sepsis.  Among  the  cases  that  get  well 
without  any  specific  treatment  are  those  in  whom  laparotomy 
has  been  done,  fat  necrosis  found  in  the  subcutaneous  and 
omental  fat,  a  mass  of  inflammatory  adhesions  and  blood  clot  or 
blackened  masses  found  in  the  region  of  the  pancreas  and  no 
means  taken  to  relieve  the  condition. 

In  the  chronic  cases  we  have  a  much  better  opportunity  to 
examine  the  condition  and  make  a  diagnosis,  but  the  diagnosis  is 
not  easy  to  make  in  the  early  stages.  The  onset  .is  usually 
gradual  and  painless  though  it  may  first  be  noted  at  the  time  of 
an  attack  of  severe  epigastric  pain  perhaps  followed  by  jaundice 
and  simulating  an  attack  of  biliary  colic.  It  may  be  accompanied 
by  nausea  and  vomiting,  and  followed  by  chilliness  and  fever. 
The  local  symptoms  of  pain  and  tenderness  in  the  epigastrium 
are  less  marked  than  in  the  acute  cases.  Jaundice  is  present  in 
the  cases  where  the  common  bile  duct  runs  through  the  head  of 
the  pancreas,  about  two-thirds  of  the  cases,  or  if  both  pancreatic 
and  biliary  ducts  are  inflamed.  At  such  times  the  gall-bladder 
is  usually  distended.  Between  the  attacks  of  epigastric  pain 
the  digestive  and  metabolic  disturbances  due  to  the  interference 
with  the  formation  and  evacuation  of  the  pancreatic  products  as 
sume  prominence.  There  is  dyspepsia  with  loss  of  appetite, 
offensive  eructations,  flatulence,  a  distaste  for  the  fats  and  pro- 
teids  that  are  not  now  easily  digested.  Emaciation  and  progress 
ive  weakness  are  always  present  and  often  extreme.  The  nausea 
and  vomiting  that  are  so  characteristic  of  the  acute  cases  are 
absenl  altogether  in  many  of  the  chronic  cases  during  the  course 
of  months  or  years.  There  may  be  an  increased  flow  of  saliva 
bringing  into  evidence  again  the  relation  of  salivary  and  pan- 
creatic glands.  Later,  especially  when  jaundice  is  present,  general 
hemorrhages  are  very  likely  to  occur  especially  from  the  mucus 
membranes  of  nose  and  intestine  and  under  the  skin.  Winn  the 
Islands  of  Langerhans  are  involved  in  the  fibrosis,  symptoms  ,<i 
diabetes  develop. 

The  character  of  the  feces  in  most  of  the  cases  is  character 
istic.  They  are  bulky,  soft,  greasy,  pale  colored,  extremely 
offensive  in  odor  and  diarrheal  though  not  liquid.     They  contain 
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undigested  food,  especially  fat  and  muscle  fiber.  The  quantity 
of  fat  that  is  absorbed  from  the  intestines  is  decreased  one-half 
or  more,  so  that  at  times  three-fourths  of  the  bulk  of  the  stool  is 
undigested  fat.  The  presence  in  the  stool  of  undigested  muscle 
cells  is  one  of  the  most  characteristic  features  of  the  stool  and  is 
almost  pathognomonic  of  disease  of  the  pancreas.  When  the 
muscle  fibers  of  the  meat  eaten  are  found  intact  in  the  stool  their 
nuclei  still  being  evident  in  a  patient  not  having  a  diarrhea  it  is 
very  probable  that  there  is  a  deficiency  in  the  pancreatic  juice 
in  the  intestine.  The  quantity  of  bile  in  the  stool  may  be 
diminished,  but  is  not  so  characteristically  absent  as  in  cancer  of 
the  pancreas.  In  the  late  stages  blood  is  very  likely  to  be 
present  in  the  stool. 

The  examination  of  the  urine  may  show  albumin,  and  at  a 
late  stage  when  the  Islands  of  the  Langerhans  are  involved 
sugar  may  be  present.  Crystals  of  calcium  oxalate  are  usually 
in  evidence.  The  urine  also  shows  the  presence  of  the  degenera- 
tion products  of  the  pancreas  as  indicated  by  the  Cammidge 
reaction.  This  Cammidge  describes  as  due  to  certain  pentose 
bodies  in  combination  which  when  boiled  with  hydrochloric  acid 
and  then  tested  for  sugar  by  the  phenylhydrazine  test  give 
peculiar  yellow  sheath  crystals  that  may  be  differentiated  from 
ordinary  sugar  iducozone  crystals  by  their  solubility  in  sul- 
phuric acid,  and  their  melting-point  if  there  is  any  doubt  about 
the  difference  in  the  shape.  This  reaction  Cammidge  does  not 
claim  to  be  pathognomonic  of  disease  of  the  pancreas  for  it  is 
produced  by  the  breaking  down  of  any  tissues  containing  these 
pentose  bodies,  but  these  bodies  are  of  greatest  abundance  in  the 
pancreas,  and  if  disease  of  other  organs  can  be  eliminated,  a 
positive  reaction  is  very  probably  due  to  disease  of  the  pancreas. 
The  test  is  positive  in  pracl  ically  all  cases  of  inflammation  of  the 
pancreas  though  it  may  not  be  present  in  other  diseases  of  the 
pancreas  unless  there  is  an  associated  inflammation.  If  there  is 
a  distinct  deficiency  in  the  pancreatic  juice  in  the  intestine  ami 
salol  be  given  in  divided  doses,  making  up  sixty  grains  in  a  day, 
and  then  the  mine  be  tested  for  saiicin  and  phenol  they  will  be 
found  absent  while  witli  normal  pancreactic  juice  the  salol  is 
broken  down  and  its  products  can  be  found  in  the  urine.  The 
tests  with  keratine-coated  capsules  containing  iodoform  which 
normally  are  dissolved  by  the  pancreatic  juice  and  liberate 
iodine  in  the  urine  is  not  considered  as  satisfactory  a  test  as  the 
salol  test.     A  temporary  gycosuria  of  alimentary  origin  may  be 


626  abbe:    fancreatitis. 

produced  by  giving  ioo  grams  of  grape-sugar  in  the  morning 
on  an  empty  stomach,  while  with  a  normal  pancreas  this 
quantity  of  sugar  would  be  absorbed  without  affecting  the  urine. 

It  is  interesting  to  note  in  this  connection  some  experi- 
mental evidence  on  the  relation  of  diabetes  to  disease  of  the 
pancreas  which  shows  that  while  removal  of  the  entire  pancreas 
may  produce  glycosuria,  removal  of  a  portion  does  not,  and 
cutting  of  the  ducts  of  the  pancreas  does  not  always  produce 
glycosuria.  Diabetes  is  however  associated  with  diseases  of  the 
pancreas  in  about  j^  per  cent,  of  the  cases  of  diabetes. 

The  prognosis  in  the  acute  hemorrhagic  cases  is  dependent 
upon  the  extent  of  the  hemorrhage.  A  large  number  of  the 
cases  never  recover  from  the  primary  collapse  but  die  inside  of  a 
few  hours.  Others  of  milder  grade,  even  when  they  receive  no 
treatment  for  relief  of  the  essential  pancreatic  condition,  pass 
into  the  later  stages  of  gangrenous  or  suppurative  inflammation 
from  which  more  get  well.  The  statistics  for  cases  not  operated 
on  are  very  unsatisfactory,  as  the  diagnosis  is  doubtful  in  many 
of  the  cases  reported  unless  confirmed  by  autopsy.  <  If  the  i 
operated  on  Mickulicz-Radeeki  give  nine  recoveries  in  forty 
mx  cases.  Robson  gives  twenty-three  recoveries  in  fifty-nine 
cases.  In  the  subacute  eases  Robson  gives  nine  recoveries  in 
fourteen  cases.  Of  the  chronic  cases  lasting  months  or  years, 
if  they  take  their  natural  course  they  die  of  asthenia,  diabetes 
or  hemorrhage,  but  when  operated  on  many  can  be  saved. 
Robson  reports  twenty  four  eases  operated  on.  One  operated 
very  late  in  the  disease  died  directly  from  the  effects  of  the 
operation.  Two  died  a  lew  months  later  and  the  others  made 
complete  and  perfect  recovery. 

I  lie  treatment  of  the  cases  during  the  acute  stage  of  collapse, 
pain  and  vomiting,  is  medical  -to  pull  the  patient  through  the 
sudden  collapse  with  morphine  and  pel  haps  even  chloroform  or 
ether  for  the  pain.  Lavage  ami  feeding  by  nutrient  enemata 
with  subcutaneous  salt  solution.  Unless  the  eollai.se  is  extreme 
it  may  lie  wise  to  do  an  immediati  operation  with  drainage  ol 
the  lesser  peritoneal  sac  and  possible  examination  of  the  bile 
tges  and  removal  of  the  stone  if  found.  Robson  suggests 
that  if  the  patient  will  stand  the  handling  to  do  ;i  primary 
laparotomy  for  diagnosis  and  remo'\  al  of  calculi  if  found  and  then 
drainage  posteriorly  by  a  deep  incision  in  the  left  costovertebral 
space  made  sufficiently  large  if  desirable  to  allow  the  entire  hand 
to  entei   the  pancreatic  region  and  enucleate  clots  and  necrotic 
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tissue.     The  subacute  gangrenous  and  suppurative  cases   need 
the  same  line  of  operative  treatment. 

During  the  operation  fat  necrosis  in  the  omentum  or  in  the 
subcutaneous  fat  frequently  is  found  and  is  characteristic  of 
acute  inflammation  of  the  pancreas,  and  is  due  to  the  invasion 
of  the  tissues  by  the  fat  digesting  ferment  from  the  pancreas. 
One  danger  of  these  operations  is  the  increased  tendency  to 
hemorrhage  which  according  to  Moynihan  is  much  less  in  patients 
jaundiced  from  gall-stones  than  in  those  where  the  jaundice 
depends  on  pancreatic  disease.  This  tendency  to  hemorrhage 
is  controlled  to  certain  extent  by  the  administration  of  calcium 
oxalate  for  one  to  two  days  before  operation  in  doses  up  to  60 
grains  a  day. 

In  the  chronic  cases,  while  it  is  desirable  to  put  the  patients 
on  a  careful  and  appropriate  diet  and  to  give  a  certain  amount 
of  stimulation  of  the  bile  passages,  it  is  also  desirable  and 
essential  to  remove  the  causes  of  the  fibrosis  such  as  alcoholism, 
worry,  and  so  on.  and  it  is  also  essential  to  treat  the  duodenal 
catarrh,  ulcers,  and  remove  gallstones,  but  the  treatment  that 
is  directed  at  the  pancreatitis  is  drainage  and  sterilization  of  the 
pancreatic  ducts  and  this  can  best  be  done  by  operation  upon 
the  bile  ducts.  If  there  is  a  stone  in  the  papilla  of  Vater  incision 
of  the  duodenum  and  then  incision  of  the  papilla  which  is  left 
open  for  future  drainage  is  desirable,  otherwise  either  a  per- 
manent drainage  of  the  gallbladder  into  intestines  or  on  the  skin 
is  essential.  The  cholecystenterostomy  would  be  the  operation 
of  choice  except  for  the  possibility  of  the  closure  of  the  opening 
unknown  to  the  physician  and  consequent  return  of  the  symp 
toms  Such  a  case  is  reported  by  Robson  where  everything 
went  well  after  a  cholecystenterostomy  for  three  months  and 
then  the  opening  closed  and  the  symptoms  returned.  Hence 
cholecystostomy  is  the  preferred  operation,  the  opening  on  the 
skin  being  maintained  until  it  is  very  evident  that  the  symp 
toms  are  all  gone  and  that  a  full  sufficiency  of  bile  is  passing  by 
the  normal  channels  into  the  intestines.  The  possibility  of  a 
subsequent  pancreatitis  should  therefore  lie  born  in  mind  in 
all  eases  of  operation  on  the  gall-bladder  and  seriously  considered 
before  a  cholecystectomy  is  done. 

The  following  cases  (incomplete  in  many  respects)  have 
been  seen  within  the  past  year  and  seem  to  deserve  the  diagnosis 
of  pancreatitis  on  a  clinical  basis,  though  they  have  not  been 
corroborated  b)  the  pathological  findings. 


628  abbe:  pancreatitis. 

Case  I. — Mrs.  T.,  a  white  woman  about  forty-five  years  of  age, 
was  seen  September  10, 190S,  with  Dr.  Wynkoop.  For  five  months 
she  had  been  having  indigestion,  pain  in  the  abdomen  and 
nausea.  Jaundice  had  been  present,  increasing  to  a  marked 
degree,  subsiding  and  increasing  again.  The  pain  in  the  ab- 
domen had  increased  continually.  Six  weeks  ago  she  had  had 
blood  in  her  stool  on  two  occasions.  On  examination  she  ap- 
peared markedly  jaundiced  and  mentally  torpid,  answering 
questions  that  were  sharply  asked  but  not  speaking  of  her  own 
accord.  There  were  slow  athetoid  movements  of  the  arms, 
hands,  legs  and  head.  Abdominal  examination  showed  epigas- 
tric tenderness.  The  urine  had  a  specific  gravity  of  1026,  was 
acid  in  reaction,  dark  colored,  pigmented  with  bile.  There  was 
neither  albumin  nor  sugar.  Many  calcium-oxalate  crystals  were 
present,  and  the  Cammidge  reaction  was  positive.  Operation 
was  refused  and  the  condition  progressed  steadily  for  the  worse 
until  the  patient  died  five  days  later. 

Case  II. — G.  S.  T.,  a  white  woman,  a  patient  of  Dr.  I.  S.  Stone, 
suffering  for  years  with  attacks  of  biliary  colic  sometimes  with 
jaundice  and  sometimes  without.  Abdominal  examination 
showed  jaundice,  tenderness  over  the  region  of  the  gall-bladder 
with  more  or  less  rigidity.  Urine  examination  showed  bile, 
calcium-oxalate  crystals,  no  sugar  or  albumin,  but  the  Cammidge 
reaction  was  positive.  On  operation  a  stone  was  found  in  the 
common  bile  duct,  adhesions  of  omentum  to  gall-bladder,  duode- 
num and  pancreas,  but  no  distinct  hardening  of  the  pancreas. 
The  calculus  was  removed  by  Dr.  Stone  and  the  wound  drained 
temporarily.     Uneventful  recovery  followed. 

Case  III. — F.  M.  A.  was  a  white  woman  about  sixty-five 
years  of  age.  Her  parents  had  died  between  the  ages  of  sixty 
and  seventy  from  unknown  causes.  A  sister  died  at  the  age  of 
seventy  with  diabetes  and  nephritis.  A  twin  brother  is  living 
and  well.  The  patient  was  the  mother  of  three  healthy  children. 
Had  never  had  syphilis,  was  a  total  abstainer  from  alcohol,  and 
led  the  simple  life.  She  had  had  the  usual  diseases  of  childhood. 
A.1  about  the  age  of  twenty-six,  after  jumping  from  a  window  to 
escape  from  a  burning  building,  she  sustained  an  injury  to  the 
spine  that  produced  a  slight  but  distinct  permanent  lumbal 
kyphosis,  At  twenty  she  had  had  a  severe  attack  of  small  pox. 
At  the  age  of  fifty  two  clearly  defined  attacks  called  biliary  colic 
with  acute  pain  in  the  right  subcostal  region,  fever  and  jaundice 
lasting  several  weeks,  1ml  there  had  been  no  recurrence  of  that 
type  of  pain  or  of  the  jaundice  since.  Ten  years  ago  she  had  an 
of  herpes  /osier  witli  its  intercostal  neuralgia  on  the 
right  side.     Five  years  ago,  apparently  after  some  overexertion, 

there    set    in    muscular    exhaustion,    thirst,    fever,    polyuria,    and 

al    1 1  pruritus,  and  gylcosui  ia  estimated  at  the  first  examination 
cent,     «Mi  a  moderately  restricted  die!  the  sugar 
e  ired  1  ompletely  in  two  months  but  returned  again  at  in- 
tervals during  the  next   years  after  overexertion  or  marked  in- 
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crease  in  the  sugar  of  the  diet.  Moderate  quantities  of  starches 
could  be  eaten  steadily  without  glycosuria.  For  a  year  or  more 
she  had  no  sugar  in  the  urine.  Two  or  three  times  she  had  a 
condition  of  somnolence  simulating  diabetic  coma  but  never 
deepening  into  true  coma.  These  states  usually  followed  over- 
exertion and  worry  and  were  accompanied  by  fever,  sometimes 
to  1 02  degrees.  At  such  times  the  urine  would  show  some 
acetone,  or  diacetic  acid,  the  quantity  of  sugar  never  being 
more  than  2  or  3  per  cent.  During  these  several  years  on  a  diet 
that  excluded  cane-sugar  but  allowed  bread,  cereals,  and  all 
fruits  in  limited  quantities  the  sugar  stayed  usually  below 
1  per  cent,  and  never  rose  over  3  per  cent.  The  fatty  elements  of 
diet  were  never  acceptable.  At  times  there  was  a  trace  of  al- 
bumin in  the  urine  with  some  casts.  One  year  ago,  after  undue 
mental  and  physical  exertion  with  the  albumin  at  a  fraction  of 
a  per  cent,  and  the  sugar  below  1  percent.,  there  developed  marked 
fatigue,  drowsiness,  almost  complete  suppression  of  urine  for 
two  days,  and  general  edema.  This  was  present  in  large  quan- 
tity and  many  casts  also  disappeared  in  a  few  weeks  with  rest, 
diet  and  diuresis.  After  that  time  there  was  never  any  sugar  in 
the  urine.  Ever  since  the  onset  of  the  glycosuria  there  had  been 
slow  but  progressive  loss  of  strength  and  flesh,  and  for  three  years 
occasional  pains  referred  to  the  right  shoulder  most  marked  in 
the  evenings,  an  hour  or  so  after  dinner,  and  these  persisted  and 
grew  worse. 

During  the  month  of  June  the  loss  of  strength  progressed  so 
that  a  walk  of  100  yards  was  tiring  and  accompanied  with  in- 
tense pains  in  the  epigastrium  extending  up  to  the  right  shoulder 
and  to  the  deltoid  region.  July  17  she  passed  a  few  clots  of 
blood  per  rectum.  About  the  same  time  these  evening  pains 
became  distinctly  worse,  and  on  the  twenty-third  were  un- 
usually severe  and  protracted.  For  several  nights  previous  she 
had  got  ten  up  during  the  night  to  get  relief  by  sitting  in  a  rocking- 
chair  tipped  way  back,  and  on  the  twenty-third  she  slept  several 
hours  in  the  chair  before  she  could  go  to  bed.  She  had  been  very 
hungry  for  her  dinner  that  day  at  6  p.  m.,  and  had  eaten  heartily, 
li'H  of  nothing  that  was  unusually  hard  to  digest.  On  the 
twenty  fourth  she  was  tired  from  the  loss  of  sleep  and  the  pains 
of  the  nighl  but  was  up  to  breakfast  as  usual,  ate  lunch  by  hei  selJ . 
hed  up  the  dishes.  At  ;o  she  was  sitting  on  the  ve- 
randa knitting  quietly  and  apparently  as  well  as  at  any  time  in 
1  month.  Her  companion  left  her  for  a  few  minutes  and 
presently  heard  vomiting  in  the  bath-room,  and  on  going  to  in- 
is  met  with  the  comment  "Don't  leave  me.  I  think 
this  is  tile  end.  I  must  have  had  a  stroke.  I  have  blind 
rs  and  can't  see."  She  was  helped  into  a  chair.  The  pain 
in  the  upper  abdomen  being  too  great  for  her  to  iie  down.  The 
attending  physician  arrived  promptly  but  found  the  patient  in 
collapse.  There  was  a  desire  tor  the  bowels  to  move  but  the 
finger  inserted  into  the  rectum  could  feel  no   fecal   matter  and 
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nothing  came  away,  not  even  gas.  In  the  material  vomited  was 
some  poorly  masticated  and  undigested  ham  supposed  to  have 
been  eaten  the  night  before.  Stimulation  was  of  no  avail,  and 
morphine  had  but  little  effect  on  the  pain.  Inside  of  an  hour 
the  pulse  had  faded  out  completely  and  she  died  sitting  in  her 
chair,  conscious  to  the  end. 

Unfortunately  there  was  no  postmortem  examination  to  tell 
us  just  what  the  intraabdominal  conditions  were;  but  the 
history  suggests  a  pathological  course  as  follows:  Fifteen  years 
ago,  one  or  more  gall-stones  passed  into  the  common  duct,  lodging 
near  its  mouth  though  not  permanently  obstructing  it,  seconary 
inflammation  of  the  pancreas  followed  which  took  ten  vears  to 
develop  to  the  point  where  glycosuria  gave  symptoms  and  was 
called  pancreatic  diabetes,  subsequently  there  was  chronic  ne- 
phritis of  mild  but  progressive  type.  Possibly  there  was  a  neu- 
ritis in  the  circumflex  nerves  supplying  the  right  shoulder  but 
more  likely  the  pains  in  that  shoulder  were  referred  from  the 
epigastric  inflammation.  Then  four  or  five  days  before  the  end 
came  there  was  hemorrhage  into  the  pancreas  associated  with  the 
increased  abdominal  tenderness  so  that  she  was  comfortable  onlv 
when  the  abdominal  muscles  were  relaxed  in  the  sitting  posture; 
this  produced  the  increased  pains  in  the  shoulder;  and  the  blood 
■  lots  in  the  stool.  An  hour  before  death  there  was  probablv 
a  renewed  pancreatic  hemorrhage  with  intensification  of  the 
pain,  nausea,  vomiting,  intestinal  tenesmus,  and  the  complete 
collapse.  It  is  interesting  to  note  the  exacerbation  of  the 
svmptoms  at  the  period  of  pancreatic  activity  and  engorgement 
with  blood,  as  shown  in  the  intensification  of  the  pains  in  tin- 
shoulder  in  the  evening  after  the  heaviest  meal  of  the  day 
distinctly  marked  in  the  last  week  and  still  more  on  the  last 
night  when  rather  more  dinner  than  usual  was  eaten,  and  again 
in  the  final  collapse  coining  on  one  to  two  hours  after  lunch. 
i 
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POSTPARTUM  HEMORRHAGE.* 

BY 

'  -    Hi  )FMA\\.   Jr.,   M.  IX. 

Kansas  City,  Mo. 

In  presenting  this  paper  I  wish  to  speak  only  of  that  form  of 
hemorrhage  in  the  postpregnant  woman,  occurring  after  sepa- 
ration of  the  placenta  from  its  site  of  implantation.  All  other 
conditions,  such  as  tearing  of  the  circular  artery,  lacerations  or 
bleeding  due  to  intrauterine  fibroids  during  the  puerperium, 
are  strictly  avoided,  inasmuch  as  such  sources  of  hemorrhages 
are  obviously  ol  an  entirely  different  category. 

In  postpartum  hemorrhage  we  are  dealing  with  an  hemor- 
rhage caused  by  an  inefficient  constriction  of  the  uterine  sinuses 
after  separation  of  the  placenta.  Here  again,  to  make  a  finer 
distinction,  hemorrhages  due  to  retained  placental  cotyledons 
should  be-  excluded. 

I  he  anatomic-physiological  consideration  of  the  pregnant 
uterus  is,  I  believe,  of  prime  importance  in  determining  the 
etiological  factoi  m  tins  form  of  hemorrhage. 

Grossly  considered,  the  lower  segment  (beginning  at  the  ring  ol 
Bandl  to  tin-  internal  os  lias  a  muscular  structure  which  is 
distincl  from  the-  body  of  the  uterus  in  that  it  possesses  1  iosel} 
ted  muscular  layers  which  are  easily  separated,  while 
those  of  tin-  corpus  are  inseparably  interlaced  bundles  which 
can  only  In-  dissected  from  one  another,  even  in  the  t  hi  tines  t  layers, 
by  destroying  the  structure 

Although  there  is  still  a  controversy  existing  as  to  the  hill 
ical  structure  of  the  above  mentioned  passive  segment,  and  if  we 
adhere  to  the  view  indorsed  by  Schroeder,  Ruge,  and  Dittel, 
or  that  promulgated  by  Bandl,  Kuestner.  and  Zweifel 
theless  it  is  certain  (whether  the  exact  structure  be  one  01 
anothen  that  the  contractions  in  this  segment  are  feeble,  both 
the  second  and  third  stages  of  labor.  Likewise,  we  note 
d<  ra  "i  sluggishness  during  the  period  of  involution 
immediately  following  the  completion  of  the  third  stage. 

I  his  segmenl  is  physiologically  considered  more  or  less  pa 
as  compared  with   the  de  ided  contractions  of  the  resl   ol    the 
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uterus,  and  consequently  I  consider  it  of  paramount  importance 
in  the  etiology  of  postpartum  hemorrhage. 

The  normal  implantation  of  the  placenta  is  high  in  the  superior 
segment,  either  anterior  or  posterior.  This  is  the  active  segment, 
and  after  expulsion  of  the  fetus  there  is  usually  a  partial  detach- 
ment of  the  placenta,  due  to  shrinkage  of  the  placental  site,  and 
forcing  down  of  the  whole  placental  mass  by  uterine  con- 
traction. This  separation  continues  with  added  contractions 
until  it  is  loose.  The  contraction  is  firm,  the  sinuses  close,  and 
bleeding  is  arrested. 

The  lower  portion  of  the  uterine  body,  which  has  been  desig- 
nated as  the  relatively  passive  segment,  is  slower  to  contract  and 
less  firm  in  its  contractions;  and  so  if  we  have  a  placenta  im- 
planted near  this  zone  of  inactivity,  as  it  were,  we  would  expect 
from  this  comparative  inertia  a  less  speedy  separation  of  the 
placenta  and  a  less  complete  constriction  of  the  uterine  sinuses 
after  the  expulsion  of  the  secundines,  and  consequently,  a 
hemorrhage. 

It  is  in  this  segment,  then,  that  danger  lurks  if  placental  im- 
plantation takes  place. 

The  predisposing  factors  of  postpartum  hemorrhage  and 
placenta  previa  are  only  of  degree,  depending  upon  the  site  of 
placental  attachment.  If  close  to  the  internal  os  or  over  it, 
the  resulting  condition  will  constitute  a  placenta  previa.  If 
higher  up,  but  still  in  the  passive  segment  or  near  there,  con- 
ditions becomt  very  favorable  for  a  postpartum  hemorrhage. 
rhus  at  times  a  placenta  previa  will  be  converted  into  a  post- 
partum hemorrhage  after  placental  delivery.  In  my  limited 
number  of  cases,  the  placental  implantation  was  invariably  in 
the  lower  or  passive  segment. 

The  presumptive  diagnosis  of  an  impending  postpartum 
hemorrhage  is  of  the  utmost  importance,  as  it  will  put  the 
obstetrician  on  the  alert  and  he  will  begin  at  once  to  employ  such 
medical  or  mechanical  agents  as  are  indicated  and  used  in  the 
active  stage  of  such  a  calamity.  Naturally,  the  treatment  will 
thei  so  severe  nor  as  complicated,  for  it  is  classed  as 
prophylactic. 

1 1  is  inv  custom  in  obstetrical  work  where  a  trained  assistant  is 
at  hand  (or  if  not  to  do  it  myself)  to  have  her  reconstruct  the 
amniotic  sack  as  soon  as  the  placenta  lias  been  expelled.  At  a 
glance  it   is  possible  to  estimate  the  original  site  of  placental 

implantation,    namely,    the    distance    of    the    placenta    from    the 
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rent  in  the  sack  caused  by  the  passage  of  the  fetus.  This  will 
allow  us  to  ascertain  the  location  of  the  placental  attachment 
to  the  uterine  wall.* 

If  the  reconstructed  sack  gives  evidence  of  placental  im- 
plantation having  been  in  the  passive  uterine  segment,  it  should 
appeal  as  a  signal  of  warning  to  the  accoucheur,  for  there  is  danger 
ahead.  This  is  obvious  from  what  has  been  said  above  in  regard 
to  the  less  firm  constrictions  of  the  uterine  sinuses  in  the  passive 
segment. 

In  accordance  with  what  has  been  said,  it  becomes  the  obstet- 
rician's duty  to  inspect  his  patient  very  closely,  to  linger  at  her 
side  in  anticipation  of  what  may  befall  her,  use  precautionary 
means  as  outlined  below,  and  not  leave  until  he  is  satisfied  that 
the  uterus  is  well  contracted  and  has  remained  so  for  quite  a 
time. 

Prophylaxis  in  these  suspected  cases  consists  in  using  the  most 
approved  methods  of  causing  uterine  contractions.  An  im- 
mediate hypodermic  injection  of  aseptic  ergot,  the  correct 
Credo,  excitation  of  the  mammae,  and  an  intrauterine  douche 
of  hot  normal  salt  solution  under  strictly  aseptic  conditions. 

The  treatment  of  an  actual  postpartum  hemorrhage  demands 
speed,  and  every  practitioner  who  pretends  to  do  maternity  work 
should  be  provided  with  the  necessary  means  with  which  to 
combat  the  emergency.  The  case  reported  below  with  the 
treatment  given  at  the  time  of  the  emergency  will  suffice,  I 
believe,  to  illustrate  the  method  employed  in  treating  post- 
partum hemorrhage. 

Case.     Mrs.   E.  S.,   aet.   twenty-three,  primipara.     Delivered 

Historj  o1  Pregnancy. — Last  menstruation  April  15,  1908. 
Some  emesis  for  first  two  months,  otherwise  normal. 

First  seen  January  8,    1909. 

Examination.  Petal  heart  rate  132.  Maximum  intensity  2 
inches  below  umbilicus  in  line  from  anterior  superior  spine  to 
umbilicus  on  right  Hack  of  fetus  on  right  side.  Head  palpated. 
Diagnosis,  R.  0.  A  Urinalysis  January  9,  [909:  albumin, 
traces;  sugar,  negative;  sp.  gr.,  1022;  reaction,  acid;  indican, 
some. 

Janua  109     -Urinalysis:  sp.gr.,  1019;  albumin,  traces; 

sugar,     negative;    indican,     negative;    reaction,     acid.       Blood: 

red  blood-corpuscles,  4,655,000.     Leukocytes,    10,960.     Forceps 

Slight  perineal  laceration   marked  cervical  tear.    Pla 

of  the  amniotic  sac  was  iir^t    brought  to   my  notice   by 
iinic  Hospital,  N.  Y.,  to  whom  I  wi  credit. 
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centa  delivered  twenty  minutes  after  fetus  and  perineum  repaired. 
Reconstruction  of  amniotic  sack  showed  placenta  in  close 
proximity  to  rent  in  sack.  Considerable  loss  of  blood  previous 
to  placental  expulsion.  Postpartum  hemorrhage  five  minutes 
after  placental  expulsion. 

Pulse  thready,  face  blanched,  marked  dyspnea.  Treatment: 
Reversed  Fowler  position.  Hypodermic  of  aseptic  ergot,  two 
tubes,  also  strychnia  1/20  gr.  hypodermically.  Right  gloved 
hand  in  vagina  pressing  on  cervix,  left  hand  on  fundus  with 
downward  pressure.  Also  Crede.  On  releasing,  hemorrhage 
renewed.  Intrauterine  injection  of  2  per  cent,  solution  acetic 
acid;  quantity  used,  two  quarts. 

Uterus  somewhat  contracted.  Intravenous  infusion  of  normal 
salt  solution,  40  ounces.  Patient  was  kept  in  the  reversed 
Fowler  position  and  Murphy's  proctolysis  begun.  A  non- 
febrile  recovery. 

February  10. — Blood  showed  hemoglobin,  45  per  cent. 
Present  condition,  April  10,  1909:  Patient  still  somewhat  pale; 
red  blood-corpuscles,  3,750,000.      Hemoglobin,  70  per  cent. 

Conclusion  — Delay  is  fatal. 

Thorough  prophylactic  measures  on  slightest  suspicion  of  an 
impending  hemorrhage  as  noted  from  the  appearance  of  the 
reconstructed  amniotic  sac  are  essential. 
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EPITHELIOMA  OF  THE    VULVA. 

BY 
EDWARD    V   i:  M.l.i  KII.   \!    1 1 

Malignant  disease  of  the  vulva  is  of  rather  exceptional 
occurrence.  <  hit  of  7470  women  suffering  from  cancer,  Winckel 
found  thai  thi'  vulva  was  the  primary  seal  of  th<  disease  in 
seventy-two,  or  1  per  cent.  Like  cancer  generally  it  is  more 
common  in  older  women.  The  predominating  type  is  the 
squamous  celled,  although  the  adenomatous  forms  have  been 

1  befon    Hi'   w  a  1 1 1 1 1  ■■  t ■ . r  1   Obstetrii  al   and   Gj  1 logii  al  Sociel      Via 
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described.  The  medullary  and  scirrhus  types  are  seldom  seen, 
but  when  seen  are  much  more  malignant  than  the  other  types. 
As  to  the  exact  starting-point,  in  the  majority  of  cases  little  can 
be  determined,  as  these  cases  seldom  present  themselves  to  the 
observer  until  more  or  less  destruction  of  tissue  has  taken  place. 
It  may  develop  in  the  labium  majus,  the  labium  minus  or  the 
clitoris,  probably  in  the  order  named.  In  the  greater  labium 
the  disease  begins  as  a  nodule  under  the  skin;  in  the  clitoris  it 
has  been  observed  as  a  degeneration  of  a  previously  existing 
wart.  It  is  seldom  that  the  disease  appears  as  a  tumor,  owing 
to  the  fact  that  the  older  cells  are  destroyed  by  the  rapid  ulcer- 
ation. Contact  infection  of  the  opposite  labium  is  not  in- 
frequent. 

As  to  involvement  of  the  lymphatics,  authorities  differ,  the 
majority  holding  that  it  is  of  late  occurrence,  as  compared  with 
malignant  disease  elsewhere.  Senn,  on  the  other  hand,  contends 
that  gland  infection  is  early,  basing  his  opinion  on  a  case  seen 
by  him  six  months  after  its  first  discovery,  in  which  extensive 
regional  infection  was  present  in  both  groins.  The  particular 
glands  involved  differ  somewhat  with  the  original  seat  of  the 
dive. isc.  In  cancer  of  the  labium  majus  the  inguinal  glands  are 
the  ones  chiefly  involved,  while  in  cancer  of  the  labium  minus, 
prepuce  or  clitoris  the  metastasis  may  be  in  the  more  superficial 
group  of  lymph-nodes  or  may  appear  first  in  the  deeper  pelvic 
group  of  glands.  This  fact  is  of  importance  in  considering  the 
propriety  of  operation  in  any  given  case.  Owing  to  the  free 
lymphatic  anastomosis,  cancer  of  a  labium  on  one  side  may 
present  involvement  of  the  lymphatics  on  the  opposite  side. 

The  ulceration  is  peculiar  in  its  mode  of  extension.  Starting 
in  one  labium  it  will  spread  in  an  upward  direction  and  involve 
successively  the  clitoris  and  prepuce,  the  vestibule  and  the 
opposite  labium.  Occasionally  the  mons  veneris  is  involved. 
I  lie  spread  is  never  toward  the  vagina  and  very  rarely  to  the 
skin  of  the  thigh  or  abdomen. 

Epithelioma  ^inus  slowly,  other  types  rapidly.  Sooner  or 
later,  however,  in  all  types,  tin-  result  is  a  foul  crateriform  ulcer, 
discharging  a  thin,  odorous  pus 

The  etiology  is  obscure.  Some  writers  claim  that  the  scratch 
ing  incident  to  a  pruritus  is  a  determining  cause,  a  conclusion 
which  is  disputed  with  great  vigor  by  others.  In  the  two  cases 
herewith  presented  it  certainly  seemed  to  be  a  factor,  as  in  both 
instances  it   had  been  present  many  years  before  the  develop- 
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ment  of  cancer.  Following  the  rule  in  cancer  generally,  I  can 
see  no  reason  why  prolonged  irritation  should  not  be  not  only  a 
prominent  factor,  but  the  most  prominent  single  determining 
cause.  The  atrophic  changes  incident  to  kraurosis  vulvae  seem 
peculiarly  adapted  to  the  development  of  cancer. 

The  diagnosis  is  comparatively  easy  in  the  later  stages  of  the 
disease.  Earlier,  it  might  be  mistaken  for  syphilis  or  tuber- 
culosis. The  ring  of  induration  always  present  in  malignant 
disease  should  put  one  on  his  guard  as  to  the  true  nature  of  the 
trouble.  Syphilis  occurs  as  a  rule  in  younger  patients  and 
there  should  be  present  other  evidences  of  the  disease.  Tuber- 
culosis in  this  locality  assumes  the  form  of  lupus  and  presents 
the  combination  of  diseased  and  healed  portions  common  to  this 
affection.  The  thin,  parchment-like  scars  art  also  character- 
istic. It  is  also  more  superficial.  Examination  of  the  tissue 
by  the  microscope  may  be  necessary  to  a  diagnosis. 

Untreated  the  disease  is  fatal,  generally  within  two  years 
from  the  time  of  its  discovery.  The  epithelial  type  is  slower 
in  its  progress  than  the  other  forms.  In  cases  submitted  to 
operation,  Butlin  gives  the  percentage  of  cures  as  sixteen, 
accepting  the  three-year  freedom  from  recurrence  as  a  test. 

Of  course,  the  only  treatment  is  operative.  If  the  case  is 
seen  early  there  is  every  hope  for  a  successful  issue.  Unfor- 
tunately valuable  time  is  too  often  wasted  in  making  a  diagnosis 
or  in  experimenting  with  various  non-surgical  methods  of 
treatment,  so  that  the  disease  is  well  advanced  before  it  comes 
to  the  notice  of  the  surgeon.  The  only  operation  to  be  con- 
sidered is  the  radical  extirpation  of  the  affected  area,  with  a  wide 
margin  of  sound  tissue.  No  operation  that  does  not  include  a 
thorough  removal  of  lymphatic  glands  should  be  considered  as 
radical.  Hitherto  the  removal  of  the  inguinal  glands  on  the 
affected  side  has  been  deemed  sufficient,  but  in  view  of  the  free 
inasl  imosis  of  the  glands  on  both  sides,  I  am  of  the  opinion  that 
a  complete  operation  should  include  the  removal  of  all  glands 
whose  involvement  is  remotely  possible.  The  possibility, 
already  alluded  to,  of  the  involvement  of  the  peh  ic  -lands  makes 
an  examination  as  to  their  condition  imperative.  The  urinary 
and  more  or  les^  of  the  urethra  must  be  sacrificed  in 
some  cases  and  the  ingenuity  of  the  surgeon  will  be  taxed  to 
devise  some  plastic  measures  to  remedy  the  defects  caused  l>v 
their  removal.  Some  operators  use  the  cautery  knife  in  making 
the  dissection,  holding  that  by  its  use  there  is  less  hemorrhage 
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and  less  danger  of  infection  of  freshly  cut  surfaces  by  unsus- 
pected cancer  cells.  These  supposed  advantages  are  counter- 
balanced by  the  slow  healing  of  the  parts  and  the  impossibility 
of  securing  primary  union.  There  is,  as  a  rule,  not  much 
difficulty  in  securing  approximation.  It  may  be  necessary  to 
sew  the  edge  of  the  cut  labium  to  the  margin  of  the  vagina. 

The  following  two  cases  may  illustrate  in  a  concrete  way  what 
has  been  said : 

Case  I. — Mrs.  M.,  white,  widow,  sixty-five  years  of  age,  seen 
in  September,  1902.  She  had  been  a  widow  for  many  years. 
Her  family  history  was  negative.  Her  personal  history  was  that 
of  uniformly  good  health  up  to  1880,  when  the  phenomena  of 
the  menopause  appeared.  Among  the  other  nervous  mani- 
festations incident  to  that  period  an  intense  itching  of  the  vulva 
appeared.  For  this  she  consulted  her  physician,  but,  through  a 
false  sense  of  modesty,  refused  to  submit  to  the  examination 
which  he  deemed  necessary  to  an  intelligent  treatment  of  her 
case.  Accordingly  she  had  borne  as  best  she  could  for  twelve 
years  the  pruritus,  which  at  times  was  very  intense  and  caused 
her  great  suffering.  There  were  spasmodic  efforts  at  treatment 
of  an  empirical  nature  but  no  systematic  attempts  to  cure  the 
trouble.  In  June,  1902,  she  noticed  two  growths  on  the  right 
labium  majus,  which  increased  in  size  during  the  following  two 
months  and  were  at  times  the  seat  of  sharp,  lancinating  pains. 
The  examination,  in  September,  1902,  showed  a  well-nourished 
woman,  in  good  physical  condition.  The  labia  minora  were 
so  shrunken  as  to  be  identified  with  difficulty.  Both  the  larger 
labia  showed  patches  of  red,  angry-looking,  thickened  epidermis, 
alternating  with  areas  of  grayish-white,  atrophic  tissue.  The 
disease  involved  the  clitoris  and  fourchette  and  extended  out- 
wardly to  the  sound  skin  of  the  pudendum  and  inwardly  to  the 
mucous  membrane  of  the  vagina.  The  line  dividing  the  labia 
from  the  vagina  was  distinctly  marked.  On  the  right  labium 
majus,  at  its  upper  part,  was  an  excavated,  fissured  ulcer,  a 
half-inch  in  diameter,  with  ragged  edges  and  containing  crusts 
of  dried  blood.  At  tin  lower  part  of  the  same  labium  was  an 
elevated,  hard  red  circular  nodule,  an  inch  in  diameter,  sensitive 
to  touch  and  painful  on  pressure.  Uterus  and  adnexa  normal. 
No  involvement  of  inguinal  glands  could  be  detected. 

On  September  29,  1902,  the  affected  area  was  removed.  The 
excision  extended  laterally  from  the  sound  skin  to  the  mucous 
membrane  of  the  vagina  and  perpendicularly  from  the  mons 
veneris  to  a  point  between  the  fourchette  and  the  anus,  cii 
cumscribing  the  meatus  urinarius.  The  clitoris  was  removed 
completely.  The  flaps  came  together  without  tension  and 
healing  was  aseptic  and  uneventful.  In  February,  1903,  the 
inguinal  glands  on  the  right  side  became  enlarged  and  wen- 
removed,  very  thoroughly.  In  July,  [903,  appeared  a  fungating 
mass  in  the  right  groin,  deeply  attached  ami  apparently  having 
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its  origin  in  the  pelvis.  In  August,  1903,  during  my  absence 
from  the  city,  she  died  suddenly,  the  exact  cause  of  her  death 
being  uncertain,  but  without  healing  of  the  cancer. 

The  obvious  comment  on  this  case  is  that  the  first  operation 
was  not  complete,  in  that  the  glands  were  not  removed.  My 
only  excuse  is  that  I  was  not  certain  of  the  exact  nature  of  the 
disease,  one  of  the  arguments  against  its  malignancy  being  the 
fact  that  the  glands  were  not  enlarged  at  any  time  until  after 
the  operation. 

Case  II.  —  Mrs.  L.,  white,  widow,  seventy-six  years  of  age. 
In  this  case  also  there  was  a  history  of  pruritus  vulva?  extending 
over  many  years  and  lately  accompanied  by  marked  irritation 
of  the  bladder  and  frequent  and  painful  urination.  Examination 
showed  an  ulcer  involving  both  labia  on  the  left  side,  near  the 
center.  The  ulcer  was  an  inch  in  diameter,  angrv-looking, 
with  a  mass  of  friable  tissue  in  the  center.  Around  the  ulcer 
was  a  ring  of  induration.  The  ulcer  involved  tissue  up  to  and 
including  the  urinary  meatus.  No  demonstrable  enlargement 
of  glands. 

Operation  November  7,  1903.  Removal  of  both  labia  011  the 
left  side,  the  clitoris  and  a  third  of  an  inch  of  the  urethra, 
together  with  the  upper  third  of  the  labia  on  the  right  side. 
Inguinal  glands  on  both  sides  removed.  In  this  case  also  there 
was  an  early  recurrence,  manifesting  itself  first  in  the  urethra 
and  resulting  in  the  death  of  the  patient  from  cancer  of  the 
bladder,  in  March,   1904. 

In  this  case  an  earnest  effort  was  made  to  remove  all  infected 
tissue  and  glands,  but  an  area  of  affected  tissue  in  the  urethra 
must  have  escaped  observation,  a  fact  not  so  surprising  when 
the  locality  is  considered. 

The  lessons  taught  me  by  these  two  cases  are  as  follows: 

1.  Irritating  discharges  from  the  uterus  or  vagina  should  not 
be  neglected.     Any  chronic  irritation  is  liable  ti>  cause  cancer. 

2.  Pruritus  vulvae  calls  for  a  careful  search  I'm  its  cause  and 
its  removal  when  found.  The  irritation  incident  to  this  disease 
may  cause  cancer  of  the  vulva. 

3.  The  earlier  the  operation  the  better  the  chance  of  cure 

4.  The  more  thorough  the  operation  the  better  the  prognosis 
as  to  complete  eradication  of  the  disrasr 

5.  Even  if  the  disease  involve  only  one  side,  the  glands  on 
l)[)th  sides  should  be  removed  and  an  effort  made  to  determine 
ill    1  mm  lition  of  tlie  pelvic  glands. 

6.  Any  involvement  of  the  meatus  urinarius  or  the  urethra 
calls  for  careful  examination  of  the  urethra,  supplemented  b)  .1 
cystoscopic  examination 

teenth  Street. 


JACKSON:    Till:    TOXEMIA    OF    PREGNANCY.  639 


Till'.   TOXEMIA  OF  PREGNANCY 

BY 

FRANK   H     JACKSOX,    M     D 

Houlton,  Maine. 

During  a  conversation  one  day  regarding  the  subject  of  the 
papers  read  before  a  society  of  general  practitioners,  a  learned 
member  of  our  profession  informed  me  that  it  was  very  seldom 
he  obtained  anything  of  value  from  the  literary  efforts  of  the 
majority  of  his  colleague.  It  is  therefore  with  a  most  humble 
spirit  that  I  present  my  offering  to  day  on  this  most  important 
subject,  the  Toxemia  of  Pregnancy. 

I  hat  the  practitioner  who  has  one  of  the  graver  forms  of  this 
condition  ti>  treat  has  far  from  a  delectable  experience  in  store 
for  him,  is  something  that  you  who  have  seen  it  will  readily 
admit.  Not  only  has  he  the  life  of  the  mother,  but  in  late 
pregnane)   thai  of  the  child  as  his  direct  responsibility. 

Notwithstanding  the  vast  amount  of  scientific  work  that  has 
been  performed  by  men  throughout  the  entire  world,  toxemia 
in  its  various  manifestations  still  remains  a  disease  of  theories. 
I  shall  consider  the  different  forms  of  toxemia  as  various  manifes- 
tations of  one  and  the  <ame  disease,  although  I  recognize  the 
opinions  of  others  that  such  may  not  be  the  case.  The  question 
of  etiology  and  the  pathological  changes  resulting  from  toxemia 
concern  us  only  as  it  directs  our  attention  to  prevention,  01  if 
occurrence  has  taken  place,  to  reparation. 

Changes  in  the  body  nutrition  vary  in  pregnancy  as  well  as  in 
health,  but  we  must  recognize  the  fact  that  pregnancy  predis 
poses  a  woman  to  certain  dangerous  changes  in  metabolism. 

The  following  are  the  mosl  prominenl  etiological  factors 
i.   Disturbed  functions  of  the  kidneys. 

2.  Disturbance    oi    the    functions    or    actual    death    of 
the  liver  cells. 

3.  Autointoxication    (intestinal   toxemia). 

4.  Liberation    of    poisons   from    the    placenta    (disturb 
ances  of  metabolism  i. 

With  reference  to  the  latter  theory,  Mohr  and  Freund  have 
recently  succeeded  in  isolating  from  the  placenta  certain  hemoly 
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tic  substances  which  in  very  weak  solution  produce  hemolysis 
of  human  blood-cells.  Human  blood  serum  is  capable  of  pre- 
venting such  hemolysis,  and  the  serum  of  the  mother  is  far 
more  effective  than  that  of  the  fetus.  This  poison  is  supposed  by 
these  investigators,  in  some  manner  yet  unknown,  to  overcome 
the  protecting  influences  of  the  body  fluids,  and  then,  varying 
with  the  amount  of  the  toxin  in  the  circulation,  we  have  the 
various  manifestations  of  eclamptic  poisoning.  The  placenta  is 
recognized  as  the  great  intermediary  organ  between  the  mother 
and  the  fetus.  The  child  in  utero  is  dependent  upon  the  main- 
tainance  of  the  functional  activity  of  the  placenta,  hence  it  is 
easy  to  understand  that  the  formation  of  toxins  within  and  their 
subsequent  liberation  from  this  organ  into  the  general  circulation 
would  be  with  danger  to  mother  and  child.  Franklin  A.  Dorman, 
writing  on  the  "Death  of  the  Viable  Fetus  before  Labor,"  gives 
us  some  important  light  which  may  aid  to  bear  out  this  theory. 
Dorman  obtained  his  statistics  from  the  records  of  the  Sloane,  and 
they  are  particularly  valuable.  In  10,000  births  there  occurred 
229  fetal  deaths  after  the  time  of  viability  and  before  the 
birth  of  the  child.  Sixty-two  deaths  were  from  reasons  not 
determined,  but  syphilis  was  undoubtedly  the  cause  in  some  of 
them;  syphilis  was  evident  and  probably  caused  the  death  of 
forty-eight,  and  grouped  under  the  head  of  albuminuria, 
eclampsia  and  toxemia,  we  have  forty-seven.  Out  of  229 
deaths  we  have  the  toxemia  of  pregnancy  in  one  or  more  forms 
as  the  cause  of  the  death  in  forty-seven  cases.  Added  to  this  we 
1!  0  have  the  most  interesting  but  very  important  fact,  that  the 
postmortem  examination  of  women  dying  from  toxemia  and 
that  of  the  fetuses  disclosed  the  same  pathological  findings.  At 
this  point  we  may  recall  the  fact  that  with  the  death  of  the 
fetus  in  utero  the  patient  suffering  from  a  severe  toxemia  may 
experience  great  relief. 

I  inn  -  E.  Welch,  of  New  York,  in  a  most  able  paper  on  the 
subject  of  Eclampsia  ami  the  Toxemia  of  Pregnancy  gives  the 
postmortem  findings  of  some  very  important  cases,  and  in  our 
opinion  these  findings  make  the  theory  advanced  by  Mohr  and 
Freund  most  tenable.  Welch  vivs:  "The  mosl  of  these  cases 
show  considerable  hemolysis  ...  it  has  been  shown  by  experi- 
ment tli  at  hemolysis  from  the  action  of  the  poisons  is  firsl  preceded 
by  aggl  1  ii   the  red  cells  before  they  undergo 

solution  and  give  up  their  hemoglobin.  The  condition  found  in 
the  parenchyma   cells  indicates  the  action  of  some  dissolving 
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poison  .  .  .  the  perplexing  aspect  of  the  subject  is  the  fact  that 
under  apparently  similar  conditions  one  individual  will  while  the 
other  will  not  have  eclampsia.  This  may  be  explained  by  the 
side-chain  theory  of  immunity.  In  one  instance  enough  side 
chains  are  formed  to  neutralize  the  poisons  while  in  another  the 
capacity  is  exhausted  and  the  cell  destroyed." 

In  the  cases  characterized  by  changes  in  the  liver  we  may 
have  only  a  diminished  activity  of  the  functions  of  this  organ  or 
we  may  have  a  toxemia  so  virulent  that  the  condition  known  as 
acute  yellow  atrophy  results.  When  we  bear  in  mind  that  the 
liver  is  one  of  the  most  important  of  the  abdominal  viscera,  in- 
asmuch as  it  not  only  renders  fit  for  assimilation  the  food  prod- 
ucts, but  that  it  renders  harmless  the  products  of  intestinal 
putrefaction  and  the  body  waste  in  general,  it  is  not  difficult  to 
anticipate  a  fatal  termination  in  the  case  of  any  patient  where  the 
integrity  of  this  viscus  is  seriously  impaired.  Normal  cell  metab- 
olism is  dependent  upon  certain  enzymes,  and  as  the  liver  is 
especially  rich  in  these  substances  we  see  good  reason  for  the 
greater  liability  toward  autolysis  here.  This  autolytic  action 
is  brought  about  by  the  action  of  certain  poisons,  and  although 
the  subject  is  still  under  discussion  there  seems  to  be  more  than 
sufficient  reason  why  we  should  regard  the  placenta  as  the 
source  of  some  of  them. 

The  terms  autointoxication  and  disturbed  metabolism,  much 
abused  at  the  present  day,  it  seems  must  be  regarded  as  the 
symptoms  of  an  insufficient  liver.  A  bowel  loaded  with  the 
products  of  decomposition  and  body  waste  in  general  must  be  a 
rich  source  for  constant  absorption  by  the  tissues,  and  when  we 
have  added  to  an  already  inefficient  liver  the  daily  ingestion  of 
an  excess  of  proteid  food  and  little  or  no  exercise,  it  is  not  hard 
to  estimate  the  end-result. 

The  disturbance  of  the  renal  function  may  arise  de  novo  or  we 
may  have  the  lighting  up  of  a  chronic  nephritis.  A  woman 
may  have  a  certain  amount  of  chronic  inflammation  of  her  kid- 
neys and,  until  she  becomes  pregnant,  get  along  very  comfor- 
tably. She  and  her  physician  may  be  unaware  that  her  kidneys 
are  diseased;  under  the  extra  requirements  imposed  by  pregnancy 
the  kidneys  may  not  functionate  properly,  and  sooner  or  later 
symptoms  will  arise  that  show  something  is  radically  wrong. 
The  acute  kidney  lesion  occurring  in  pregnancy  usually  takes  the 
form  of  an  acute  exudative  inflammation.  Some  of  the  cases 
show  only  a  slight  amount  of  albumin  in  the  urine,  more  or  less 
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headache,  nausea,  and  perhaps  a  little  vomiting.  One,  however, 
may  have  cases  in  which  the  kidney  lesion  is  so  severe  that  death 
results  in  a  very  short  time.  The  urine  will  show  a  large  amount 
of  albumin,  there  will  be  various  casts  in  large  numbers,  red  and 
white  cells  showing  the  destructive  action  of  the  poison,  severe 
headache,  nausea,  vomiting,  a  pulse  of  high  tension,  dropsy, 
convulsions.  If  the  patient  recovers  the  kidney  lesion  will  not 
be  persistent,  the  condition  returning  to  normal.  This  fact  is 
important  to  bear  in  mind.  We  should  not  be  overanxious  as  to 
the  ultimate  outcome  to  the  kidneys  if  the  patient  recovers  from 
her  toxemia. 

To  entertain  the  idea  that  there  is  any  symptom  or  group  of 
symptoms  that  is  pathognomonic,  of  eclampsia  or  the  toxemia  of 
pregnancy  in  any  form  would  be  an  error.  If  we  will  but  recog- 
nize the  condition  as  one  brought  about  by  the  circulation  within 
the  body  of  certain  toxic  substances,  that  these  substances  may 
and  do  cause  serious  changes  in  the  parenchymatous  cells  of  any 
one  or  of  all  the  viscera,  and  that  vigilance  in  preventing  an  ac- 
cumulation of  the  toxins  is  not  beyond  our  ability,  we  will  be  a 
step  onward  in  preventing  the  late  and  serious  manifestations 
of  the  toxic  state. 

The  proper  classification  of  this  condition  to  a  certain  extent 
depends  upon  one's  acceptance  of  what  is  and  what  is  not 
toxemia.     The  following  seems  fairly  well  suited  for  clinical  use: 

i.  Toxemia  without  vomiting — simple  type. 

2.  Toxemia  with  vomiting — hepatic  type. 

;,.  Pre-eclamptic  state. 

4.  Eclampsia. 

While  it  would  be  ideal  if  pregnancy  could  be  regarded  as  a 
pathological  condition,  it  unfortunately  remains  that  the  preg 
nant  woman  has  no1  been  educated  to  the  fact  that  she  needs 
professional  care  except  during  the  actual  process  of  labor 
A  great  many  recent  graduates  enter  upon  practice  with 
only  a  theoretical  knowledge  of  their  work.  This  is  most  unfor- 
tunate as  there  is  no  doubt  but  that  obstetrics,  as  it  is  being 
elevated  to  day,  is  becoming  one  of  the  most  important  branches 
of  medicine.  I  he  surgical  procedures  that  are  often  demanded 
make  it  necessary  that  the  obstetrician  be  practically  familiar 
with  good  surgical  technic.  I  have  no  sympathy  with  the  state- 
111c  nt  thai  all  obstetrics  should  lie  done  in  hospitals.  The  man 
wlio    knows    how     to    obtain    and,    what   is    more   important,    to 


JACKSON:    THE    TOXEMIA    OF    PREGNANCY.  643 

maintain  surgical  cleanliness,  can  successfully  carry  out  in  the 
average  home  clean  obstetrics. 

As  in  other  conditions,  so  in  the  treatment  of  toxemia,  an 
ounce  of  prevention  is  worth  pounds  of  cure.  With  the  excep- 
tions furnished  by  the  hapatic  type  of  the  disease,  in  the  greater 
number  of  cases,  toxemia  is  preventable.  We  may  be  unable  to 
allow  our  patient  to  go  to  term,  but  if  we  are  obliged  to  interfere 
we  do  so  in  a  time  far  more  propitious  than  if  we  commence  our 
labors  with  the  woman  bordering  on  or  actually  in  convulsions. 
While  it  may  seem  undergraduate  advice  I  think  the  average  man 
should  watch  with  morecarethe  urine  of  women  who  are  pregnant. 
I  must  confess  that  the  usual  method — as  it  is  performed  with 
nitric  acid  in  a  test-tube — while  it  may  be  regarded  by"some  as  a 
procedure  of  merit,  is  almost  absolutely  worthless.  For  the 
estimation  of  albumin  one  can  find  a  reliable  indication  by  the 
use  of  Esbach's  apparatus;  the  estimation  of  the  urea  can  be 
conducted,  minus  the  foul  odor  of  bromine,  with  the  apparatus 
devised  by  Bartley.  For  clinical  needs  both  of  these  methods 
are  sufficiently  exact,  and  enable  one  to  know  what  is  prac- 
tically necessary.  Recently  we  have  had  in  the  literature  the 
value  of  the  total  urinary  examination  advised,  but  it  is  fai 
beyond  the  skill  and  equipment  of  the  average  man  to  attempt 
the  elaborate  examinations  as  practised  by  Ewing  and  others. 
Such  examinations  may  be  of  value  in  certain  cases,  but  the 
method  is  one  that  is  beyond  the  pale  of  general  work  and  we 
must  have  methods  that  are  of  value  in  general  practice. 

No  arbitrary  rule  can  be  laid  down  as  to  the  number  of  exami- 
nations one  should  take.  Each  case  is  a  rule  unto  itself  but 
what  is  most  important  is  the  general  supervision  of  the  patient 
throughout  pregnancy.  With  little  or  no  burden  to  either 
patient  or  physician,  the  average  woman  can  be  brought  to  labor 
in  good  condition.  The  beneficent  results  obtained  by  moderate 
exercise,  proper  food,  the  daily  drinking  of  good  water,  and  a 
well  acting  lower  bowel  are  well  known  to  us  all.  If  we  have  a 
patient  whose  kidneys  we  know  to  be  the  seat  of  a  chronic 
nephritis,  or  if  we  entertain  a  suspicion  that  all  is  not  right. 
there  is  no  doubt  but  that  we  can  obtain  valuable  aid  from 
examination  of  the  eyes.  It  is  beyond  dispute  that  a  serious 
kidney  lesion  can  exist  and  not  be  disclosed  by  our  onlni.u\ 
methods  of  examination  and  yet  become  certain  from  evidence 
obtained  in  the  optic  fundus. 

Toxemia  without   vomiting  is  usually  a  transitory  affair,  and 
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in  the  majority  of  instances  is  nothing  more  than  the  result 
of  the  absorption  of  poison  form  a  loaded  colon.  We  usually 
find  that  these  patients  are  indolent,  they  have  taken  little  or 
no  exercise  and  have  eaten  heartily  of  heavy  foods.  Treatment 
is  usually  simple  and  is  prompt  in  bringing  about  relief. 

Toxemia  with  vomiting  varies  from  cases  of  a  mild  type  to 
those  of  the  most  severe.  Under  the  first  group  we  have  the  so- 
called  morning  sickness.  That  this  is  a  form  of  mild  toxemia 
is  doubtless  probable  and,  although  it  usually  constitutes  only 
an  inconvenience,  it  may  be  present  in  so  severe  a  form  that  it 
assumes  grave  proportions.  Usually  we  are  not  consulted  about 
the  mild  cases  as  the  woman  regards  it  as  part  of  her  lot.  In 
those  we  are  obliged  to  treat  we  try  the  giving  of  food  before 
arising,  the  administration  of  drugs  by  the  stomach,  of  which 
cerium  oxylate,  carbolic  acid,  bismuth,  chloroform  and  pepper- 
mint water  are  the  most  commonly  used,  combined  with  measures 
to  assure  a  free  acting  liver  and  clear  large  intestine.  In  some  we 
obtain  a  measure  of  relief,  in  others  none.  A  slight  dilation  of  the 
cervix,  painting  the  cervix  with  either  cocaine  or  silver  nitrate 
is  said  to  have  been  of  service  in  some  neurotic  cases.  If  the 
vomiting  and  nausea  becomes  so  severe  that  the  woman  is  rapidly 
running  down  hill  one  must  empty  the  uterus.  One  should 
not  determine  upon  so  radical  a  procedure  until  a  fair  trial  has 
been  given  to  other  means,  and  on  the  other  hand  it  should  not  be 
put  off  until  the  patient  is  in  i  xtremis.  In  the  cases  of  the 
hepatic  type  there  seems  to  be  no  way  of  diagnosing  the  disease 
in  its  incipiency.  So  far  as  I  can  learn  it  is  regularly  fatal  when 
it  has  progressed  beyond  a  certain  point  and  it  then  makes  no 
difference  whether  we  empty  the  uterus  or  not.  Whatever  the 
poison  is  or  wherever  it  comes  from  its  action  upon  the  liver 
is  rapid  and  most  destructive.  I  have  seen  two  cases  and  both 
resulted  fatally. 

The  pre  eclamptic  and  eclamptic  cases  are  seemingly  the  most 
common.  In  the  majority  of  instances  the  patients  are  suffer- 
ing from  an  acute  exudative  nephritis,  the  intestinal  tract  is 
loaded  and  if  left  untreated  or  treated  improperly  they  may  die. 
In  the  mild  forms  one  will  find  more  or  less  albumin,  there  may 
be  a  few  casts,  headache,  some  nausea  and  toward  evening  a 
slight  edema  of  the  feet  and  ankles.  The  graver  cases  present 
a  picture  that  is  known  only  too  well,  but  experience  has  shown 
that  many  of  these  woman  can  be  brought  to  labor  at  term  and 
be  delivered  of  a  live  infant.     The  patient   who  is  in   the  pre- 
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eclamptic  stage  should  be  put  to  bed  at  once  under  the  care, 
of  a  competent  nurse  if  possible.  A  thorough  cleansing  of  the 
intestinal  tract  should  be  accomplished  first.  An  enema  of  two 
ounces  each  of  a  saturated  solution  of  magnesium  sulphate, 
turpentine  and  glycerine,  given  by  means  of  the  high  tube,  will 
materially  aid  in  cleaning  out  the  lower  bowel.  It  should  be 
followed  by  calomel  and  podophyllin  and  salines  in  appropriate 
doses.  Lavage  of  the  stomach  in  case  there  is  severe  nausea  or 
vomiting  will  be  of  more  service  than  the  administration  of 
drugs.  The  daily  use  of  hot  saline  by  the  rectum  is  another 
measure  that  should  not  he  omitted,  but  in  cases  complicated 
by  edema  care  should  be  used  not  to  flood  the  heart.  The  use 
of  saline  subcutaneously  or  intravenously  in  the  dosage  indicated 
will  often  be  of  value.  For  the  pulse  of  high  tension  one  will  find 
veratrum  either  in  the  alkaloid  or  the  tincture  one  of  the  most 
valuable  drugs  that  we  possess.  Aconitine  and  nitroglycerine 
are  also  of  value  in  keeping  up  the  dilation  of  the  arteries.  The 
diet  of  the  patient  is  another  thing  of  great  importance.  The 
rule  is  to  give  these  patients  milk,  but  I  have  found  that 
they  do  much  better  with  absolutely  nothing  but  water  for 
two  or  three  days.  Milk  is  not  as  digestible  as  one  might  think 
in  these  cases,  and  starvation  will  be  of  great  benefit.  With 
the  subsidence  of  the  graver  symptoms  we  can  begin  feeding 
by  using  the  cereal  gruels,  buttermilk,  koumiss,  and  the  light 
broths. 

If  we  see  our  patient  for  the  first  time  actually  in  a  convulsion, 
or  if  our  efforts  in  the  pre  -eclamptic  cases  have  not  been  of  much 
value  in  giving  relief  there  is  but  little  use  in  wasting  our  time  or 
endangering  the  life  of  the  woman  with  palliative  measures. 
It  is  beyond  dispute  that  the  uterus  should  be  emptied  in  these 
cases  as  soon  as  is  consistent  with  the  individual  case.  That 
the  emptying  of  the  gravid  uterus  is  an  operation  of  magnitude 
must  be  evident,  and  he  who  attempts  it  for  the  first  time 
believing  that  an  hour  of  pleasure  is  in  store  for  him  may 
bitterly  repent.  As  in  other  branches  of  our  art,  so  in  obstet- 
rics, fools  often  rush  in  where  angels  fear  to  tread,  and  although 
I  would  not  occupy  your  time  in  describing  the  preparation  of 
either  patient  or  operator  I  think  we  are  all  agreed  that  one 
should  use  the  most  scrupulous  surgical  cleanliness.  While  it 
is  advised  that  the  child  be  delivered  as  soon  as  possible  that  does 
not  mean  that  it  should  be  dragged  from  the  uterus  despite 
any   and    all   obstacles   that   may   exist.     We   must    remember 
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.that  our  patient  is  suffering  from  a  severe  toxemia,  and  the  least 
we  can  do  is  not  to  add  to  her  burden.  There  seems  to  be 
throughout  the  country  a  rage  for  the  delivery  of  infants  by  the 
method  of  vaginal  section.  CTentlemen  of  at  least  great  surgical 
enthusiasm,  have  gleefully  seized  upon  the  eclamptic  woman  as 
another  subject  for  the  exploiting  of  their  operative  ability. 
Xot  long  ago  I  read  a  most  able  article  describing  this  opera- 
tion but  was  much  surprised  to  see  that  the  author  advised 
that  the  general  practitioner  perform  this  operation  if  necessary. 
It  hardly  seems  advisable  that  one  who  has  not  had  a  good 
training  in  vaginal  work  should  attempt  an  operaticm  of  this 
magnitude  if  other  methods  of  value  are  available.  Those  of 
you  who  have  read  Dr.  Peterson's  article,  "The  Indications  foi 
and  The  Technic  of  Vaginal  Cesarean  Section "  in  Surgery, 
Gynecology  and  Obstetrics  of  February,  this  year,  must  have 
been  impressed  with  the  clearness  of  his  views  as  he  ex- 
presses them.  Regarding  the  distinguished  author's  ability  to 
perform  the  operation  of  vaginal  section  or  his  judgment  as  to 
when  it  shall  be  done  I  do  not  question  but  I  do  question  sci  ii  >usly 
that  this  radical  and  major  surgical  procedure  can  be  of  value  to 
the  average  general  practitioner.  The  chief  indication  for  the  op- 
eration, as  given  by  other  writers,  is  a  rigid  cervix  and  where,  ow 
ing  to  danger  to  both  mother  and  child,  the  uterus  must  be  emptied 
rapidly.  In  this  connection  we  take  form  a  paper  by  Dr.  Miles 
F.  Porter  the  following  opinion:  "In  eclampsia  in  the  primi 
para,  with  a  viable  child,  Cesarean  section  was  the  best  method 
of  delivery  usually.  With  a  capacious  pelvis  and  vagina, 
Duhrssen's  operation  might  be  preferred."  In  regarding  the 
serious  dangers  that  confront  the  operator,  who  is  making  his 
debut  into  obstetric  surgery,  we  must  remember  that  the  cervix 
is  not  the  only  barrier  to  the  rapid  extraction  of  the  child  but  we 
have  a  vaginal  canal  that  is  unprepared  to  meet  its  obligations, 
also  a  perineum  that  is  more  or  less  unyielding.  I'nless  the 
operator  makes  his  incisions  correctly  extraction  ma)  causi 
a  severe  laceration  of  the  uterine  wall.  The  dense  unyielding 
perineum  may  lie  seriously  torn,  and  there  are  of  course  theevei 
presenl  dangers  of  sepsis,  hemorrhage,  injuries  to  the  bladdei 
and  rectum.  I  cannot  but  believe  thai  if  an  operation  is  required 
to  save  the  life  of  mother  and  child  the  average  nan  will  do  bettei 
by  the  abdominal  method.     With  due  care  his  chances  for  an 

aseptic  operation  are  bettei    than  if  he  uses  tin-  vaginal   method 
and    with    much    better   chance    for    success.      Either    of    these 
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operations  must  be  indicated  rarely.  As  my  friend  Dr.  F.  O. 
Hill  says,  "We  should  not  commit  surgical  rape."  Fortunately 
nature  in  an  attempt  to  aid  the  woman,  in  the  majority  of  cases, 
starts  uterine  contractions  and  we  have  more  or  less  softening 
of  the  cervix.  If  we  are  able  to  commence  the  operation  of 
dilatation  manally  we  should  do  so,  but  if  not.  the  use  of  the 
mechanical  dilator  is  called  for.  I  recognize  that  much  has 
been  said  against  the  use  of  the  mechanical  dilator,  but  if  one 
will  exhibit  intellectual  as  well  as  muscular  effort  in  his  usage 
of  the  instrument  less  harm  will  result  than  if  energetic  but 
misguided  efforts  with  the  scissors  or  scalpel  are  indulged  in. 
The  Bossi  instrument  is  one  seldom  found  in  the  average  equip- 
ment, but  there  are  several  others  whose  use  is  often  of  the 
greatest  value.  If  we  would  regard  instruments  as  aids,  not  as 
means,  to  accomplish  an  end  despite  nature's  protests  against 
the  assault,  one  would  hear  or  read  less  of  the  accidents''  that 
happened.  They  are  not  always  accidents.  They  are  the 
result  of  ignorance  as  to  the  proper  use  of  the  instruments  in  the 
large  percentage  of  case--.  When  one  is  called  to  determine  why 
the  efforts  of  a  colleague  with  forceps  are  of  no  value  and  finds 
to  his  surprise  that  instrument  applied  upside  down  he  is  more 
01  less  at  a  loss  to  explain  how  such  efforts  could  be  regarded  as 
scientific. 

The  dangers  during  a  convulsion  are  far  from  theoretical.  The 
liability  to  serious  cerebral  hemorrhage  and  cardiac  paralysis 
is  verv  great  and  we  must  endeavor  to  control  them  as  far  as 
possible.  Chloroform  has  been  and  is  now  regarded  by  all  as 
the  agent  most  efficacious,  but  the  question  arises,  are  we  justified 
in  its  use;  is  it  as  beneficial  and  as  valuable  as  we  are  wont  to 
believe,  and  is  its  use  free  from  danger  both  remote  and  present? 
In  view  of  the  fact  that  chloroform  has  been  conclusively  shown 
to  be  a  substance  that  may  cause  death  by  its  action  on  the 
liver  should  we  not  be  careful  in  a  disease  like  toxemia  of  adding 
any  more  load  to  this  often -diseased  organ3  Newell  strongly 
recommends  the  use  of  morphine  and  hyoscine.  We  have  found 
this  combination  most  valuable,  and  its  use  should  be  more 
universal.  Hyoscine  is  certainly  a  cardiac  depressant,  but 
action  of  the  blood-vessels  in  overcoming  the  spasm  offsets  tin 
depressant  effect.  Its  use  should  be  attended  with  care,  but 
this  is  true  of  any  and  all  drugs.  The  sedative  effect  of  morphine 
and  hyoscine  Newell  maintains  with  chloral  until  he  is  satisfied 
that  excretion  is  freely  established.    Venesection  to  the  amount  of 
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ten  to  thirty  ounces  is  another  measure  one  should  not  neglect,  and 
it  is  often  of  value  in  cases  where  the  tension  in  the  blood-vessels 
is  not  high.  Sweating  a  patient  by  pilocarpine  and  hot  packs 
is  not  as  valuable  a  procedure  as  one  might  think.  The  woman 
will  sweat  if  we  overcome  the  vasoconstriction  for  her  and  the 
dangers  liable  from  the  use  of  pilocarpine  offset  its  value. 

In  conclusion  we  should  make  a  plea  that  our  efforts  in  behalf 
of  the  pregnant  woman  commence  as  soon  as  possible  after  preg- 
nancy has  taken  place.  If  toxemia  occurs  we  should  regard 
it  as  a  most  serious  complication  and  treat  it  accordingly,  and 
that  treatment  consists  of: 

Stopping  the  input  of  the  poisons; 

The  removal  of  their  source; 

Their  removal  from  the  body; 

The  minimizing  of  their  effects. 
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Meeting  of  June  25,  1909. 
lln    Pro  nli  nt,  Henry  F.  Lewis,   M.  D..  in  the  Chair. 

UTERUS  WITH  FIBROIDS. 

Dr.  Emil  Ries. — This  uterus,  with  some  fibroids,  was  removed 
this  morning.  The  interesting  feature  is  that  it  contains  a 
subserous  fibroid  the  size  of  a  walnut,  and  that  this  subserous 
fibroid  presented  the  only  adhesion  to  another  organ,  the 
omentum.  Now,  when  there  are  adhesions,  we  assume  that 
there  is  a  cause  for  them,  and  that  cause  is  generally  inflammation, 
and  when  we  speak  of  inflammation  involuntarily  nowadays 
we  assume  that  the  cause  of  the  inflammation  is  infection.  In 
this  case,  however,  there  is  no  history  of  infection.  The  tubes 
and  ovaries  were  normal.  There  was  no  closure  of  the  tube, 
and  no  adhesion  around  the  tubes  or  ovaries.  Why  should  this 
fibroid  have  caused  adhesion  of  the  omentum  when  the  rest 
remained  free  from  adhesions?  I  looked  for  a  solution  1  I  the 
riddle  in  the  fibroid,  for  the  same  reason  for  which  I  looked 
upon  the  solution  of  a  similar  riddle  in  a  case  I  operated  on  a 
month  ago.  A  woman  had  fibroids  weighing  1  1  ,;  4  pounds, 
which  I  removed.  Twelve  tumors  could  be  palpated  from  the 
outside.  When  1  operated  on  her,  of  the  twelve  tumors  which 
could  be  palpated  from  the  outside,  two  showed  adhesions  of  the 
omentum  and  the  rest  were  free  from  adhesions.  Why  did 
these  two  have  adhesions  and  the  others  not:>  In  cutting 
through  these  two  fibroids,  it  was  found  they  had  undergone 
necrosis  and  infiltration  with  calcareous  material.  The  fibroid 
removed  to-day  shows  the  yellow  color  of  the  degeneration, 
and  there  ate  points  in  this  yellowish  material  showing  calcareous 
degeneration.  As  I  have  stated,  there  was  no  history  of  infection 
111  tin-,  case.  We  know  that  these  fibroids  undergo  this  degen- 
eration without  any  infection,  and  this  observation  nun  serve 
to  throw  light  on  the  formation  of  adhesions,  which  are  still 
discussed  in  so  many  different  ways.  It  seems  to  amount  more 
to  a  chemotactic  action  of  the  necrotic  material  upon  the  omen- 
tum a  chemical  action  which  allures  and  binds  the  omentum 
to  these  parts-  -than  to  an  infection. 

Dr.  Henry  F.  Lewis  read  a  paper  entitled 

CERVICAL  CESAREAN    SECTION.* 

*  For  original  arlii  1< 
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Dr.  Rudolph  \V.  Holmes. — The  usual  trouble  with  the 
classical  Cesarean  section  has  been  not  enough  regard  for  peri- 
toneal cleanliness.  Too  commonly  Cesarean  section  has  been 
done  by  men  who  are  not  sufficiently  versed  in  abdominal  work, 
and  therefore  either  the  uterus  is  incised  in  situ,  or  perhaps 
delivered  through  the  abdominal  wound  and  then  the  child 
delivered  without  walling  off.  The  proper  and  complete  walling 
off  of  the  uterus  robs  Cesarean  section  of  a  great  deal  of  its 
danger.  I  believe  the  danger  of  hemorrhage  is  less  with  the 
abdominal  than  with  cervical  Cesarean  section.  I  have  seen 
about  sixty  Cesarean  operations  in  this  country  and  in  Europe, 
done  by  all  kinds  of  operators,  those  who  have  had  the  greatest 
experience,  and  those  who  have  had  only  one  case  and*  perhaps 
had  never  seen  one  done  before  they  undertook  it.  In  that  time 
I  have  only  seen  one  postpartum  hemorrhage  during  i he- 
operation.  Hemorrhage  was  always  immaterial  m  the  s  (-called 
placenta  previa  Cesaria.  I  think  the  opening  of  the  lower 
portion  of  the  abdomen,  exposing  all  the  cellular  spaces,  is 
going  to  be  a  fruitful  source  of  infection,  even  in  a  clean  case, 
from  the  inevitable  slight  contamination  from  the  bacterial 
flora  of  the  cervix.  The  danger  is  greater,  in  that  a  number  of 
germs  are  liable  to  enter  the  connective- tissue  -pacts,  where 
the  bacterial  resistance  is  lowest.  Again,  when  we  consider  ihe 
proximity  of  that  incision  to  the  cervix,  and  the  close  proximity 
to  the  lochia,  which  so  quickly  becomes  infected,  there  is  a  good 
deal  of  chance  of  the  lochial  germs  infecting  these  tissues  and 
causing  trouble.  Dr.  Lewis  spoke  of  the  risk  of  upper  segment 
adhesions  to  the  abdominal  wall,  but  this,  to  my  mind, 
disagreeable  in  its  after-effect  than  where  the  cervix  becomes 
adherent  and  retroversion  of  the  uterus  develops.  From  what 
Dr.  Lewis  has  said,  and  my  own  a  />  iori  reasoning,  I  would  be 
loth  to  undertake  this  operation,  particularly  in  an  infected 
case. 

Dr.  Channing  W.  Barret. — I    have  had  no  experience  with 
cervical  Cesarean  section.     .My  experience  in  the  few  i  in 

which  I  have  done  the  classical  Cesarean  operation  would  lead  me 
to  think  thai  the  great  danger  of  hemorrhage  from  that  route  has 
been  somewhat  overestimated  in  the  hands  of  one  who  is  doing 
abdominal  work.  Theoretically,  1  might  say,  that  while  there 
may  lie  some  advantage  in  making  an  incision  low  down,  yet,  it 
seems  to  me,  it  is  more  titan  overbalanced  by  the  disadvantage. 
Without  experience  to  back  it  up,  1  was  very  glad  to  see  that 
the  conclusions  of  the  essayist  were  rather  against  cervical  Ce 
lean  set-lion,  and  preference  being  shown  for  the  transperitoneal 
cla  isit  al  operation,  because,  it  seems  to  me,  for  anatomical  and 
physiological  reasons,  and  the  very  fact  during  the  sewing  and 
manipulation  where  we  make  this  cervical  incision,  we  are 
working  in  a  field  where  we  are  most  apt  to  have  mice  lion,  tosa) 
nothing   of   die   increased   danger  of  injuring    the   bladder.      The 


LGO    GYNECO]  OGN    \i.    SOCIETY.  651 

logical  conclusion  to  arrive  at  would  seem  to  be  that  we  should 
adopt  that  operation  rather  sparingly. 

Dr.  Gustav  Kolischer. — While  we  may  theorize  a  good  deal 
in  regard  to  the  operation  that  has  been  described  by  Dr.  Lewis, 
I  do  not  think  we  are  justified  in  condemning  it  entirely,  because, 
in  the  first  place,  the  statistics  of  the  operation  are  too  small.  In 
the  second  place,  a  great  many  of  these  cases  ended  unfavorably 
because  they  were  unfavorable  to  start  with.  Theoretically, 
I  cannot  see  anv  more  danger  from  incising  the  cervix  in  the 
manner  described  and  doing  the  classical  Cesarean  section,  pro- 
vided the  infection  is  confined  to  the  lower  uterine  segment. 
One  theoretical  point  of  great  value  brought  out  by  Frank  is  in 
calling  attention,  as  quoted  by  Dr.  Lewis,  to  the  great  difference 
in  mortality  between  complete  and  incomplete  rupture  of  the 
uterus.  As  a  matter  of  fact,  if  we  infect  the  peritoneum  to  any 
extent,  especially  during  the  puerperium,  we  know  we  cannot  in- 
fluence the  peritonitis  if  it  develops  at  all.  and  when  once  de- 
veloped, there  is  great  danger  of  its  spread.  If,  after  more  cases 
are  operated  on  by  this  method,  it  turns  out  that  the  statistics 
are  more  favorable  from  the  standpoint  of  recoveries  than  the 
classical  Cesarean  operation,  then  I  can  see  no  good  reason  why 
we  should  not  resort  to  it.  Once  in  a  while  the  cervix  may  become 
so  attached  thai  retroflexion  results,  but  that  is  not  of  such 
great  consequence.  One  point  is  very  remarkable,  and  that  is, 
the  men  who  have  had  great  obstetric  experience  and  a  large 
experience  in  operative  work,  and  whom  we  may  consider  con- 
servative, are  inclined   to  take  up   this  operation. 

Although  I  do  not  believe  in  doing  an  operation  blindly,  still 
some  good  reasons  have  been  ad\  anced  in  favor  of  this  operation, 
irs  are  not  absolutely  satisfied  with  the  results  of  the 
transperitoneal  operation,  because  infection  of  the  peritoneum, 
when  it  once  occurs,  can  hardly  be  stopped.  In  bladder  opera- 
tions we  know  that  if  we  can  keep  the  peritoneum  intact,  it  never 
becomes  infected,  while  after  it  is  once  opened  and  sewed  up, 
there  are  cases  on  record  where  general  peritoneal  infection  has 
followed.  Furthermore,  the  danger  of  infection  taking  place 
m  the  precervical  space  has  been  very  much  overrated. 

Dr.  Lewis  (closing  the  discussion). — The  later  operators, 
especially  Latzko  and  others,  have  improved  their  technic, 
which,  theoretically,  seems  to  be  better  than  some  of  the  earlier 
ones.  The  theory  that  Frank  stalled  out  with  was  that  we  must 
protect  the  peritoneum  from  infection,  because  there  is  no  way 
of  stopping  a  virulent  infection  ;  then  he  goes  ahead  and  opens  the 
peritoneum,  closing  it  up  again,  it  is  true,  but,  as  Latzko  says,  ii 
is  a  difficult  matter  to  sew  the  peritoneum  "bacteria-tight." 
Of  the  majority  of  operations  done,  it  has  only  been  in  the  later 
operations,  such  as  those  done  by  Latzko  and  Doederlein,  that 
the  peritoneum  has  not  been  opened  intentionally.  If,  before 
paration  of  the  peritoneum,  holes  are  made  in  it,  although 
at    once    sewed    up,    then    that    method    ceases    to    be    an    extra- 
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peritoneal  operation.  Therefore  the  earlier  operations  were  not 
extraperitoneal,  although  all  of  them  were  cervical  operations. 
Some  of  them  designedly  opened  the  peritoneum.  Latzko,  in 
his  cases,  has  not  torn  the  peritoneum.  We  must  realize  that 
we  do  not  have  a  very  large  space  in  which  to  open,  and  one  has 
to  grasp  and  pull  the  child  up  in  an  irregular  kind  of  way,  not  as 
we  would  through  the  normal  passages.  There  are  not  a  suffi- 
cient number  of  cases  of  Latzko"s  modification,  which  is  truly 
extraperitoneal,  for  us  to  judge  as  to  the  ultimate  results.  Of 
course,  we  cannot  compare  it  very  well  with  the  classical  Cesa- 
rean operation,  for  the  reason  that  the  latter  in  the  great  ma- 
jority of  clinics  is  considered  to  be  contraindicated  when  there 
has  been  a  chance  of  previous  infection. 

I  have  brought  this  subject  before  you  to  try  to  crystallize  it 
a  little,  because  the  German  literature,  especially  in  the  last 
year,  is  full  of  it,  and  so  I  have  made  an  attempt  not  only  to 
present  the  literature  of  the  subject  to  you,  but  to  try  and  sift  it 
a  little,  with  the  result  that  personally  I  am  rather  unfavorably 
impressed  with  this  operation,  and  will  need  more  evidence  in 
its  favor  before  I  would  recommend  that  it  be  done. 

Dr.  Emil  Ries  read  a  paper  entitled 

POSTOPERATIVE  PROLAPSE  OF  THE  INTESTINES.* 
DISCISSION. 

Dr.  Alexander  Hugh  Ferguson. — I  am  very  glad  that  Dr. 
Ries  brought  this  excellent  and  admirable  paper  before  the 
Society.  I  presume  every  surgeon  has  had  experience  with  a 
number  of  these  cases.  While  I  have  not  counted  them,  I  have 
had  at  least  half  a  dozen.  I  can  recall  a  number  of  cases  that 
might  have  been  prevented  by  different  suturing  and  better 
treatment  of  the  wound,  that  is,  not  to  remove  the  sutures  too 
soon  nor  to  use  suture  material  that  becomes  absorbed  too 
rapidly.  I  have  also  mapped  out  in  my  own  mind  and  in  my 
practice  the  class  of  cases  that  are  liable  to  be  followed  by 
prolapse  of  the  intestines  after  operations.  Men  are  more 
liable  to  its  occurrence  than  women.  Women  who  have  born 
children  are  less  liable  than  those  who  have  no  children,  because 
the  abdomen  is  more  tense  in  these  people.  It  is  more  liable 
to  occur  in  men  above  the  umbilicus  It  is  more  liable  to  occur 
in  a  fat  abdominal  wall,  particularly  in  a  woman  who  lias  had  no 
children.  It  rarely  follows  operations  for  the  removal  of  Large 
tumors  or  large  cvsts  from  the  abdomen.  I  had  it  follow  in  one 
man  lor  a  simple  exploration,  carcinoma  with  ascites,  and  I  have 
had  il  occur  in  a  woman  with  carcinoma  and  with  ascites.  In 
the  man  the  wound  would  not  heal  .it  all  until  the  ascitic  Ihnd 
was  drawn  off  ai  another  point.  This  was  a  case  of  carcinoma 
of  the  stomach.  Naturally,  I  drained  suprapubically,  but  the 
wound  did  not  heal  until  I  removed  the  fluid.      That  is  in  keeping 

final  i"  i  le,  see  p  ige  ^'»j. 
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with  our  experience  of  gastroenterostomy  and  other  operations 
upon  the  stomach  where  there  is  ascites  due  to  carcinoma.  In 
the  case  of  the  woman  a  median  incision  was  made  below  the 
umbilicus.  The  wound  would  not  heal.  The  sutures  were 
removed  on  the  eighth  day,  and  the  intestines  came  out  on  the 
skin  We  resutured,  but  the  ascitic  fluid  continued  to  come 
away.  Eventually,  I  drained  through  Douglas'  pouch  before 
I  obtained  union  of  the  abdominal  wall,  so  that  is  one  class  of 
cases,  and  that  is  the  proper  way  to  deal  with  them. 

I  have  had  it  occur  in  two  children  who  were  very  anemic, 
where  the  sutures  were  removed  too  soon,  and  although  there 
was  perfect  coaptation  and  perfect  union,  the  abdominal  wall 
being  firm,  the  children  were  evidently  too  feeble  to  get  repair 
within  the  usual  time.  That  is  a  feature  that  has  to  be  con- 
sidered in  connection  with  these  cases.  In  most  of  the  cases, 
ise  of  the  intestines  occurred  after  the  removal  of  the 
sutures  on  or  about  the  eighth  day. 

I  saw  two  cases  in  consultation  that  were  exactly  like  those 
Dr.  Ries  has  reported.  There  was  an  enormous  amount  of 
serum,  without  counting  where  it  came  from,  which  is  a  sus- 
picious symptom  of  prolapse  of  the  bowel  between  the  muscles. 
It  may  be  partial  or  complete.  In  all  these  cases  I  think  we 
ought  to  use  a  suture  material,  if  we  use  it  layer  by  layer,  that 
will  hold  for  a  couple  of  weeks  at  least,  in  some  cases  three  weeks 
or  more.  I  still  use,  in  addition  to  layer  by  layer,  in  a  number 
of  cases  where  I  am  suspicious  of  prolapse  taking  place,  the  button 
suture,  through-and-through  suture,  with  double  silkworm-gut, 
and  put  the  button  far  away  from  the  wound  and  through  all 
the  structures  except  the  peritoneum,  taking  it  far  out  in  another 
direction,  and  getting  these  tied  together  and  leaving  it  in  a 
week  or  more.  The  quill  suture  will  do  just  as  well.  In  second- 
n  j  operations,  where  we  know  everything  is  very  tense,  we  can 
do  plastic  work  to  prevent  this  prolapse  of  the  intestines. 

I  recall  two  cases  of  prolapse  of  the  intestines  into  the  vagina 
after  hysterectomy,  where,  after  the  drainage  had  been  removed. 
one  woman  began  to  vomit  and  vomited  for  twenty-four  hours 
or  more,  and  a  knuckle  of  bowel  was  found  strangulated.  This 
operation  was  done  at  the  time  when  we  used  clamps.  In 
another  clamp  operation  the  intestines  came  down  very  nearly 
to  the  knees  of  the  woman.  In  this  case  the  clamp  and  packing 
were  removed  too  soon.  These  patients  recovered  by  washing 
the  intestines,  putting  them  back,  and  keeping  them  there. 

Dr.  Daniel  X.  Eisendrath.— My  experience  is  limited  to  one 
case  of  my  own  and  to  one  case-of  a  colleague.  In  my  own  case 
prolapse  of  the  intestines  occurred  on  the  tenth  day  after  a  lapa- 
rotomy lor  pyosalpinx.  It  occurred  without  any  warning,  tin- 
edges  of  the  wound  giving  way  completely,  all  the  edges,  in- 
cluding that  of  the  skin  and  coils  of  intestines,  being  found 
by  the  interne  under  the  dressings.  The  second  case  was  one  in 
which  the  entire  structures  of  the  wound  gave  way  in  the  same 
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manner  as  in  the  first  ease,  and  the  coils  of  intestines  were  found 
under  the  dressing.  This  was  a  case  of  general  peritonitis  occur- 
ring in  the  service  of  one  of  my  colleagues. 

With  regard  to  the  manner  of  reposition,  the  greatest  mistake 
we  make  is  to  try  to  break  up  the  adhesions  which  exist  between 
the  adjacent  coils  of  intestines.  The  entire  mass  of  intestines 
should  be  replaced  in  ioto.  In  my  judgment,  when  we  break  up 
adhesions  it  is  akin  to  doing  an  amputation  through  infected 
territory,  in  that  we  open  up  lymph  channels  which  will  take  up 
infection  in  the  peritoneal  cavity  especially,  which  will  spread. 
We  should  not  break  up  these  adhesions,  but  gradually  replace 
the  intestines  back  in  the  abdominal  cavity,  dissecting  off  the 
edges  of  the  wound  and  resuturing  it.  If  I  did  not  ..have  any 
other  means,  I  would  be  content  simply  with  gradually  drawing 
the  intestines  back  into  the  abdominal  cavity  and  holding  them 
there  by  means  of  adhesive  plaster. 

As  regards  the  condition  of  the  edges  of  the  wound,  to  which 
Dr.  Ries  has  referred,  it  seems  to  me  that  the  condition  he  de- 
scribes with  smooth  edges  is  rather  an  effect  than  a  cause.  He 
speaks  of  it  as  being  a  new  condition,  but  I  think  it  is  similar 
t<>  what  we  find  quite  frequently  in  cases  of  hernia.  The  hernial 
ring  is  smooth,  and  worn  away  the  same  as  in  this  condition, 
which  is  practically  a  hernia,  but  only  of  more  recent  origin. 
The  edges  are  smoothed  by  the  pressure  of  the  coils  of  intestine. 
The  membrane  formation  is  comparatively  simple  to  explain, 
in  that  we  have  a  fibrinoplastic  exudate  which  takes  place  over 
the  coils  of  intestines.  If  we  consider  the  manner  in  which 
wounds  heal,  it  seems  very  feasible  that  we  should  expect  such 
a  prolapse  of  the  intestines  to  occur  more  frequently  than  it  does. 
1 1  vnu  will  permit  me  to  go  into  an  elementary  phase  of  the 
subject,  I  will  say  that  the  healing  of  a  wound  takes  place  early 
by  the  formation  of  loops  of  granulation  tissue,  and  these  granu- 
lation tissue  loops  arc  organized  by  fibroblasts,  which  lake  the 
place  of  the  young  connecth  e  tissue  cells,  the  organization  taking 
place  with  the  connective  tissue.  If  we  have  a  patient  whose 
healing  powers  are  below  par,  this  prolapse  of  the  intestines  is 
very  apt  to  occur  in  women  who  have  born  children,  whose 
muscles  are  flabby  and  fat .  We  find  the  same  condition  in  people 
with  hernias  in  whom  the  general  systemic  conditions  do  no! 
favor  healing,  who  are  not  going  to  have  connective  tissue  forma- 
tion sufficient  to  hold  their  wounds  when  any  stress  is  put  on 
them.     For  that  reason,  I  believe  we  are  going  to  adopt,  in  our 

method  of  getting  patients  up  earlj  aftei  operations  in  median 
laparotomies,  a  middle  ground.  The  pendulum  has  swung  too 
far  ill  the  di reel  ion  oi  patients  getting  up  on  the  third,  t  lie  fourth, 
or  the  sixth  day  after  Operations,  and  the  reason  postopei  ili\e 
prolapse  of  the  intestines  has  been  more  frequent  in  the  past  is 
ill  ii  we  do  not  give  the  connective  tissue  organization  sufficient 
time  to  take  place  to  foi  m  resistance. 

Anothei   point   is  with  reference  to  the  method  of  suturing. 
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I  now  make  it  a  rule  to  follow  the  method  of  F.  T.  Murphy,  of 
Boston,  who  has  experimented  on  dogs,  and  has  found  that  ihe 
most  ideal  method  of  union  of  wounds  was  to  suture  layer  by 
layer.  This  method  is  being  pretty  generally  adopted.  A  great 
many  of  us  are  apt  to  rely  too  much  on  catgut,  and  the  catgut 
gives  way  too  soon.  You  know  it  only  takes  forty-eight  hours 
for  nonchromicized  catgut  to  be  absorbed  by  the  young  connect  - 
ive-tissue  cells  of  the  parts  and  by  the  wandering  cells.  In 
using  chromicized  catgut  we  can  depend  upon  it  for  eight  or  ten 
days.  In  my  laparotomy  work  I  suture  each  layer  separately, 
and  put  in  a  reenforcing  suture  of  silkworm-gut  or  waxed  silk, 
the  suture  going  down  not  through  the  peritoneum,  but  to  the 
peritoneum.  First  of  all,  we  suture  the  peritoneum  in  a  median 
laparotomy,  then  the  rectus  muscle,  then  the  anterior  sheath  of 
the  rectus,  which  is  one  of  the  most  important  structures  of  the 
abdominal  wall,  then  the  skin,  and  before  this  the  separate  sutures 
are  tied,  or  the  skin  sutures  may  be  tied  after  the  through-and- 
through  sutures  are  brought  up  and  tied. 

Another  point  I  would  emphasize  is  overlapping,  as  mentioned 
by  Dr.  Ferguson.  We  do  not  rely  upon  this  enough.  Where 
we  operate  for  a  ventral  hernia,  for  instance,  we  have,  as  fre- 
quently occurs  nowadays,  a  patient  brought  to  us  with  a  ventral 
hernia  who  has  been  operated  on  previously  by  somebody  else. 
We  have  to  operate  for  two  conditions,  and  we  must  make 
more  use  of  the  overlapping  fascia.  We  must  adopt  the  suggestion 
of  Dr.  Andrews  as  indicated  in  the  imbrication  method  of  hernia, 
that  is,  taking  the  anterior  sheath  of  the  rectus  and  the  external 
aponeurosis  layer,  using  an  overlapping  suture  and  making  two 
thick  layers  where  ordinarily  we  only  have  but  one. 

Dr.  Chawing  W.  Barrett. — This  question  of  dealing  with 
the  abdominal  incision  is  a  very  important  one  for  us  as  surgeons. 
There  are  tw<>  classes  of  cases  particularly  that  have  been 
mentioned  and  with  which  we  have  to  deal.  The  first  is  that 
class  of  which  Dr.  Ries  spoke,  in  which  rupture  takes  place 
Immediately,  or  soon  after  operation  from  the  giving  way  of 
the  sutures.  Here  there  is  undoubtedly  a  disproportion  between 
the  strength  of  the  suture  and  the  force  exerted  upon  it,  as 
from  coughing,  vomiting,  straining,  or  in  some  way  increasing 
the  intraabdominal  pressure,  putting  a  greater  strain  upon  the 
suture  than  it  is  able  to  bear.  I  would  say,  that  this  kind  of 
rupture  depends  a  great  deal  upon  the  suture  material  used, 
contrarj   to  what  Dr.  Ries  is  inclined  to  believe. 

Then  we  have  another  class  of  cases  in  which,  no  matter  what 
kind  of  suture  material  is  used,  and  no  matter  how  long  the 
suture  material  stays  in,  when  it  is  taken  out  the  wound  is  found 
unhealed.  I  recall  one  case  seen  in  my  early  work  with  Dr. 
Newman  in  which  a  woman  who  was  operated  on  for  carcinoma, 
who, i-  vitality  was  so  low  that  no  healing  took  place  in  the 
abdominal  incision,  and  at  every  point  where  a  hypodermic 
injection  was  made  there  was  necrosis  of  tissue.      There  was  no 
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tendency  whatever  to  healing.  In  eases  in  which  wounds  do 
not  heal  after  the  sutures  have  remained  in  place  for  some  time, 
it  may  be  from  an  inherent  lack  of  a  tendency  to  heal,  or  there 
may  be  a  little  septic  material  in  the  wound,  or  an  accumulation 
of  a  little  blood  between  the  layers  as  we  have  had  occasion  to 
observe. 

Along  the  line  of  the  cases  which  Dr.  Ries  has  reported, 
with  regard  to  rupture  taking  place  early,  I  have  seen  in  the  last 
year  two  cases  in  which  rupture  took  place  early  through  the 
layers  up  to  the  skin,  and  the  skin  having  a  little  more  rapid 
healing  powers  than  the  other  tissues  did  not  rupture,  and  in 
which  slow  intestinal  obstruction  took  place  in  one  case.  The 
patient  had  severe  vomiting  directly  after  the  operation.  She 
vomited  for  the  first  two  days,  and  on  the  second  day'she  said 
to  the  nurse  she  felt  as  if  something  had  given  way  in  the  ab- 
dominal wall.  It  is  not  uncommon  to  hear  patients  say  that, 
and  the  nurse  took  very  little  notice  of  it.  The  patient,  however, 
made  a  good  recovery,  left  the  hospital,  and  a  few  days  after 
leaving  the  hospital  her  husband  brought  her  a  large  apple,  and 
she  showed  her  appreciation  by  eating  all  of  it.  After  eating 
this  apple  she  began  to  have  a  severe  pain  in  the  abdomen,  fol- 
lowed by  vomiting,  then  fecal  vomiting,  and  I  was  called  by  her 
physician  and  surgeon  to  see  her.  The  intestine  could  be  pal- 
liated directly  under  the  skin.  Upon  opening  the  abdomen  I 
found  a  knuckle  of  the  intestine  in  the  incision  adherent  to  the 
skin.  Upon  opening  the  bowel  we  found  the  apple-sauce  like 
material  filling  the  bowel  for  several  feet  above  the  place  where 
the  bowel  was  obstructed  in  the  wound,  and  some  of  the  same 
material  below  the  wound,  showing  that  the  obstruction  had 
not  been  complete  for  a  time  after  the  process  had  lighted  up. 
The  intestine  had  become  so  adherent  to  the  inner  surface  of  the 
wound  that  it  was  difficult  to  tell  where  the  abdominal  edges 
left  off  and  the  intestine  began.  In  dissecting  it  out,  there  was 
an  opening  made  through  which  we  could  remove  the  intestinal 
contents.  The  patient  had  partial  obstruction  farther  down 
which  was  freed.  We  closed  the  opening  in  the  bowel,  but  t he 
abdomen  had  to  be  reopened  the  next  day,  and  complete  obstruc- 
tion found  when  the  intestine  was  fastened  to  the  abdominal  wall 
and  left  open,  and  the  patient  made  a  good  recovery,  the  wound 
in  the  intestine  subsequently  closing  spontaneously. 

In  the  other  case,  seen  some  few  weeks  ago,  the  surgeon  used 
tender  catgut,  the  wound  gave  way,  and  the  patient  came  to 
this  city,  having  been  operated  on  in  Iowa,  and  when  she  arrived 
there  was  considerable  bulging.  A  little  opening  could  be  found 
through  the  aponeurosis,  and  then  under  thai  we  discovered  at 
the  time  of  operation  the  recti  muscles  had  separated  widely, 
or  rather  the  two  portions  of  tin-  right  recti  muscle  had  separated 
widely,  allowing  a  large  portion  of  tlu-  viscera  to  protrude  between 
the  muscles,  there  being  only  a  small  hernia  between  the  edges 
of  tin-  external  oblique. 
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Dr.  Thomas  J.  Sullivan. — During  my  professional  life,  both 
as  an  assistant  and  as  operator,  I  have  seen  but  one  case 
of  prolapse  of  the  bowel,  and  that  one  Dr.  Ries  has  referred  to. 
These  cases  can  be  divided  into  two  classes,  those  in  which  the 
abdominal  wall  opens  and  the  bowel  passes  out  through  the  skin, 
and  those  in  which  there  is  a  partial  giving  way  some  time  after 
operation,  when  a  ventral  hernia  occurs.  The  fatalities  seem, 
from  what  I  learn  in  conversation  with  others,  to  be  due  to  infec- 
tion from  improper  management.  In  my  own  case  the  patient 
was  suffering  from  carcinoma  of  the  stomach,  for  which  I  did  a 
gastroenterostomy.  That  patient  did  not  get  up  too  soon,  but 
laid  in  bed  two  weeks,  cm  her  back  all  the  time.  She  vomited 
frequently.  That  might  be  a  factor.  Three  causes  are  enumer- 
ated, namely,  vomiting,  sneezing,  coughing.  This  patient 
vomited  very  hard,  and  she  coughed  considerably. 

Dr.  Ries  states  he  has  two  or  three  times  observed,  soon  after 
operation,  rupture  of  the  walls  with  an  audible  noise.  I  have 
observed  the  same  thing.  A  patient  whose  abdominal  wall  I 
was  closing  vomited  on  the  table  before  the  skin  was  closed  com- 
pletely. The  rupture  was  audible.  The  skin  sutures  were  re- 
moved, and  it  was  found  the  catgut  had  ruptured.  In  another 
case  the  woman  was  in  bed  two  weeks.  The  suturing  was  layer 
by  layer — peritoneum,  fascia,  then  skin.  The  skin  sutures  were 
removed  just  before  she  went  home,  at  the  end  of  two  weeks. 
My  recollect  inn  of  the  case  is  that  the  interne  telephoned  to  me  and 
reported  that  the  patient  was  going  home;  that  he  had  removed 
the  sutures  carefully,  had  sponged  the  skin  with  alcohol,  and 
put  "ii  a  tight  laparotomy  pad  as  a  precaution.  In  a  short  time 
the  patient's  husband  informed  me  that  the  patient  complained 
of  moisture  in  the  wound.  I  removed  the  adhesive  plaster, 
lifted  up  the  pad  carefully,  and  found  the  intestines  protruding. 
They  were  dropped  back  into  the  abdominal  cavity.  '1  he  patient 
aoved  i"  the  hospital  and  the  wound  reclosed.  Recovery 
was  uneventful. 

It  is  most  importanl  if  t he  accident  occurs,  not  to  handle  the 
case  in  any  way  until  the  environment  can  be  made  surgically 
Clean  Ii  possible  the  patient  should  be  sent  to  the  operating- 
room,  when  everything  will  be  clean,  and  the  intestines  can  In- 
replaced  without  danger  Death  in  these  cases  is  due  to 
infection 

Dr.  Carl  Wagner.  I  have  been  very  much  interested  in 
and  instructed  by  Dr.  Ries'  paper..  I  have  no  doubt  thai  posl 
operative  prolapse  of  the  intestines  occurs  much  more  frequently 
than  we  have  supposed.  I  believe  1  am  able  to  reporl  a  case  that 
supports  the  theory  advanced  by  Dr.  Ries,  thai  by  placing  the 
sutures  in  exactly  the  same  straight  line,  severing  of  the-  fibers 
of  the  fascia  and  of  the  muscles  may  take  place  or,  as  he  states 
it,  a  cleft  form  through  which  bowel  may  prolapse. 

Some  twelve  years  ago  I  operated  a  short  built  woman  who 
weighed    three   hundred  pounds.     I  had   closed    the  abdominal 
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wound  very  carefully  in  layers  with  heavy  silk,  keeping  in  mind 
the  enormous  intraabdominal   pressure  that  would  be  brought 
to  bear  upon  the  sutures.     The  skin  sutures  comprised  all  layers 
except  the  peritoneum.     On  the  second  day  after  the  operation 
the  patient  developed  a  bronchopneumonia,   the  onset  of  which 
was  accompanied  by  a  sudden  sharp  pain  m   the  right  lower 
lobe  of  the  lung  and  a  sensation  of  bursting  of  the  abdomen.     On 
my  arrival  at  the  hospital  a  few  hours  later  I  found  the  patient 
with    the   characteristic   respiration,    temperature,  and   pulse   of 
pneumonia.     The  pain  in  the  abdominal  region  had  disappeared. 
I  accepted  that  this  had  been  a  projected  pain  from^the  lung 
complication  at  its  onset  and  therefore  did  not  deem  it  necessary 
to  disturb  the  dressings  of  the  abdominal  wound.      But  when  it 
was  inspected  a  few  days  later,    I  noticed  a  tumification  to  the 
right  of  the  line  of  suture.     I  interpreted  this  as  a  blooa  or  serum 
extravasation  and  thought  best  to  treat  it  as  a  noh-nie-langere, 
trusting  it  to  absorption.     The  patient  complained  only  twice 
of  a  sensation  of  nausea  on  the  first  day  of  the  beginning  of  this 
complication.     The  swelling  gave  the  patient  no  trouble  what- 
soever- but  it  remained   the  same   size.     The   removal  ot    the 
stitches  brought  no  change.     Auscultation  and  palpation  at  that 
time  disclosed  the  fact  that  the  tumor  represented  bowel  situated 
directly  under  the  skin.      During  the  following  year  this  tumor 
grew  araduallv  in  size  so  that  the  patient  had  the  hollow  metal 
plate    which    she    wore    under    her    abdominal   supporter    as    a 
receptacle  and  protection  for  the  protruding  mass,  substituted 
by  increasing  larger  ones.     A  year  later  I  operated.     I  iound  all 
the   silk   sutures  encapsulated.     There  was   a   thick,    firm   scar 
throughout  all  layers  in   the  suture  line  absolutely  intact;  but 
about  an  inch  from  the  suture  line  a  cleft  through  all  the  layers 
for  about  three  inches  permitted  the  bowel  to  protrude  directly 
under  the  skin.  .  .  ., 

Since  I  have  listened  to  Dr.  Ries  1  believe  that  it  was  due  to  the 
accuracy  with  which  the  different  sutures  were  placed  on  the 
same  line  through  the  fascia  and  muscles  that  tended  to  weaken 
the  resistance  of  those  tissues  which  gave  way  to  form  the  clett 
when  the  cough  paroxysms  came  to  bear  forcefully  on  the 
enormously  large  abdomen.  . 

Dr  A  Belcham  Kims.  This  is  a  very  important  and 
timely  subject  which  Dr.  Ries  has  brought  before  us.  especially 
with  regard  to  the  earlier  getting  up  of  patients  aftei  laparotomj 
So  far  as  rupture  »f  the  sutures  and  prolapse  ol  the  intestine 
is  concerned  after  laparotomy,  I  would  like  to  say  something  on 
the  other  side.  Some  four  or  five  years  ago  I  had  a  case  in  winch 
suppuration  of  the  entire  abdominal  wall  with  giving  way  ol  all 
the  sutures  occurred,  with  the  exception  of  the  peritoneum. 
What  Dr.  Sullivan  said  in  regard  to  getting  a  good  seroserous 
coaptation  of  sufficient  width  is  right.  I  Ins  patient  s  wound  was 
resutured  with  good  results  alter  the  suppuration  had  subsided. 
We  should  use  good  catgut  and  sufficiently  heavy  and   tie  llie 
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sutures  interruptedly  and  with  a  surgeon's  knot.  Frequently 
the  tying  of  these  knots  is  left  to  the  assistant,  and  time  and 
again  I  have  seen  knots  slip  and  have  often  spoken  of  the  neces- 
sity of  practising  tying  knots.  Another  point  is  not  to  cut  off 
the  suture  too  close  to  the  knot.  A  case  that  I  operated  on  for  a 
large  umbilical  hernia  two  or  three  months  ago  at  the  Cook 
County  Hospital  is  also  interesting  in  this  connection.  There 
was  considerable  difficulty  in  dissecting  the  hernia  out  and 
avoiding  infection  from  the  ulceration  of  the  skin  over  the  hernia. 
The  Fascia  was  imbricated  by  the  method  advised  by  Mayo. 
Suppuration  took  place  in  this  case  and  each  layer  gave  way 
from  the  skin  down  to  the  first  layer  of  interrupted  sutures  put  in, 
which  included  the  fascia  and  peritoneum  (which  were  so  united 
that  it  was  impossible  to  separate  them).  Every  day  I  went 
to  see  the  patient,  thinking  that  at  any  moment  there  might  be 
rupture  of  the  last  layer,  but  it  did  not  give  way,  and  the  patient 
has  made  a  good  recovery  without  recurrence  of  the  hernia  thus 
far.  In  closing  abdominal  wounds  the  fascia  should  be  closed 
with  its  muscle  surface  to  muscle  surface,  or  if  imbricated,  the 
fat  on  its  upper  surface  should  be  wiped  away  thoroughly; 
again  it  is  very  necessary  to  recognize  the  fascia  itself  and  not 
sew  fat  to  fat,  a  mistake  that  I  have  seen  made. 

I  believe  that  the  surgical  knot,  which  has  been  so  much 
ma  igned  recently,  will  again  be  rigidly  adhered  to.  Through- 
and -through  sutures  of  silkworm  gut  are  not  entirely  satisfactory. 
Heavy  silk,  dipped  in  something  so  that  it  will  not  allow  it  to  act  as 
a  drain,  is  far  preferable  to  silkworm  gut.  Silkworm  gut  cuts  the 
tissues  and  becomes  loose,  so  that  the  strain  is  on  the  catgut, 
faking  out  the  sutures  too  early  I  believe  is  wrong,  and  for  the 
last  three  or  four  years  I  have  left  them  in  for  fourteen  days;  and 
so  far  as  t he  weakening  of  the  abdominal  wall  is  concerned, 
T  have  watched  my  cases  for  a  period  of  a  year  afterward,  to 
see  if  there  was  the  slightest  sign  of  weakness,  and  there  has  been 
no  evidence  of  it.  I  believe  if  we  pay  more  attention  to  the 
details  of  applying  sutures,  these  cases  of  postoperative  prolapse 
of  the  intestines  will  not  occur  so  frequently  as  they  have  in  the 
past  and  as  mentioned  in   the  literature. 

Dr.  Ries  (closing  the  discussion). — Acquaintance  with  the 
literature  does  not  seem  to  be  as  general  as  I  had  thought, 
for  some  of  the  statements  which  the  gentlemen  made  would  not 
have  been  made  if  they  had  taken  advantage  of  the  literature 
on  this  subject.  If  a  gentleman  tells  you  that  it  is  important 
to  use  this,  that,  or  the  other  kind  of  suture  method  or  suture 
ii,  he  does  not  know  what  the  literature  savs,  and  what 
any  gentleman  may  say  about  his  impressions  derived  from 
five  or  six  or  ten  cases,  may  be,  proves  nothing,  as  long  as  we 
have  a  hundred  and  fifty-seven  to  prove  the  contrary.  It  i^  not 
very  important  to  use  a  suture  material  which  lasts  two  weeks 
if  that  suture  material  bursts  the  first  twenty-four  hours.  After 
it  has  hurst  it  makes  no  difference  whether  it  would  have  lasted 
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ten  days  or  two  weeks,  if  it  had  not  burst.     And  not  only  cat- 
gut, but   silkworm-gut  and  silk  sutures  give  way. 

As  far  as  replacing  the  bowel  without  suturing  is  concerned 
that  is  an  excellent  method.  Madelung  reports  a  number  ol  such 
cases  where  the  abdominal  walls  were  not  sutured;  the  intestines 
were  held  back,  and  the  abdominal  walls  pulled  together  with 
adhesive,  etc.,  and  some  of  the  patients  in  whom  this  was  done 
did  very  well.     Thev  did  not  even  get  hernias. 

The  pathology  of  this  condition  interests  me  immensely,  and 
I  have  been  in  the  habit  of  looking  at  these  things  through  the 
microscope  myself,  and  I  am  trying  to  get  away  from  the  mis- 
take of  using  the  mystic  expression  "  healing  powers  below  par, 
which  I  have  heard  mentioned  as  an  important  factor  to-night. 
Mso  I  have  tried  to  see  voung  connective  cells  which  have  ab- 
sorbed catgut,  but  I  have  never  been  able  to  find  them.  It  is 
also  news  to  me  that  there  is  fibrinoplastic  material  on  the  in- 
testines On  the  contrary,  in  the  cases  which  I  have  mentioned 
and  seen,  and  in  those  mentioned  in  the  literature  and  which  are 
unmistakable,  there  was  no  exudate,  neither  fibrinoplastic  nor 
otherwise.  .  .„. 

As  to  the  similarity  with  hernia,  there  is  a  fundamental  diner- 
ence  instead  of  a  similarity.  The  similarity  exists  in  favoi  ol 
the  opening,  and  the  fundamental  difference  exists  in  the  fact 
that  the  one  has  a  peritoneal  lining  and  the  other  has  not. 
The  wearing  awav  of  tissue  beneath  the  peritoneum  in  hernia 
has  nothing  to  do  with  the  formation  of  granulation  tissue  in 
the  ruptured  wound  itself. 

I  was  not  surprised  to  have  the  method  ot  allowing  patients 
to  get  out  of  bed  earlv  brought  into  the  discussion,  but  il  lias 
nothing  to  do  with  the  case.  The  157  patients  whose  case  I 
reported  from  Madelung's  paper  did  not  get  up  earlv.  but  they 
had  rupture  of  the  abdominal  wall  just  the  same.  I  have 
reported  to  you  three  cases  which  had  more  or  less  trouble. 
The  method' of  getting  patients  up  earlv  alter  operations  is 
rather  young.  I  have  used  it  only  twelve  years.  1  published 
it  ten  veais  ago.  There  are  men  here  who  have  followed  the 
method  and  there  are  hundreds  in  Europe  who  have  done  so 
and  are  doing  so,  and  it  has  not  been  reported  that  the  cases  that 
rot  up  earlv  have  more  prolapses  of  the  intestines  than  otnei 
cases  The'  three  eases  which  I  have  reported  to  you  have 
occurred  in  over  eight  hundred  laparotomies  which  1  have  done 
in  the  last  fifteen  years,  if  I  calculate  that  I  have  had  fiftj  a 
year  (certainly  a  moderate  estimate),  so  that  the  percentage  ol 
postoperative  prolapse  of  the  intestines  is  not  great,  and  earl) 
getting  up  of  patients  alter  operations  has  nothing  to  do  with  it 
The  bursting  of  sutures  took  place  long  before  the  patients  got  up 
Thai  according  to  tins  theory,  takes  place  within  an  houi  or  so 
after  operation.  I  have  given  you  proofs  which  show  thai  this 
bursting  of  the  deep  layers  dues  not  take  place  at  the  moment 
the  intestine  falls  out.     I  have  proven  to  you  by  the  description 
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is  firm  or  not.      But  it  is  an  easy  thing  to  do  ttas      kJ"T 
patient  lie  down;  place  your  hand    covered SS  e 

of  sterile  material!  over  the  .ndsion    ha  -e    h ^K 
hips,  and  possibly,  if  there  is  much  infiltration  unoSr  theskin 

you  cannot  ieel  whether  the  scar  is  firm  or  not       B,,t  if  X.         ' 

thmg  and  may  save  you  a  great  deal  of  troS  "  *  Slmpk 

this  pa"r.  V°U   VCry  k'ndlV  f°r  the  discussio"  J™  have  given 
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/""•  IS.  Stone,  M.  D.,  inth,  Chan 
Dr.  G.  Broun  Miller  presented  a  specimen  of 

UTERUS  WITH  TUBE  AND  OVARY  REMOVED  DURING  TH1 
'"       -IKt'AI.    PERIOD. 
An   unmarried   unman  of  thirty   years,   a  patient  of  Dr    7    T 
Sowers,  was  seen    by  me    ten   days  ago      She   is   -,   „   ",  V' 
employee,  and    complained    of   hemorrhages  It   h«   P°M  """'V 
periods    with    dizziness,  shortnes?T  brelth  V   mens*f"al 

disturbance  of  digestion,   and   .,„,  1  ^hT^  fshShJ 


662  TRANSACTIONS    OF    THE 

but  heard  less  distinctly  over  the  whole  cardiac  region.  The 
heart  was  not  perceptibly  enlarged.  The  subclavian  and 
carotid  arteries  especially  upon  the  left  side  showed  very  visible 
pulsation  and  the  murmur  could  be  heard  indistinctly  in  them. 
A  slight  nervous  hum  could  be  heard  over  the  iugulars. 

The  pulse  was  regular,  of  weak  quality  with  a  rate  of  no 
to  1 20  beats  per  minute.  The  examination  was  otherwise 
negative. 

She  was  put  to  bed,  given  food  at  frequent  intervals  and  iron 
in  large  quantities.  Her  hemoglobin  in  eight  days  had  increased 
to  50  per  cent.,  and  as  she  had  yesterday  the  premonitory  signs 
of  menstruation,  i.e..  the  discharge  of  a  considerable'quantity 
of  blood-stained  mucus  per  vaginam  and  her  usual  pelvic  dis- 
comforts which  precede  the  flow,  I  operated  this  morning. 

The  conditions  found  at  operation  were  to  me  se  interesting 
that  I  report  the  case.  The  peritoneal  cavity  in  its  lowei 
portion  and  the  pelvic  cavity  contained  a  considerable  quantity 
of  serum  stained  by  the  dark  blood  as  is  seen  in  cases  of  ruptured 
tubal  pregnancy.  There  were  no  blood  clots  to  be  seen  how- 
ever, and  the  amount  of  blood  was  much  smaller  than  is  usually 
seen  in  such  cases.  Both  tubes  were  markedly  distended  with 
this  same  dark  fluid  blood,  they  being  as  large  as  the  average 
pus  tube,  measuring  nearly  an  inch  in  diameter  at  their  largest 
portions.  The  fimbriated  end  of  the  right  tube  was  closed, 
being  as  you  can  see  in  the  specimen  adherent  to  the  ovary. 
The  fimbriated  end  of  the  left  tube  was  open  but  the  mucosa 
of  the  tube  looked  swollen  and  slightly  inflamed.  The  uterine 
cavity  contained  besides  the  fibroid  a  considerable  quantity 
of  this  same  dark  blood.  The  left  ovary  showed  a  freshly 
ruptured  follicle  and  the  right  ovary  a  small  cyst.  the  body 
of  the  uterus  with  the  right  tube  and  ovary  were  removed. 

The  case  presented  to  me  several  interesting  conditions  to 
which  I  wish  to  call  your  attention.  Were  the  distended  lubes 
filled  with  menstrual  blood  which  regurgitated  from  the  uterine 
cavity  or  did  these  tubes  take  an  actual  part  in  menstruation, 
contrary  to  what  the  physiologists  tell  us!J  The  blood  of  men- 
struation is  supposed  to  come  only  from  the  uterine  mucosa. 
The  closed  tube  in  the  right  side  and  the  slightly  swollen  one 
on  the  left;  did  these  indicate  that  it  is  this  regurgitated  men- 
strual blood  which  produces  many  of  the  adherent  and  inflamed 
tubes  which  are  so  common  in  fibroid  tumors  of  the  uterus? 

The  heait  condition  was  to  me  interesting  also.  1  believe  it 
to  be  a  hemic  murmur.  She  took  the  anesthetic  will,  and  her 
pulse   was  slowei    and   fuller  al    the  end   of   the  operation   than    I 

have  felt  it  since  I  first  saw  her. 

The  rapid  increase  in  hemoglobin  was  interesting  also  as  in 
eight  days  it  increased  from  30  to  50  per  cent.  As  it  was  fust 
taken  al  least  one  week  after  the  end  of  menstruation  the  per 
1  entage  of  hemoglobin  immediately  after  the  period  had  perhaps 
been  considerably  lower  than  30  per  cent 
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DISCUSSION. 

tot  £X,£?t5etlWSit  T  P°SSible  ^  menstr"al  blood 
and  peritonkis  P"*™*  C£mty  causinK  dysmenorrhea 

est*?*  AIf Ethpaid,th-at  E  SlUdy  °f  the  tube  wo'uld  be  very  inter- 
S  hi  tubes  musfr  ?"dsK°f  the -tube  were  closed  the  blood 
in  trie  tubes  must  be  of  tubal  origin  and  show  that  the  tnhnl 

ZIT%  ^rtlC1Pated  in  the  menstrual  changes.  the     the 

hand    if  the  tubes  were  open  at  that  end  unless  the  mucosa  ot 

utrus^  X  £"*«**  nothi"S  ™uld  be     ^"th 
uterus  in   this  case  seemed  especially  favorably  constructed  on 

DR.  W.  M.  Sprigg  read  the  essay  of  the  evening  on 

VAGINAL   CESAREAN   SECTION* 

with  the  report  of  four  cases. 

DISCUSSION. 

thin  in  ,thl  hemorrhage  and  infection  were  no  greater 

uian  in  other  forms  of  operative  delivprv      tn»  a  r       , 

operation.     He  did  not   thint  ,t   n„  um  the 

rcrg^^ 

Station  of IKviS  did fnotS,       ",re:"'    SeCti°n-     That 
,x  "Kl  n,,t  &lve  the  prompt  cessation  of  the 

*  bee  original  paper,  page  606. 
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convulsions  that  followed  the  more  prompt  removal  of  the  child. 
He  had  done  his  second  Cesarean  section  on  the  same  patient 
two  weeks  ago.  One  point  in  favor  of  the  vaginal  section  was 
the  absence  of  adhesions  after  the  operation.  As  contraindi- 
cations to  the  operation  he  considered  cancer  of  the  cervix, 
pelvic  masses,  and  obesity. 

Dr.  Sothoron  asked  if  there  was  any  difficulty  in  the  delivery 
of  the  placenta  after  the  vaginal  operation. 

Dr.  Wall  had  a  patient  with  marked  hypertrophy  of 
the  cervix  in  whom  he  anticipated  great  trouble  from  dilatation 
at  the  first  stage  of  labor.  He  asked  if  that  could  .fairly  be 
considered  an  indication  for  vaginal  section. 

Dr.  Fry  had  had  one  case  of  marked  obesity  in  which  he  had  done 
a  vaginal  Cesarean  section  and  had  taken  but  six  minutes  for  the 
extraction  of  the  infant  and  twenty  for  the  closure  of  the  wound. 

Dr.  Miller  said  that  in  cancer  cases  he  thought  the  ab- 
dominal route  certainly  gave  a  much  better  exposure  for  the 
radical  removal  of  the  uterus  that  was  indicated.  He  thought 
that  in  dilatation  of  the  cervix  complete  manual  dilatation  was 
not  usually  feasible,  the  final  dilatation  being  done  by  the  head 
of  the  child  and  the  forceps  and  the  child  paid  the  penalty. 
He  spoke  of  the  danger  of  cystitis  from  separation  of  the  bladder 
from  the  uterus. 

Dr.  White  asked  how  much  hemorrhage  followed  these  cases 
and  whether  there  was  any  later  disturbance  of  the  pelvic 
organs.  He  suggested  injection  of  colored  water  into  the 
bladder  before  ending  the  operation  to  determine  the  possible 
existence  of  laceration  of  the  bladder. 

Dr.  Sprigg  said  that  the  placenta  could  be  expressed  by  the 
usual  Credo  method.  As  to  the  amount  of  hemorrhage,  in  only 
one  case  was  there  bleeding  enough  to  need  gause  packing  to 
control  it  before  the  sutures  were  introduced.  He  said  that 
two  of  his  eases  had  been  women  each  weighing  over  200  pounds 
so  that  that  degree  of  obesity  was  not  a  contraindication. 
As  to  the  postoperative  gynecological  history  one  of  his  cases 
had  had  a  miscarriage  from  accident  one  year  after  operation  but 
that  was  the  only  gynecological  complication  of  which  he  knew. 


\l<  1  lint!  0}  A  pnl  id.   1  goo. 
Ih,   I',,  rttfi  1,1,  I    S.  Stoni  .  M.  Ii..  in  the  ('Inn 
Dr.  A.  F.  A.  King  read  the  paper  of  the  evening  on 

I  HIGH    PRESSURE    IN    I  ABI  >i<" 
DISCUSSION. 

Id'  J.  T,  Johnson  in  discussing  the  paper  agreed  with  Dr. 
King  that  meddlesome  medicine  was  always  bad  practice,  He 
thought  that  the  attempt  to  follow  natural  courses  had  led  to 
the  modern  type  of  Labor  and  the  treatment  of  the  cord  that 
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led  to  its  drying  up  without  infection.  He  thought  that  thigh 
pressure  was  an  important  factor  in  labor,  and  cited  a  case  of 
difficult  labor  where  preparatory  to  the  application  of  the 
forceps  and  anesthesia  the  patient  got  out  of  bed  and  kneeled 
at  its  side  to  say  her  prayers  whereupon  she  promptly  delivered 
herself.  He  also  remembered  another  case  where  there  had 
been  a  transverse  presentation,  one  of  the  arms  projecting. 
Under  treatment  the  uterus  was  ruptured  and  the  intestine 
prolapsed.  Following  that,  however,  the  child  was  delivered 
and  the  mother  recovered. 

Dr.  T.  C.  Smith  did  not  agree  with  Dr.  King  in  any  particular. 
Dr.  King  would  return  to  the  ways  of  nature,  but  the  tying  of  the 
curd  was  no  injury  if  it  subsequently  was  treated  properly  and 
kept  dry.  The  frequency  of  vaginal  examination  was  not  harm- 
ful providing  it  was  done  with  perfect  asepsis  and  it  certainly 
was  most  valuable.  The  squatting  posture  during  labor  was 
natural  only  to  those  having  no  beds,  and  thigh  pressure  could 
not  be  more  effective  than  pressure  with  the  educated  hands  of 
the  accoucheur.  He  thought  that  Dr.  King's  theories  needed 
confirmation  by  case  experience. 

Dr.  Stone  said  that  Dr.  King  often  was  able  to  foresee  things 
that  the  rest  of  us  had  to  wait  for.  It  was  not  justifiable  to  draw 
any  conclusions  from  a  few  cases,  and  as  yet  it  did  not  seem  ap- 
propriate either  to  adopt  and  practise  Dr.  King's  tenets  untried 
or  to  deny  them  fair  trial.  In  animals  the  value  of  thigh  pressure 
was  not  shown  but  it  was  known  that  the  squatting  posture  did 
change  the  angle  of  the  sacrum  in  relation  to  the  rest  of  the  pelvis 
and  such  a  factor  might  be  an  aid  in  delivery. 

Dr.  Sothoron  did  not  understand  that  Dr.  King  would 
abandon  operative  treatment  in  indicated  cases  but  only  in 
normal  conditions  where  nature  could  be  made  to  do  more  work 
than  was  expected  of  her. 

Dk.  Prentiss  called  attention  to  the  fact  that  Dr.  King's  sug- 
gestion of  the  thigh  flexed  position  was  just  the  opposite  of  that 
recommended  by  Walcher  and  that  it  might  well  be  of  great 
value  in  certain  cases. 

Dr.  Cook  did  not  understand  that  a  claim  had  been  made  for 
thigh  pressure  as  a  cure  for  all  obstetrical  troubles  but  only  that 
it  would  save  some  complications 

Dr.  Sprigg  thought  that  flexion  would  modify  pelvic  diame- 
ters and  that  thigh  pressure  was  useful  in  the  late  stages  of  labor. 

Dr.  King  had  not  considered  any  deformity  or  abnormal 
pelvis  conditions.  He  had  recommended  thigh  pressure  espe 
cially  for  transverse  presentations.  Here  he  would  have  the 
patient  squat  with  thai  foot  forward  which  was  on  the  side  of  the 
breech.  The  marked  thinning  of  the  lower  uterine  segment  in 
protracted  labor  he  thought  would  be  avoided  by  the  squatting 
posture  which  tended  to  press  the  uterus  together.  The  squat- 
ting posture  also  would  tend  to  obviate  the  troubles  arising  from 
a  short  cord,  and  many  of  the  forceps  operations. 

7 
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Mi  eting  of  May  j,  1909. 
The  President,  I.  S.  Stone,  M.  D.,  in  tkt  Chair. 
Dr.  Balloch  read  the  essay  of  the  evening 

EPITHELIOMA    OF   THE  VULVA.* 
DISCUSSION. 

Dr.  Miller  spoke  of  the  rarity  of  the  condition  as  a  primary 
growth,  though  it  was  not  so  uncommon  after  cancer  of  the 
uterus.  The  involvement  of  the  glands  was  usually  extensive  on 
account  of  the  rich  vascular  supply  of  the  vulva.  For  the  cure  of 
the  condition  some  comprehensive  and  systematic  removal  of  all 
the  possible  glands  and  as  much  of  the  bladder  and  urethra  as 
necessary  should  be  tried,  but  he  knew  of  no  classical  description 
of  such  an  operation. 

Dr.  Vaughan  had  had  one  case  of  primary  epithelioma  of  t  lit 
vulva  starting  in  the  right  labium  majus  in  a  woman  fiftv  years 
of  age.  He  did  an  extensive  operation,  removing  all  of  the 
labium  majus  and  the  inguinal  glands  on  that  side,  but  the  grow  ih 
recurred  inside  of  a  year.  The  nearest  approach  to  a  classical 
operation  was  that  described  for  the  penis  cases,  with  eradication 
of  all  the  external  genitals  and  inguinal  glands  and  bringing  the 
urethra  out  on  the  perineum  just  in  front  of  the  anus. 

Dr.  Stone  cited  a  case  of  primary  cancer  of  the  clitoris  and 
showed  a  drawing  from  a  microphotograph  of  a  section  of  the 
tissue.  When  first  seen  the  clitoris  was  eaten  awa\  and  the 
labium  majus  involved.  No  involvement  of  the  glands  could  be 
made  out.  Inside  of  a  year  recurrence  followed  the  firsl 
tion  and  a  second  radical  operation  was  done,  removing  all 
possible  glands  in  the  inguinal  and  femoral  regions  but  not  the 
pelvic  glands.  In  another  year  there  was  again  recurrence  in 
the  femoral  region  which  had  again  been  removed.  No  recur- 
rence in  the  subsequent  year  had  yet  appeared.  In  this  case 
there  was  no  pruritus.  Recently  he  had  seen  a  case  of  primary 
cancer  of  the  vagina  under  the  urethra  which  had  not  come  to 
operation. 

IM:  Ainu  called  attention  to  the  similarity  between  epithe 
lioma  of  the  \  ulva  and  that  of  other  parts  of  the  body.  The  con 
owths  on  the  two  labia  were  simular  to  the  appearanc*  ^i 
the  multiple  growths  in  epithelioma  of  the  face,  lie  cited  one 
ca  e  thai  seemed  to  point  distinctly  to  the  infectious  nature  of  the 
disease  when  a  patienl  with  epithelioma  of  the  eye  developed 
epithelioma  of  the  eai  on  the  same  side  and  one  or  two 
epitheliomatous  patches  on  the  cheek  of  the  same  side  later. 
while  tin  opposite  side  of  the  face  remained  practically  clean. 
This  he  interpreted  as  a  case  of  infection  by  the  hand  from  tin- 
eve   to  the  ear  and   the   face         The   fact    that    the  second  growth 

appeared  at  a  distance  from  the  eye  and  on  an  isolated  part  with 
terminal  vessels  seemed  to  point  strongly  to  an  external  infection 


WASHINGTON    OBSTETRICAL    AND    GYNECOLOGICAL    SOCIETY.       667 

and  not  a  spread  through  the  tissues  to  the  secondary  focus. 
Another  point  of  similarity  with  the  epitheliomas  of  the  skin  in 
general  was  the  slow  involvement  of  the  glands.  In  view  of  this 
general  similarity  and  the  remarkable  good  results  from  the 
treatment  of  epithelioma  by  radiotherapy  he  took  issue  with  the 
essayist  on  the  point  of  treatment  and  thought  that  radiotherapy 
deserved  a  distinct  consideration  and  ought  to  offer  as  good  re- 
sults if  not  better  than  operation.  Epithelioma  of  the  skin  in 
general  was  cured  in  90  per  cent,  of  the  cases  by  radiotherapy, 
and  if  anywhere  near  one-half  as  good  results  were  obtained  in 
the  vulval  cases  it  certainly  should  not  pass  unmentioned. 

Dr.  Bovee  said  that  he  discredited  the  statistics  of  the 
radiotherapists.  The  most  hopeful  results  and  the  most  hopeless 
were  those  that  were  written  up.  He  thought  it  very  doubtful 
if  90  per  cent,  of  the  cases  of  epithelioma  were  cured.  He  had 
had  twelve  cases  of  epithelioma  of  the  vulva  operated  on,  none  of 
them  cured.  The  last  was  an  involvement  of  the  vestibule  and 
clitoris  in  a  woman  of  twenty-live  years  and  had  been  diagnosed 
tuberculosis  and  syphilis  before  operation.  It  had  been  removed 
by  cautery  which  caused  considerable  disfigurement,  but  he 
thought  offered  the  most  hope.  He  did  not  think  the  condition 
curable  after  a  few  months  of  growth.  No  radical  operative 
procedure  seemed  justifiable,  and  so  he  did  only  palliative 
operations. 

Dr.  White  took  exception  to  the  term  infection  as  used  by  Dr. 
Abbe  and  thought  that  the  case  cited  showed  an  implantation 
rather  than  an  infection. 

Dr.  Stone  said  that  the  society  would  be  glad  to  have  some 
of  the  cases  of  cured  epithelioma  presented. 

Dr.  Balloch  in  closing  said  that  he  had  reported  the  case  in 
fear  and  trembling  because  the  patient  had  died,  but  no  one  else 
seemed  to  have  done  any  better.  He  thought  that  prevention 
of  vulval  irritation  offered  the  best  line  of  treatment  in  pre- 
venting the  occurrence  of  the  disease.  He  did  not  believe  that 
any  radical  operation  would  be  practical.  He  doubted  the 
efficacy  of  radiotherapy  and  still  thought  the  knife  would  give 
better  results. 


/  May  2 1,  1909. 
The  President,  1.  S.  Stone,  M.  I).,  in  /he  (hair. 
In     I     \\  i  -i  i ■-,-  Bovee  presented  a  specimen  of 

MUCOID    OR    HYAII.l       DEGENERATION    OF    UTERINE    FIBROMA 
WITH   TWISTED    PEDICLE. 

M.  J.,  colored,  widow,  forty  years  of  age,  was  admitted  to 
Columbia  Hospital,  May  18,  1909,  suffering  from  metrostaxis. 
Her  only  pregnancy  ended  with  the  normal  birth  of  a  living  child 
in  1888,  and  she  has  been  a  widow  since  1897.     During  the  past 
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five  years  the  menstrual  periods  have  increased  in  duration, 
sometimes  lasting  more  than  two  weeks  and  have  been  irregular 
as  to  frequency,  varying  from  three  weeks  to  more  than  two 
months.  The  last  period  was  from  May  2  to  May  18.  She 
has  suffered  considerably  with  pain  in  the  right  lower  quadrant 
of  the  abdomen  at  the  menstrual  periods.  At  times  it  extended 
down  the  thigh.  An  examination  revealed  the  cervix  higher 
than  normal  and  the  pelvis  filled  by  a  mass  of  fibroids  practically 
fixed.  Above  this  mass  which  extended  well  up  out  of  the  pelvis 
was  a  rounded,  smooth,  freely  movable  mass  about  four  inches 
in  diameter,  the  movement  of  which  in  an  upward  direction 
beyond  the  umbilicus  seemed  to  be  limited  by  an  attachment. 
It  seemed  to  be  freely  movable  in  all  other  directions.  Hema- 
globin,  50  per  cent.  On  opening  the  abdomen  this  morning  by 
an  incision  extending  from  the  pubes  to  above  the  umbilicus,  the 
last-mentioned  mass  was  easily  brought  through  the  abdominal 
opening  and  appeared  to  be  attached  to  the  top  of  the  uterus  a 
little  behind  the  right  tubouterine  junction.  The  mass  was 
purple  in  color,  very  soft,  nonadherent,  and  its  pedicle  was 
about  two  inches  in  length,  slightly  conical  in  shape,  and  at  the 
end  attached  to  the  uterus,  had  a  diameter  of  about  one  half  inch. 
It  was  about  as  soft  in  consistency  as  was  the  tumor.  Another 
growth  fairly  dense  was  attached  to  the  anterior  wall  of  the 
uterus  and  was  about  three  inches  in  diameter.  It  was  of  the 
subserous  variety.  The  largest  growth  was  one  developed 
from  the  posterior  wall  of  the  uterus  and  extended  down  into 
the  culdesac  to  which  it  was  quite  firmly  adherent.  It  was  of 
about  the  size  of  the  head  of  a  full  term  fetus.  The  tension 
on  the  round  and  upper  portion  of  the  broad  ligaments  was 
unusually  great.  The  tumors  and  the  body  of  tin-  uterus  were 
therefore  removed  by  clamping  and  severing  the  right  broad 
ligament  close  to  the  uterus,  separating  adhesions  in  front  con 
traded  with  the  bladder  and  parietal  peritoneum,  cutting 
through  the  cervix  from  right  to  left  and  severing  the  left  broad 
ligament  in  a  manner  similar  to  that  of  the  right  except  in  the 
reverse  direction.  On  account  of  general  and  very  dense 
adhesions  of  the  appendages  a  righl  hydrosalpinx  was  but 
partially  removed.  The  ovarieswere  practically  unrecognizable 
and  lift  in  the  woman.  The  tumors  were  now  bisected,  and 
it  was  decided  to  remove  tin-  cervix  which  was  done.  Thick 
gauze  was  lightly  packed  in  the  pelvis  and  one  end  pushed  out 
through  the  vagina  with  a  uterine  sound.  <  )n  opening  the 
pediculated  tumor  there  was  at  once  an  escape  of  about  two 
ounces  of  thin  bloody  fluid  From  the  portion  farthest  from  the 
pedicle  Complete  section  of  tin-  tumor  showed  the  remainder 
of  11  to  be  nearly  gelatinous  in  appearance.  The  pedicle  was 
soft,  and  during  manipulations  of  the  tumor  before  removal  of 
tin'  specimen  from  the  woman  it  was  several  times  twisted  and 
untwisted  from  one  to  two  complete  revolutions.  I  he  largest 
tumor  was  \,i\  dense,  being  apparent!)  a  typical  fibroma.      The 
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tumor  springing  from  the  anterior  wall  of  the  uterus  was  much 
softer,  apparently  containing  more  muscular  tissue,  and  under 
_<  ling  degeneration. 

The  specimen  is  interesting  by  reason  of  the  following  points: 
i.  Degeneration  of  the  pediculated  growth.  2.  The  existence 
of  a  pedicle  to  that  growth  permitting  its  easy  rotation  with  a 
consequent  twisting  of  the  pedicle,  a  phenomenon  rarely 
observed.  3.  The  unusually  severe  adhesions  of  the  appendage  s 
without  a  history  of  pelvic  peritonitis. 

Dr.  Carr  spoke  of  the  cause  of  pedunculation  as  primarily 
contraction  of  the  uterus. 

Dr.  Abbe  described  a  case  of  pedunculated  fibroid  in  which  the 
pedicle  also  was  extremely  small  and  the  fibroid  so  freely  movable 
that  before  opening  the  abdomen  the  diagnosis  had  been  movable 
kidney,  since  the  fibroid  was  the  size  and  shape  of  a  normal 
kidney  and  the  pedicle  so  long  that  the  mass  could  be  pushed 
up  under  the  ribs. 

Dr.  Stone  remarked  on  the  frequency  of  disease  of  the  ap- 
pendages in  fibroids. 

Dr.  Wood  suggested  that  the  rotation  of  the  fibroid  might  be 
due  to  the  filling  and  evacuation  of  the  bowel  which  would  dis- 
place the  pelvic  masses  on  the  left  side. 

Dr.  Bovee  in  closing  said  that  in  this  case  the  mass  with  the 
twisted  pedicle  had  been  outside  of  the  pelvis.  In  many  cases 
there  was  found  associated  with  fibroids  disease  of  the  appendages 
without  history  of  pelvic  inflammation.  This  might  be  because 
the  inllammation  occurred  years  ago  and  had  been  forgotten  or 
that  the  pelvic  inllammation  was  set  up  by  the  fibroids.  But  not 
one-third  of  the  cases  of  fibroids  in  the  series  of  5,000  cases  re- 
ported by  Noble  were  associated  with  disease  of  the  appendages. 

Dr.   Truman  Abbe  presented  a  paper  on 

PANCREATITIS.* 

Dr.  VauGHAN  thought  one  of  the  main  lessons  to  be  learned 
from  the  recent  studies  on  pancreatic  inflammation  was  not  to 
allow  patients  witli  symptoms  of  gall  stones  to  go  without  opera- 
tion. Small  stones  lodging  in  the  papilla  of  Yater  acted  as  ball 
valves,  and  while  no1  giving  jaundice  did  lead  to  infection  of  the 
pancreas.  The  cases  of  pancreatitis  were  not  so  commonly  found 
but  were  recognized  by  Robson  and  Movnihan.  lie  had  had 
three  cases  of  acute  pancreatitis  all  of  which  had  died :  one  on  the 
table;  one  an  hour  later,  and  the  oilier  not  much  later.  Of  his 
chronic  cases  all  had  gotten  well  after  drainage  of  the  bile  duel  - 
He  had  had  one  peculiar  case  in  a  man  sixty  four  years  of  age 
who  had  been  in  good  health  except  for  mental  trouble.  lie  had 
had  four  attacks  at  intervals  of  about  two  months  each  with  ab- 
dominal cramps,  but  no  vomiting,  until  the  last  attack  which  was 
also  accompanied  with  diarrhea.  The  skin  was  sallow  but  not 
jaundiced,  and  there  was  some  fever.  There  was  an  ill-defined 
'   original  article,  page  621. 


670      WASHINGTON    OBSTETRICAL    AND    GYNECOLOGICAL   SOCIETY. 

mass  below  the  liver  to  the  right  of  the  navel  which  was  tender 
and  suggested  stones  in  the  gall-bladder,  ulcer  of  the  duodenum, 
pancreatitis  or  appendicitis.  At  operation  the  gall-bladder  was 
found  contracted  and  surrounded  by  adhesions,  and  there  was  an 
abscess  behind  the  duodenum  in  the  head  of  the  pancreas.  It 
contained  about  a  half-pint  of  chocolate-colored  pus.  There  was 
fat  necrosis  of  the  omentum  and  peritoneum.  The  gall-bladder 
contained  pus  and  calculous  material.  There  was  no  evidence 
of  obstruction  of  the  common  duct. 

Dr.  Bordex  said  that  inflammation  of  the  pancreas  was  taking 
the  place  occupied  bv  appendicitis  some  twenty  years  ago.  Then 
appendicitis  was  not  recognized  much  oftener  than  pancreatitis 
is  now.  Cammidge  and  Robson  claim  that  about  58  per  cent, 
of  all  cases  of  gall-stones  are  associated  with  pancreatitis  as  found 
on  postmortem  examination.  The  Mayos  found  pancreatic 
disease  by  palpation  at  operation  in  19  per  cent,  of  all  gall-stone 
cases,  but  many  cases  of  pancreatitis  arc  not  shown  by  gross 
lesions.  Pancreatic  disease  must  be  expected  and  looked  for 
whenever  gall-stone  symptoms  are  found.  Chronic  pancreatitis 
may  exist  without  gall-stones  so  that  even  after  the  gall-stone 
colic  is  over,  if  the  pancreatic  symptoms  persist,  there  is  still  need 
of  operative  drainage  of  the  gall-bladder. ■  Jaundice  occurred  in 
two-thirds  of  all  cases  of  pancreatic  disease,  for  in  that  pe :  cent. 
the  common  bile  duct  ran  through  the  luad  of  the  pancreas. 
The  presence  of  diabetes  in  disease  of  the  pancreas  should  always 
be  looked  for,  but  the  cases  of  pure  pancreatic  diabetes  did  not 
run  as  rapid  a  course  as  other  types.  He  had  seen  one  case  of 
acute  pancreatitis  with  a  sudden  onset  of  violent  epigastric  pain 
going  through  to  the  back,  not  to  the  right  shoulder.  There  was 
collapse,  and  the  diagnosis  of  acute  intestinal  obstruction  was 
made  before  operation.  Put  on  Opening  the  abdomen  tli 
found  arterial  and  venous  engorgement  and  edema  around  the 
head  of  the  pancreas.  The  colon  was  elevated  and  a  huge 
cigarette  drain  inserted.      The  patient  recovered. 

lip  v'  irk  said  mild  grades  of  pancreatitis  were  fairly  common 
and  that  the  absolute  differential  diagnosis  was  not  necessary 
as  all  t lie  similar  conditions  needed  operation.  The  drainage 
of  the  gall-bladder  on  the  skin  was  the  operation  of  choice. 

Dr.  Wood  suggested  that  as  the  presence  of  the  bile  in  the 
intestinal  secretion  doubled  its  efficacy  so  when  the  bile  was 
forced  into  the  pancreas  and  there  mixed  with  the  pancreatic 
secretion  that  there  was  an  increased  digestion  of  the  epithelium 
of  the  pancreatic  duel,  and  hence  the  tendency  to  hemorrhage 
He  thought  thai  every  ease  of  gall-stone  needed  operation,  if 
ihe  stone  was  lefl  in  the  persistent  irritation  tended  to  produce 
cancel  lie  said  thai  the  ease  operated  on  by  Dr.  Vaughan  in 
which  the  biliary  tract  had  been  found  normal  and  an  ectopic 
pregnancy  discovered  now-  appealed  to  him  as  one  of  secondary 
pancreatitis.  Ihe  patienl  had  had  another  attack  simulating 
gall  stone  colic,  and  examination  of  the  urine  showed  a  positive 
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Cammidge  reaction.  The  patient  was  now  taking  urotropine, 
but  had  not  been  operated  on  again. 

Dr.  Wall  had  seen  one  instance  of  acute  pancreatitis  in  which 
the  patient  had  lain  in  collapse  without  any  palpable  radical 
pulse  for  three  days  and  asked  if  that  was  common  in  these  cases. 

Dr.  Abbe  in  closing  said  that  the  collapse  of  these  acute 
pancreatic  hemorrhage  cases  was  extreme  and  the  low  blood 
pressure  might  easily  make  the  pulse  impalpable  at  the  wrist 
for  some  time  but  did  not  know  that  there  was  anything  peculiar 
to  pancreatitis  in  the  long  pulseless  stage.  In  regard  to  Dr. 
Wood's  case  the  evidence  seemed  to  be  increasing  in  favor  of  the 
diagnosis  of  pancreatitis  and  operation  was  certainly  indicated. 
The  use  of  urotropin  was  probably  as  reasonable  as  any  form  of 
medication  since  it  was  known  to  sterilize  the  bile. 
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New  Ymkk  Association  for  the  Blind.  Special  Committee 
on  Prevention  <  >f  Blindness.  Children  Who  need  not 
have  been  Blind.  Prevention  A  Public  Di'TV.  Janu- 
ary, 1909. 

This  short  pamphlet  has  been  issued  in  the  hope  of  again 
calling  attention  to  the  fact  that  one-quarter  of  all  the  blind 
children  in  all  the  blind  schools  of  this  country  arc  unnecessarily 
blind.  Apparently  not  only  ignorant  midwives  have  been  at 
fault,  but  also  members  of  the  medical  profession.  When  so 
simple  and  inexpensive  a  measure  as  Credeing  is  all  that  is 
required,  our  mission  appears  not  only  incredible  but  warrants 
legal  action  for  negligence.  The  committee's  action  in  striving 
for  public  education,  cooperation  of  medical  societies,  and 
adequate  legal  measures  is  to  be  warmly  indorsed  and  encouraged. 

R.  T.  F. 

Abhandlungen    aus    dem    Gebiete    der    Gebtrtshilfl    !  \I> 

Gynakologie.      Mitteilungen    aus    der    zweiten  Frauenklinik 

der   Koniglichen    Ung.     Universita.1    zu    Budapest.     Heraus 

gegeben  von   Prof.    Dr.   W.  Tauffer,    Direktor  der   Klinik. 

Band  I,  Heft.  1.     Octavo,  pages 304.     S.  Karger,  Berlin,  [909. 

This  report  begins  with  an  article  by  Tauffer  upon  the  advan 

tages  of  conservative  vs.  radical  operation  in  uterine  myomata, 

based   Upon   750  cases.      After  carefully   reviewing  this  material 

and  showing  that  severe  menopause  symptoms  may  be  looked 

for  in  30  per  cent,  of  the  cases  after  radical  operation,  and  that 

nearly   20  per  cent,    of   women    who   have   had    myomectomies 

performed    conceive    after    operation,    the    author    vet    confesses 

1  just  as  Winter  has  done)  that  he  is  an  advocate  of  the  radical 

operation. 

Toth   reviews   the  operations  for  bladder  and   other   vaginal 
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Astute  performed  during  the  last  twenty-five  years  embracing 
158  cases,  some  of  them  of  great  interest. 

Scipiades  discusses  rupture  of  the  uterus  (ninty-one  cases), 
concluding  that  nonoperative  treatment  is  preferable  in  both  the 
incomplete  and  complete  variety.  R.   T.   F. 

Blutungen    und    Ausfluss    aus    dem    Uteris.      Ihke    Ur- 

SACHEN  und  Behandlung.    Von  Hofrat  Dr.  A.  Theilhaber. 

Octavo,   pages  87,   with   9  illustrations  and  4  plates.     Price, 

2.50  marks.      Ernst  Reinhardt,  Mtinehen,  1909. 

This  interesting  monograph  contains  the  gist  of  Theilhaber's 
studies  which  have  appeared  scattered  through  the- literature 
for  the  last  ten  years  or  more. 

The  author  draws  attention  in  the  first  place  to  the  great 
physiological  variations  of  all  parts  of  the  normal  uterus  during 
the  various  periods  of  life — infancy,  puberty,  puerperium. 
climacterium  and  old  age;  secondly,  to  the  theory  that  the 
duration  and  amount  of  hemorrhage  is  dependent  upon  the 
muscular  sufficiency  or  insufficiency  of  the  uterus.  During 
infancy  and  senility  the  musculature  is  least  developed,  the 
vessels  have  the  smallest  lumen;  during  the  childbearing  period 
both  muscles  and  vessels  attain  their  maximum.  Such  uteri  as 
contain  much  connective  tissue  and  little  muscle  readily  become 
hyperemic  and  are  unable  to  perform  their  function  properly 
during  menstruation.  Uterine  myomata  cause  hyperplasia  of 
the  muscle  fibers  and  therefore  no  bleeding  occurs  unless  the 
fibroid  develops  submucously.  At  the  onset  of  tubal  trouble 
the  uterus  is  soft  and  hyperemic,  later  connective  tissue  develops, 
causing  "myofibrosis,"  both  conditions  naturally  favoring  an 
increase  of  bleeding.  Increase  of  connective  tissue  growth  is  a 
regular  preclimacteric  change,  while  hypoplasia  of  the  muscula- 
ture is  common  in  young  chlorotic  girls,  who  in  addition  often 
produce  vascular  engorgement  by  onanistic practices.  It  will  be 
seen  from  the  above  thai  Theilhaber  ascribes  all  menorrhagic 
or  metrorrhagic  troubles  to  disproportion  between  vascular  and 
muscular  constituents  of  the  uterus  He  furthermore  denies 
importance  to  diffuse  endometrial  change's,  the  sclerosis  of  the 
blood  vessels,  to  ovarian  hyperactivity,  etc.,  and  to  pelvic 
inflammations  unless  a  great  increase  of  the  pelvic  blond  supply 
is  directly  caused  by  the  lattei  trouble.  Local  conditions  such 
as  polypi,  carcinoma  and  sarcoma  naturally  can  produce  hemor- 
rhage. Nervous  influences  may  affect  the  menstrual  function 
by  either  raising  or  lowering  the  general  blood  pressure,  causing 
local  vaso  dilatatii  m .  etc 

I  i'ii  orrhea  is  produced  by  hypersecretion  from  the  uterus  in 
venous  stasis,  metritis,  circulatory  disturbance  due  to  psychical 
or  erotic  causes,  chlorosis,  etc.,  by  true  endometritis,  almost 
invariably  of  gonoi  rheal  origin. 

The  treatment  advocated  differs  but  little  from  that  generally 
accepted  and  practised.     Considerable  efficiency  is  ascribed  to 
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intrauterine  applications  of  zinc  chloride  or  formaline.  In 
chronic  gonorrhea  application  of  silver  salts  is  advised.  <  'l 
course  general  measures,  change  of  climate,  baths  and  douches 
are  also  recommended. 

This  monograph,  based  as  it  is  upon  many  years  of  clinical  and 
laboratory  investigation,  well  merits  careful  perusal;  and 
though  perhaps  further  study  may  show  that  all  uterine  hemor- 
rhages may  not  exactly  conform  to  the  author's  classification, 
these  explanations  are  by  far  the  most  satisfactory  thus  far 
advanced.  K.    1 .  F. 

New-World  Science  Series.  Hyman  Physiology.  An 
Elementary  Text-Book  of  Anatomy,  Physiology,  and 
Hygiene.  By  John  W.  Ritchie,  Prof,  or  Biology,  College 
of  William  and  Mary.  Virginia.  Small  octavo,  pages  362. 
Illustrated  by  Mary  II.  Willman.  World  Book  Co.,  Yonkers, 
1909. 

This  little  book  is  satisfactory  because  it  states  elementary 
facts  in  a  clear,  concise  and  connected  way.  Without  confusing 
the  pupil,  a  careful  study  of  its  pages  will  render  him  familiar 
with  the  essentials  of  the  three  sciences  dealt  with,  and  will  also 
impress  him  with  the  great  practical  value  of  their  daily  appli- 
cation. The  tobacco  and  alcohol  questions  are  discussed 
fairly  and  without  exaggeration.  The  concluding  chapters  on 
germ  diseases  are  of  particular  value.  R.   T.  F. 

LEHRBUCH     DER     SPECIELLEN     PSYCHIATRIE,     FUR     STUDIERENDE 

und  Aerzte.     Von   Prof.    Dr.   Alexander  Pilcy.     Zweite 
verbesserte  Auflage.      Leipzig  und  Wien,  Franz  Deutike,  1909. 
This    book    is    written    according    to    the    classification    and 
teachings   of   the    Vienna   School   of   Psychiatry.     The   work    is 
intended    to   serve   the   needs   of   the   general   practitioner,   and 
therefore  only  such  data  as  will  appeal  to  his  interest  are  intro- 
The  author  has  eliminated  all  the  general  features  of 
the  subject,   pathological   anatomy   and    (surprising  for  a  Teu- 
tonic book)  all  references  to  the  literature.     The  author  plunges 
directly  into  the  discussion  of  the  psychiatric  diseases,  and  pays 
special  attention  to  symptomatology,  differential  diagnosis  and 
therapy.     The  text  is  lucid,  the  exposition  interesting  and  the 
therapy  is  far  from  nihilistic.      It  is  a  book  which  can  be  cordially 
recommended  for  the  purposes  for  which  it  is  intended.     E.   M. 

Bier's  Hyperemic  Treatment  in  Surgery,  Medicine,  and  All 
the  Specialties:  A  Manual  of  its  Practical  Appli 
catk>.\.  By  Willy  Meyer,  M.  D.,  Professor  of  Surgery 
at  the  Xew  York  Post-Graduate"  Medical  School  and  Hospital, 
and  Professor  Dr.  Victor  Schmieden,  Assistant  to  Professor 
I'.hi  at  Berlin  University, Germany.  Second  Revised  Edition. 
Octavo  of  280  pages,  illustrated.  Philadelphia  and  London, 
W.  B.  Saunders  Company,  1909.  Cloth,  $3.00  net. 
This  book  was  manifestly  written  as  a  popularizing  measure, 

and  the  authors  have  left  no  stone  unturned  to  achieve  this  end. 
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Anything  that  savors  of  the  abstract  or  of  theory  has  been  east 
to  the  winds;  the  exposition  is  short  and  nicely  systematized; 
there  are  plenty  of  well-executed  and  enticing  illustrations, 
and  finally  the  virtues  of  the  methods  which  they  advocate 
are  extolled  with  a  flourish  and  a  glamor  that  would  make  an 
advertisement  blush  with  modesty.  Bier's  methods  do  not 
require  such  ecstatic  phrases  to  gain  disciples;  on  the  contrary 
the  unequivocal  enthusiasm  which  the  authors  display  through- 
out their  pages  will  onlv  arouse  a  feeling  of  distrust  to  any  one 
with  a  critical  bent  of  thought.  Indeed,  it  can  already  be 
safely  said,  without  entering  too  largely  into  the  question  of  the 
merits  of  hyperemia,  that,  in  dispassionate  hands,  the  results 
obtained  are  not  nearly  as  brilliant  as  those  which  the  authors 
claim  to  have  seen.  In  fact,  reports,  both  verbal  and  published, 
are  creeping  to  this  country  which  indicate  that  even  in  Europe, 
where  hyperemia  has  been  tried  on  a  far  more  extensi  i 
than  in  this  country,  and  where  the  enthusiasm  at  is  inception 
reached  well-nigh  delirious  limits,  this  therapeutic  agent  has 
lost  much  of  its  prestige  and  has  been  abandoned  in  many 
conditions  in  which  at  first  it  was  thought  a  sine  qua  non. 
However  this  may  be,  it  cannot  be  denied  that  hyperemia  is  of 
value  and  that  its  field  of  utility  is  even  a  very  wide  one.  We 
believe,  however,  that  the  authors  would  have  done  greater 
service  to  the  cause  of  hyperemia  had  their  views  been  expressed 
more  temperately 

The  book  is  neatly  gotten  up,  despite  extensive  padding,  and 

affords    an    exceedingly    attractive    aspect.      It    is    unfortunate 

that  the  authors  did  not   avail  themselves  of  some  competent 

person   to   revise   their   English.      It   is  full   of  German    idioms, 

rammar  and  wretched  phrasing.  E.  M 
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Interpretation  of  the   Porro  Uterus  in   Relation  to  the  Third 
Stage  of  Labor.     I).   Berry  Hart  (Edin.  Med.  Jour.,  June,  1909) 

iln    theories  of  the  mechanism  of  the  third  si 
labor.     The  arguments  againsl   the  theory  of  separation  of  the 
placenta  by  direct  shrinkage  of  the  placental  site  are  that  it  has 
been  acknowledged  by  its  chief  advocates  that  the  placenta  does 
not  sepai  1  te  al  a  shrinkage  to  .\"  x  4"  and  it  has  nevei  been  demon 
strated  that  a  greater  shrinkage  than  tins  occurs.      I  he  writei 
holds  thai  when  a  pain  has  died  off,  the  elasticity  of  the  muscle, 
and  especially  oi   tin-  interpenetrating  clastic  tissue,  asserts  it 
self,   and    we   gel    the   softer,    bulkier   uterus,    and,   above   all,   an 
increa  1    in   an  1   "i   the  apposed  internal  uterine  surfaces,   the 
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two  surfaces  sliding  on  one  another  without  separation.  This 
increase  in  area  is  not  participated  in  by  the  nonvascular,  non- 
elastic  placenta,  and  thus  we  get  the  disproportion  between 
placental  site  and  placental  area,  and  the  tearing  of  the  spongy 
layer.  This  occurs  after  each  pain,  until  at  last,  when  both 
membranes  and  placenta  arc  thus  separated,  the  uterus,  gather- 
ing itself  up,  as  it  were,  expels  the  placenta  according  toSchultze's 
or  Duncan's  mechanism,  which  are  really  mechanisms  of  expul- 
sion but  not  of  separation.  As  regards  the  bearing  of  this  theory 
upon  the  management  of  the  third  stage,  he  says  that  the  latter 
may  be  conducted  in  two  ways.  In  the  first  method  the  attend- 
ant grasps  the  uterus  firmly,  brings  on  pain  by  friction  if  he 
thinks  the  uterus  sluggish,  and  reinforces  each  pain  by  pressure. 
This  is  the  active  method  introduced  by  Credc.  In  this  way  the 
third  stage  may  be  shortened,  but  the  practitioner  will  find  that 
he  has  hemorrhage,  and  occasional  retention  of  membranes 
with  all  their  unpleasant  sequelae.  If  the  upper  edge  of  the 
placenta  is  at  the  Fallopian  tube  angle,  he  may  perhaps  expel 
centa  and  membranes,  minus  a  piece  of  the  placenta  the 
size  of  the  tip  of  the  finger,  and  this  piece  may  become  septic. 
The  second  method  is  to  keep  the  hand  permanently  on  the 
uterus  wait  for  pains,  and  not  to  compress  the  uterus  unless 
there  are  indications  for  it,  the  main  one  being  hemorrhage.  The 
size  <'i  the  uterus  should  be  noted,  and  only  when  its  bulk 
markedly  diminishes,  indicating  separation,  should  gentle  expres- 
sion of  tin'  uterus  01  pressure  in  the  suprapubic  region,  according 
as  the  placenta  is  in  the  lower  uterine  segment  or  in  the  vagina,  be 
employed.  This  method  goes  on  the  theory  that  the  placenta 
is  separated  otter  the  pain,  that  hand  pressure  will  not  separate 
it  safely  at  the  time,  and  that  the  safe  time  to  use  hand  grasping 
is  after  i  lie  placenta  has  separated. 

First  Three  Weeks  of  Pregnancy  and  Relation  to  Ectopic 
Gestation.  James  Phillips  (Practitioner,  June,  1909)  gives  an 
outline  of  recent  discoveries  in  regard  to  the  early  development 
of  the  human  ovum.  The  fertilized  and  segmented  ovum  reaches 
the  uterus  while  it  retains  the  dimensions  of  the  unfertilized 
oocyte  and  while  the  future-  embryo  is  represented  merely  by 
a  thickened  band  of  cells.  The  ovum,  having  reached  this 
stage  of  development,  becomes  capable  of  burrowing  into  the 
thickened  uterine  mucosa  and  sets  up  a  process  of  coagulation 
necrosis  in  the  tissue  surrounding  it.  It  thus  excavates  a  cavitj 
whose  size  corresponds  with  that  of  the  rapidly  growing  ovum. 
The  maternal  vessels  are  opened  into,  and  the  extravasated  blood 
nourishes  the  ovum,  and  later  circulates  in  the  primith  c  placental 
sinuses.  When  the  nourishment  of  the  fetus  has  been  assured 
by  the  mingling  of  maternal  and  fetal  tissues,  the  distinctive 
changes  cease  and  embryo,  placenta,  and  uterus  grow  steadily. 
In  ectopic  gestation  the  same  burrowing  of  the  ovum  occurs,  but  it 
is  into  the  thin  tubal  wall  or  occasionally  the  ovary  itself.  The 
cause  of  delay  of  the  ovum  in  its  passage  toward  the  uterus  long 
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enough  to  allow  it  to  reach  the  stage  of  development  at  which 
it  begins  to  burrow  into  the  epithelial  tissue  with  which  it  happens 
to  be  in  contact  is  not  positively  known.  Though  kinks. 
adhesions,  polypi,  etc.,  have  been  found  in  the  tube,  in  many  cases 
no  obvious  cause  of  the  delay  is  found.  The  ovum  having  begun 
to  imbed  itself,  a  tubal  pregnancy  may  eventuate  in  four  different 
ways:  (i)  growth  may  proceed  without  rupture  of  the  tube; 
(2)  rupture  may  occur  after  placental  formation  is  well  advanced, 
and  the  fetus  may  escape  from  the  tube,  while  the  placenta 
retains  its  tubal  attachment;  (3)  intraperitoneal  rupture  may 
take  place  before  the  imbedding  stage  has  been  completed,  and 
(41   intratubal  rupture  may  occur  at  the  same  early  stage 

Missed  Labor. — Peter  McEwan  {Lancet,  June  26,  1909)  records 
a  case  of  missed  labor  accompanied  by  flooding  eight  months 
after  the  last  menstruation  and  followed  by  an  offensive  vaginal 
discharge  for  ten  weeks.  After  dilating  the  cervix,  the  fetus  was 
decapitated  and  removed.  A  perforation  of  the  uterus  then 
being  found,  a  median  abdominal  incision  was  made.  The 
uterus  was  found  to  be  large,  flabby,  necrotic,  and  adherent  to  the 
intestine.  Its  wall  was  not  much  thicker  than  stout  brown 
paper  except  where  the  placenta  was  attached  and  was  found 
torn  in  several  places.  The  organ  was  removed  with  pieces  of 
necrotic  omentum.  Death  occurred  fifteen  hours  after  tin.  1  ipera- 
t  ii  m .     No  reason  for  the  missed  labor  was  found . 

The  Blood  in  Incoercible  Vomiting  of  Pregnancy. — Louis 
Devraigne  (L'Obstet.,  May,  1909)  finds  it  stated  by  Tuschkai  that 
when  blood  examination  shows  the  presence  of  megaloblasts, 
and  a  diminution  of  the  red  cells  in  cases  of  incoercible  vomiting 
of  pregnancy,  we  must  at  once  perform  abortion  in  order  to  save 

the  life  of  the  patient.      After  citing  the  Id 1  formulae  of  several 

cases  observed  at  the  Lariboisiere,  the  author  savs  that  there  is  not 
a  true  polycythemia  due  to  new  formation  of  red  blood  cells,  but 
that  the  condition  is  relative,  due  tn  concentration  of  the  blood, 
with  a  parallel  increase  in  hemoglobin  from  the  dehydration  of 
the  svstcm  which  is  produced  1>\  vomiting  and  inability  to  retain 
anything  in  the  stomach.  In  benign  cases  there  is  a  slighl 
diminution  of  the  cells,  which  is  not  a  globular  anemia.  In  serious 
eases  in  which  injections  of  serum  are  not  made  there  is  a  normal 
blood  cell  formula  and  the  prognosis  is  good.  In  eases  in  which 
there  is  no  special  treatment  and  the  woman  shows  polycythemia 
the  prognosis  is  very  grave. 

Ovular  Theory  of  the  Pathogenesis  of  Eclampsia.  1  Opochei 
[Folia  Gynecologica,  Vol.  II.  Part  2,  1909),  aftei  .1  careful  ex 
amination  of  the  various  arguments,  theoretical  and  experi 
mental,  for  the  causation  of  eclampsia  by  the  poisonous  products 
oi  the  ovum,  uives  these  conclusions:  that  the  ovular  theory  does 
not  find  support  in  experiments  or  in  clinical  obsen  ation  sufficient 
to  substantiate  it  as  the  cause  of  eclampsia  To  consider  the 
eclamptic  poisons  as  products  of  the  fetal  metabolism  is  contrary 
to  tin-  physiology  of  obstetrics  ami  common  observation,  ami  tin- 
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placenta  is  not  capable  of  neutralizing  these  poisonous  product-,  in 
i  physiological  normal  pregnancy.  Although  the  placentar 
theory  is  attractive  from  a  theoretical  point  of  view,  it  is  not 
proven  practically  by  clinical  observations  or  experiments 
Finally,  setting  out  with  the  fact  that  there  is  a  marked  nervous 
lility  in  the  pregnant  woman,  the  theory  of  maternal 
antitoxins  is  the  one  that  most  easily  satisfies  the  interpretation 
of  the  clinical  facts  in  the  morbid  condition,  and  that  is  founded 
on  modern  doctrines  of  organic  metabolism  in  general,  and  of 
pregnancy  in  particular. 

Inertia  after  Delivery. — Yoron  and  Gonnet  (Reunion  Obstet 
.//  Lyon,  May  25,  1909)  report  several  cases  of  a  sort  of  inertia 
of  the  uterus  occurring  immediately  after  delivery  and  lasting 
from  one  to  three  hours,  without  much  hemorrhage,  but  with 
symptoms  of  collapse.  This  inertia  is  absolute  and  begins 
abruptly;  the  hardened  uterine  ball  having  been  felt  a  few  minutes 
before,  the  practitioner  finds  that  the  patient  is  flowing  and  the 
uterus  is  entirely  relaxed.  The  general  symptoms  of  shock  are  so 
urgent  that  the  physician  seeks  every  means  of  causing  uterine 
contraction.  Hot  douches  have  very  little  effect;  ergot  causes 
no  contraction,  and  only  manual  massage  with  one  hand  within 
the  uterus  and  the  other  on  the  abdomen  has  any  effect  on  the 
relaxation.  When  contraction  does  begin  it  conies  for  short 
periods  with  intervals  of  relaxation,  the  latter  becoming  gradually 
shorter  until  contraction  is  complete  and  permanent.  On  the 
following  day  the  patient  seems  little  the  worse  for  her  serious 
experience.  A  peculiarity  of  this  form  of  inertia  is  that  it  recurs 
in  the  same  patient  in  different  labors.  It  seems  to  have  some- 
thing to  do  with  disagreeable  emotions,  such  as  attend  the  putting 
in  of  sutures  in  the  perineum. 

Treatment  of  Postpartum  Hemorrhage.  -O.  V.  Herff  (Munch. 
M(  d.  Wa  h  .  June  15  and  22,  1909)  discusses  the  treatment  of  post- 
partum hemorrhage  when  the  ordinary  means  of  producing  con- 
traction, such  as  ergol  and  hot  applications,  fail.  The  number  of 
deaths  from  complete  uterine  atony  is  considerable.  The  causes 
are  of  several  kinds;  changes  in  the  blood  which  lessen  its  coagu- 
labilitv;  changes  in  the  musculature  of  the  uterus  which  prevent 
effective  contrail  ions;  changes  in  the  walls  of  the  blood-vessels 
which  hinder  their  contraction;  changes  in  the  tissues  around  the 
uterus,  such  as  peritonitis;  anomalies  of  position  of  the  placenta 
rendering  a  portion  of  the  walls  less  contractile;  functional  changes 
which  weaken  the  musculature.  Henkel's  method  of  compression 
of  the  abdomen  may  be  of  use  in  a  few  cases.  A  valuable  method 
of  exciting  contraction  is  nibbing  and  kneading  the  uterus  with 
one  hand  within  and  the  other  without  the  uterus  on  the  abdomen, 
and  compression  of  the  uterus  against  the  pubic  bone  I  he 
aorta  can  be  compressed  against  the  spine,  leaving  the  lower 
portion  of  the  body  bloodless.  The  tampon  advocated  by 
Diihrssen  is  of  doubtful  value.  According  to  its  originator.il 
acts  as  a  foreign  body,  compressing  the  lumina  of  the  vessels  and 
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aiding  coagulation.  The  author  has  made  use  of  this  method  in 
six  cases,  without  any  success,  all  the  women  dying.  He  criti- 
cises the  action  of  the  tampon.  If  the  gauze  is  a  foreign  body,  why 
are  not  the  placenta  itself  and  the  clots  which  form  in  the  uterus 
just  as  good  for  this  purpose  ?  A  very  large  amount  of  gauze 
may  be  inserted,  and  this  soon  becomes  entirely  soaked  with 
blood.  Thus  the  compression  of  the  blood-vessels  is  impossible, 
since  they  can  be  compressed  only  against  a  hard  substance,  and 
the  tampon  becomes  very  soft  as  soon  as  it  is  soaked  with  blood. 
If  the  uterus  would  contract  the  vessels  might  be  compressed,  but 
in  these  cases  there  is  no  muscular  contraction.  When  the  tampon 
is  used  the  danger  of  infection  is  much  increased.  The  sterilized 
hand  is  a  much  more  effective  instrument,  and  much,  less  likely  to 
produce  sepsis,  besides  giving  the  operator  a  chance  tn  massage 
the  uterus  freely  with  the  hands.  The  narrower  the  space  in 
which  thrombosis  has  to  occur  the  quicker  will  coagulation  take 
place.  The  tampon  distends  the  uterus,  which  is  the  opposite 
of  the  effect  desired.  This  is  truly  a  last  refuge  in  postpartum 
hemorrhage.  In  the  Woman's  Hospital  at  Basel,  out  of  10,000 
women  confined,  seven  have  died  of  hemorrhage  after  labor,  six 
with  the  tampon.  The  author  has  tried  injections  of  adrenalin 
in  two  cases,  without  result  The  author  believes  from  his 
microscopic  examinations  that  there  is  a  pathological  condition 
of  the  uterine  muscles  in  these  cases.  The  only  effective  method 
left  seems  to  be  the  removal  of  the  uterus  by  vaginal  total  extir- 
pation, or  supravaginal  amputation.  The  abdominal  operation 
takes  but  two  minutes,  and  then  the  bleeding  stops  al  once,  and 
the  patient  may  be  cared  for  at  leisure.  The  question  of  sterilizing 
a  woman  is  a  serious  one  in  a  young  primipara,  but  it  must  be 
solved  quickly  or  it  will  be  too  late. 

The  Influence  of  Antistreptococcus  Serum  on  Bleeding  after 
Labor  and  on  Thromboses  in  the  Puerperal  State. — A 
(Gyn.  Rund.,  Bd.  xiv,  1909)  discusses  whethei  the  injection  of 
antistreptococcus  serum  can  have  any  influence  on  the  co 
lion  of  the  blood  in  eases  of  bleeding  from  the  site  of  the  placenta 
after  the  removal  of  the  latter.  This  has  been  made  use  of  as  a 
prophylactic  measure  before  labor,  iii  the  clinic  at  Heidelberg, 
as  a  routine  procedure.  The  author  has  made  experiment  as  to 
the  effcet  this  serum  lias  upon  the  blood.  In  septic  affections  the 
coagulation  power  of  the  blood  is  known  to  be  lessened  I  he 
authoi  experimented  in  ;  itro  on  the  Mood  plates  and  blood  serum, 
testing  it  before  and  after  injections  of  antistreptococcus  serum 
in  animals.  He  found  that  the  coagulation  was  decreased  imme- 
diately after  the  injection,  but  that  this  effect  did  not  last  long. 
He  experimented  on  three  dogs  into  which  he  injected  human 
serum  before  and  after  the  antistreptococcus  injection,  A  half 
hour  after  the  injection  the  coagulation  was  decreased  lluee 
hours  later  this  effect   was  over.     In  four  pregnant  women  who 

had  received  the  injections  In-  tested  the  1>1 1;  half  an  hour  to 

two  hours  after  the  injection,  coagulation  occurred  in  five  and 
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a  half  to  six  minutes;  more  than  two  hours  later  it  coagulated  in 
three  minutes.  The  injection  of  antistreptococcus  serum  thus 
appears  to  retard  coagulation  for  about  two  hours,  while  it  in- 
creases it  after  two  hours. 


GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Cancer  of  the  Uterus.— Weyemberg  (Bull,  d,  la  Sec.  Beige 
de  Gyn.  el  d'Obst.,  April  22,  1909)  gives  the  results  of  the 
examination  of  6,236  cases  of  genital  disease  in  women.  Of  this 
number  there  were  sixty-six  cases  of  cancer  well  established  at 
the  time  of  the  first  examination.  This  shows  that  the  majority 
of  cases  of  uterine  cancer  are  not  diagnosticated  until  they  are 
well  advanced.  This  is  in  great  part  due  to  the  reluctance  of 
women  to  consult  a  physician  for  the  symptom  hemorrhage. 
The  age  varied  from  37  to  67  years,  and  all  except  four  of  these 
women  had  borne  children,  showing  the  effect  on  the  etiology 
of  this  disease  of  child-bearing.  Fifty-six  eases  were  advanced 
and  inoperable  at  the  time  of  examination,  the  bread  ligaments 
being  involved.  Of  the  remainder  of  the  patients  eight  had 
hysterectomy  done,  and  three  have  had  recurrences.  The 
infiltration  of  the  ligaments  may  not  be  perceived  until  operaticn 
reveals  its  extent.  Twenty  cases  were  cauterized  with  a  view  to 
rendering  their  lives  more  bearable.  The  author  removes  with 
all  the  outgrowths  of  tissue  and  cauterizes  the  inside  of 
the  uterus  with  a  gauze  tampon  soaked  in  pure  formalin  which 
remains  for  one  minute  in  contact  with  the  tissues.  This  causes 
separation  of  the  diseased  portion  and  leaves  a  clean,  firm  sur- 
face The  odor  and  hemorrhage  are  relieved  and  the  general 
ins  is  improved.  When  recurrence  takes  place  in  the 
surface  of  the  uterus  the  cauterization  is  repeated,  with  the 
same  result.  The  author  pleads  for  education  of  the  general 
public,  especially  women,  in  the  opinion  that  a  hemorrhage  of 
the  uterus  or  a  discharge  should  cause  them  to  applyat  once  toa 
an  for  diagnosis  and  treatment.  Many  lives  might  be 
1  if  Cancer  could  be  treated  sooner. 

Sarcoma  of  the  Cervix  Uteri.  Renalo  Pirani  (Ann.  de  Gyn., 
.  .May.  1909)  says  that  carcinoma  is  found  more  fre- 
quently  in  the  lower  part  of  the  uterus,  while  sarcoma  especially 
affects  the  body.  Sarcoma  of  the  uterus  is  characterized  by 
it  variety  of  forms  and  of  cells  contained  in  it.  Virchow 
divides  these  tumors  according  to  the  seat  of  development  into 
thosi  of  the  parenchyma  andof  the  mucous  membrane.  Sarcoma 
may  be  circumscribed  or  diffuse.  In  many  cases  it  results  From 
the  degeneration  of  a  preexisting  fibroma.  It  the  tumor  lias  a 
capsule  it  is  more  likely  to  be  a  primary  growth.  The  author 
reports  a  case  of  primary  malignant  tumor  of  a  connective  tissue 
nature,  a  mixed  sarcoma,  originating  in  the  interstitial  tissue  of 
the  uterus.     The  prognosis  of  such  growths  is  entirely  bad. 

Cancer  of  the  Uterus.      Reviewing  254  cases  of  this  affection, 
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E.  B.  Young  and  J.  T.  Williams  (Bost.  Med.  Surg.  Ji  nr.,  Feb. 
25,  1909)  say  that  cancer  of  the  uterus  should  be  suspected  when- 
ever, in  any  woman  over  thirty,  there  is  an  increase  in  the 
quantity  of  the  regular  menstrual  flow,  whenever  there  is  the 
slightest  bleeding  except  at  the  regular  periods;  and  whenever  there 
is  the  onset  of  vaginal  discharge  of  any  kind  without  an  obvious 
reason.  The  possibility  of  its  presence  should  be  considered  in 
any  woman  of  this  age  in  whom  there  is  a  gradually  increasing 
loss  of  flesh  and  strength  when  no  cause  can  be  discovered  on  a 
general  physical  examination,  even  in  the  absence  of  pelvic 
symptoms.  The  reappearance  of  flowing  after  the  menopause 
is  almost  pathognomonic.  These  symptoms  do  not  necessarily 
mean  that  the  patient  has  cancer,  but  they  do  demand  immediate 
investigation.  They  may  be  symptoms  of  other  conditions  or 
they  maybe  manifestations  of  malignant  disease,  and  a  diagnosis 
can  be  made  only  by  examination.  No  time  should  be  lost  in 
making  an  early  diagnosis,  for  cancer  may  be  present  for  weeks 
or  months  without  obvious  signs  and  may  have  advanced  to 
such  an  extent  as  to  have  become  inoperable  within  one  month 
after  the  onset  of  symptoms. 

Bearings  of  Pathology  on  Prevention,  Diagnosis  and  Surgical 
Cure  of  Carcinoma  of  the  Cervix.  —  Victor  Bonney  {Practiti  ner, 
June,  1909)  states  that,  according  to  the  returns  of  the 
Register-General,  one  in  every  eight  women  over  the  age  oi 
thirty-five  years  is  fated  to  die  of  malignant  disease  of  some  kind. 
Carcinoma  of  the  cervix  will  probably  account  for  some  20  per 
cent,  of  those  thus  dying.  Every  parous  woman  over  thirty 
years  of  age,  who  suffers  from  chronic  cervicitis,  carries  about  in 
her  the  potential  antecedent  of  carcinoma  of  the  cervix,  just  as 
every  man  with  a  chronic  superficial  glossitis  is  liable  to  malig 
nant  disease  of  the  tongue.  The  profession  should  impress  upon 
married  women  that  chronic  leueorrhcal  discharges  should  be 
treated  at  once.  In  cases  of  advanced  cervicitis,  th<  1"  -1  treat 
ment,  in  the  patient's  interests,  is  to  amputate  the  vaginal  cervix. 
There  is  only  one  absolute  test  for  carcinoma  of  the  cervix  in  its 
initial  stage — a  thorough  microscopical  examination  of  a  number 
of  serial  sections  of  the  suspected  tissue.  A  single  section  may  be 
sufficient,  but  at  times  is  worse  than  useless  In  .ill  eases  in 
which  the  clinical  signs  point  strongly  to  incipient  malignancy, 
it  is  wiser  to  excise  the  vaginal  cervix  even  though  the  sections 
examined  have  pro\en  negative.  The  two  common  clinical 
forms  of  carcinoma  of  the  cervix  are  the  massive  excrescence 
and  the  deep  rugged  sided  excavation.  These  are  easily  recog 
ni/ed.  There  are  two  other  forms,  however,  in  which  the  diagno 
sis  is  much  more  difficult.  The  first  of  these  is  that  where,  in 
spite  "i  .01  extensive  growth  producing  great  hypertrophy  of  the 
cervix,  the  mucosa  covering  its  vaginal  aspect  is  continued  up  to 
the  very  edge  of  the  external  os  as  an  unbroken  layer  rhe 
appearance  oi  such  a  cervix,  even  when  looked  at  undei  an 
anesthetic,    and    with,    the    vaginal    vault    well    exposed,    may    be 
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almost  normal.  The  second  type  is  that  in  which  the  vagina 
is  aged  and  shrunken,  and  at  the  top  of  it  a  small  depression 
occupies  the  place  of  the  vaginal  cervix — a  common  feature  in 
advanced  senile  atrophy  of  the  genital  canal.  Blood  is  seen 
oozing  from  a  small  aperture  in  the  apex  of  this  depression,  but 
no  feel  or  appearance  of  growth  is  manifest.  For  the  complete 
removal  of  a  malignant  growth  extending  both  by  lymphatic 
permeation  and  tissue  infiltration,  pathology  demands  an  excision 
so  planned  that  the  line  of  incision  should  lie  well  outside  the 
macroscopic  edge  in  the  regions  where  growth  by  infiltration  is 
occurring,  while  in  the  regions  of  permeation  it  should  extend 
sufficiently  widely  to  embrace  the  whole  lymphatic  tract  into  the 
region  of  uninvolved  glands.  To  fulfill  these  demands.  Wert- 
heim's  operation  or  some  modification  of  it  appears  to  be 
destined  to  become  the  only  one  practised  for  the  cure  of  car- 
cinoma of  the  cervix.  Its  average  mortality  rate  cannot  be 
applied  to  individual  cases.  Given  a  comparatively  early  and 
clean  case,  it  might  be  reduced  to  zero. 

Calculus  in  the  Lower  Segment  of  the  Ureter  in  the  Female. — 
A.  E.  Isaacs  (Med.  Rec,  June  19,  1909)  advocates  localization 
of  the  calculus  by  radiography  and  approach  by  an  inguinal 
incision.  Through  this  the  peritoneum  is  raised  until  the  ureter 
is  exposed,  when  the  latter  is  separated  from  the  peritoneum  and 
drawn  up  from  the  pelvis  by  a  traction  strip  passed  around  it. 
By  this  means  the  calculus  is  easily  accessible  as  low  down  as  one 
and  one-half  inches  from  the  vesical  orifice  of  the  ureter.  If 
lower,  it  could  probably  be  forced  into  the  bladder  or  upward 
until  in  an  accessible  portion  of  the  ureter. 

Solitary  Tuberculosis  of  the  Breast. — E.  M.  von  Eberts  (  \m,  1 
Jour.  Med.  Sci.,  July,  1909)  says  that  there  is  no  reported  case 
of  this  condition  before  puberty,  while  the  number  decreases 
rapidly  after  the  menopause.  In  addition  to  the  maturity  of 
the  gland,  lactation  would  seem  to  be  possibly  the  most  important 
predisposing  factor,  as  the  incidence  of  the  disease  in  married  and 
unmarried  subjects  has  been  in  the  proportion  of  four  to  one. 
In  those  cases  occurring  in  glands  which  have  functionated,  there 
is  a  history  of  inflammation  complicating  lactation  in  42  per  cent. 
and  suppuration  in  20  per  cent.  Traumatism  as  a  predisposing 
factor  has  rarely  been  mentioned.  Two  clinical  forms  of  the 
disease  are  recognized,  the  nodular  and  the  confluent.  In  the 
nodular  form  of  the  disease,  one  or  more  nodules  are  found, 
generally  deeply  imbedded  in  the  parenchyma  of  the  gland.  The 
disease  tends  to  run  a  protracted. course,  the  nodules  frequently 
remaining  the  same  size  for  years;  eventually  they  gradually  in- 
crease in  size  and  proceed  through  the  stages  of  degeneration,  sup- 
puration, and  fistula  formation.  In  the  confluent  form,  the 
onset  is  more  acute;  there  is  greater  enlargement  of  the  breast, 
pain  is  an  early  symptom,  and  degenerative  changes,  with  fistula 
formation,  develop  early.  It  is  this  form  of  the  disease  which  is 
most  frequently  met  with  during  lactation.      Retraction  of  tin 
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nipple  has  been  noted  as  a  primary  symptom  in  three  eases. 
The  course  of  the  disease  in  the  confluent  form  is  not  infrequently 
hastened  by  the  presence  of  a  secondary  (pyogenic)  infection. 
While  it  is  conceivable  that  a  partial  extirpation  might  be  the 
rational  practice  in  cases  in  which  a  single  nodule  has  developed 
in  the  periphery  of  the  gland  without  lymphatic  infection,  it  is  the 
consensus  of  opinion  that  complete  amputation  of  the  breast 
should  be  carried  out  in  all  cases,  together  with  the  resection  of 
the  axillary  glands  when  these  are  thought  to  be  the  seat  of 
tuberculous  disease.  Under  specific  conditions  one  may  be 
justified  in  staying  operative  interference  until  the  effect  of  a 
course  of  tuberculin  has  been  ascertained.  Such  cases  may  be 
considered  favorable  for  his  plan  of  treatment  in 'which  the 
disease  is  discrete,  when  chronicity  is  a  prominent  clinical  feature, 
and  when  the  possibility  of  lactation  can  be  safely  excluded. 
A  breast  the  seat  of  chronic  tuberculous  disease,  altered  anatom- 
ically by  the  development  of  scar  tissue,  and  especially  one  in 
which  there  is  retraction  of  the  nipple,  should  not  be  allowed 
to  functionate.  Patients  should  be  urged  to  make  a  radical 
change  in  the  environment  in  which  the  disease  was  contracted. 
For  at  least  three  months  absolute  rest  should  be  insisted  upon, 
with  fresh  air  and  feeding  as  in  pulmonary  tuberculosis. 

Treatment  of  Chronic  Exudative  Adnexal  Inflammations 
and  Pelvic  Exudates  by  Hot  Mud  Bandages  and  Compresses. — 
Nikolaus  Cukor  {Gyn.  Rundschau,  1909,  Jahr.  III.  V><\.  xi'i) 
advocates  the  use  of  hot  mud  compresses  over  the  abdomen  in 
exudative  inflammations  of  the  pelvis  and  adnexa.  The  mud 
is  heated  much  more  slowly  than  water,  and  cools  much  less 
quickly.  The  heat  is  much  better  borne  by  tin  patient  than  in 
hot  water  applications,  and  about  ten  degrees  greater  heat  can 
he  applied  in  this  way.  The  mud  used  is  the  result  of  the  decay 
of  plants  for  thousands  of  years,  and  is  a  nonconductor  of  heat. 
If  the  surface  be  covered  with  woolen  cloths,  the  heal  will  be 
retained  ior  several  hours.  The  effects  of  the  application  are 
hyperemia,  dilatation  of  the  pelvic  blood  vessels,  and  on  account 
of  the  weight  of  the  mud  pressing  out  the  blood  from  the  vessels, 
and  the  transudation  of  leukocytes  and  phagocytosis,  the  removal 
of  exudative  material.  1  'he  treatment  is  contraindicated  in 
acute  cases  with  fever  and  pus  formation.  1  he  applications 
may  l>e  made  conveniently  by  the  patient  at  her  own  home  while 
lying  down.  The  greater  temperature  that  can  l>c  applied  and 
less  perspiration  caused  make  this  treatmenl  superioi  to  hoi  ail 
applications. 
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(With  three  charts.) 

Since  i868,  when  Wilhelm  Meyer  called  attention  to  the  clini- 
cal importance  of  adenoid  hypertrophy  in  the  nasopharynx, 
this  region  has  been  of  considerable  interest.  The  importance 
of  nasopharyngeal  inflammation  as  the  cause  of  otitis  media  is 
recognized.  It  is  also  well  known  that  the  nasopharynx  offers  a 
fertile  soil  and  abundant  opportunities  for  bacterial  invasion, 
that  when  inflammation  is  present  the  toxins  are  readily  ab- 
sorbed and  the  bacteria  can  enter  the  blood  or  lymph  stream. 
The  frequency  of  nasopharyngeal  inflammation  in  infants  is 
d  by  the  frequency  of  "rhinitis,"  for  no  one  can  seriously 
doubt  that  in  most  cases  of  so-called  rhinitis  the  seat  of  the  dis- 
ease is  the  nasopharynx,  the  origin  of  the  nasal  discharge.  In 
spite  of  this  knowledge  the  acute  inflammatory  affections  of  the 
nasopharynx  have  not  received  the  attention  merited  by  their 
frequency  and   importance. 

It  is  the  object  of  this  paper  to  call  attention  to  the  form  of 
nasopharyngeal  inflammation  which  gives  rise  to  general 
symptoms  and  is  frequently  complicated  by  otitis  media  and 
cervical  lymphadenitis.  From  clinical  observation  the  writer 
is  convinced  that  this  type  of  inflammation  is  very  frequent 
in  early  life.  The  data  on  which  this  paper  is  based  were  ob- 
tained from  twenty  cases,  seen  during  the  past  eighteen  months. 

The  anatomy*  of  the  nasopharynx  and  associated  structures 
has  an  important  influence  on  the  diseases  of  this  part,  and  for 

*  The  following  have  been  consulted  in  the  preparation  of  this  section:  The 
Lymphatics,  Delemere,  Poirier  and  Cune'o,  translated  by  Leaf;  Keener  and  Co., 
1903;  The  Nasopharynx  in  Infancy,  J.  L.  Morse,  Bost.  Med.  and  Surg.  Jour., 
1907;  The  Lymphatic  Drainage  of  the  Faucial  Tonsil,  G.  B.  Wood,  Am.  Jour. 
Med.  Sc,  vol.  exxx,  page  216;  System  of  Medicine,  Allbutt  and  Rolleston 
(Semon  and  Williams),  vol.  iv,  part  ii,  page  95. 
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this  reason  merits  a  separate  consideration.  The  mucous  mem- 
brane of  the  nasopharynx  is  extremely  vascular,  and  is  rich  in 
adenoid  tissue  which  commonly  hypertrophies,  giving  rise  to  ade- 
noid vegetations.  In  structure  these  vegetations  are  similar  to 
the  faucial  tonsils,  differing  only  in  the  absence  of  crypts,  the 
relatively  small  amount  of  connective  tissue  and  the  greater  vas- 
cularity. The  tissues  of  the  nasopharynx  are  drained  by  two 
distinct  groups  of  lymphatic  vessels.  The  majority  of  the 
lymphatics  lead  to  the  retropharyngeal  glands  but  a  number 
pass  directly  to  the  internal  group  of  the  substetnomastoid 
glands.  The  retropharyngeal  glands  are  small,  two,  as  a  rule, 
are  present  on  each  side  about  2  cm.  from  the  median  line ;  addi- 
tional glands,  when  present,  are  very  small.  These  glands  lie 
close  to  the  base  of  the  skull  between  the  pharyngeal  muscles  and 
the  prevertebral  aponeurosis.  The  deep  cervical  or  substerno- 
mastoid  glands  form  a  continuous  chain  beneath  the  sterno- 
mastoid  muscle  and  can  be  divided  into  two  groups,  internal  and 
external.  The  internal  group  lies  on  or  immediately  adjacent 
to  the  external  border  of  the  internal  jugular  vein  and  receive 
among  their  afferents  the  efferent  lymph-vessels  from  the  retro- 
pharyngeal glands.  Thus  the  lymph  flow  from  the  nasopharynx 
reaches  the  internal  group  of  substernomastoid  glands  either 
directly  through  lymphatics  arising  in  the  nasopharynx,  or  in- 
directly through  the  retropharyngeal  glands.  The  greater  part 
of  the  lymph  How  goes  to  the  upper  members  of  this  group  of 
glands.  Thes"  glands  are  covered  by  the  inner  border  of  the 
sternomastoid  muscle  near  its  insertion  and  are  directly  behind 
the  angle  of  the  jaw.  The  Eustachian  tube  in  infants  is  more 
horizontal  in  its  course  and  is  relatively  larger  than  in  adults. 

Acute  infection  of  the  nasopharynx  forms  a  pari  of  the  clinical 
and  pathological  picture  of  some  of  the  acute  infectious  diseases. 
I  his  is  constant  in  measles  and  the  infectious  colds,  and  almost 
as  frequent  in  scarlet  fever.  Diphtheria  of  the  nasopharyngeal 
mucous  membrane  is  not  uncommon.  It  may  be  confined  to  this 
region  or  it  may  be  secondary  to  diphtheria  of  the  nose  or  ph. u  vn\. 

The  primary  inflammatory  affections  of  the  nasopharynx  are 
described  by  Finkelsteini  1  I  under  the  title  of  retronasal  angina. 
This  writei  considers  thai  the  adenoid  tissue  in  this  region  is 
frequently  diseased,  and  says  that  if  posterior  rhinoscopy  is 
possible  ii  can  be  demonstrated  that  the  pharyngeal  tonsil  is 
subject  to  catarrhal,  follicular,  ami  exudative  inflammation — the 
same  forms  which  occur  in  the  faucial  tonsil.     Cervical  lymph- 
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adenitis  is  described  as  a  frequent  if  not  constant  accompani- 
ment. Among  other  complications  otitis  media  is  mentioned 
which  may  be  severe. 

Acute  streptococcic  infection  of  the  pharyngeal  adenoid  tissue 
is  the  subject  of  a  recent  paper  by  Dr.  Alice  J.  Bryant(2)  who 
emphasizes  the  importance  of  the  inflammatory  affections  of  this 
tissue.  In  the  described  cases  the  patients,  all  of  whom  were 
adults,  suffered  from  the  general  disturbances  common  to 
acute  infections.  There  were  slight  evidences  of  pharyngitis, 
but  the  physical  signs  and  posterior  rhinoscopic  examination 
disclosed  the  nature  of  the  disease.  Inflammation  of  the  poste- 
rior  wall  of  the  pharynx  was  noted,  the  lymphoid  follicles  in 
this  location  were  swollen  and  often  gave  rise  to  a  purulent  secre- 
tion. At  times  part  of  the  nasopharyngeal  secretions  found  exit 
through  the  nose  as  a  thick  purulent  discharge.  The  remainder 
drained  into  the  pharynx  and  was  visible  on  the  posterior  wall. 
Every  evidence  of  severe  nasopharyngeal  inflammation  was 
present,  but  none  of  the  cases  were  complicated  by  otitis  media 
or  cervical  lymphadenitis. 

In  most  of  the  text-books  on  pediatrics  the  inflammatory  dis- 
eases of  the  nasopharynx  do  not  receive  separate  consideration 
but  are  described  under  the  title  of  rhinitis.  In  the  descrip- 
tions  of  this  disease  severer  forms  are  mentioned,  which  corre- 
spond in  part  to  the  type  of  nasopharyngitis  to  be  considered  in 
this  paper. 

The  nasopharynx  is  the  source  of  infection  in  most  of  the  acute 
forms  of  otitis  media.  By  direct  extension  an  acute  inflamma- 
tion can  spread  to  the  middle  ear,  or  a  chronic  nasopharyngeal 
catarrh  associated  with  adenoid  growths  may  be  responsible  for 
the  otitis  media.  When  this  catarrh  is  present,  the  Eustachian 
tube  and  middle  ear  are  often  similarly  affected,  and  an  ex- 
acerbation of  the  inflammatory  condition  gives  rise  to  the  acute 
attack  of  otitis  media. 

The  origin  of  many  cases  of  cervical  lymphadenitis  can  be 
traced  to  the  nasopharynx.  .Most  of  the  simple  forms  of  cer- 
vical lymphadenitis  result  from  infection  in  the  tonsils  or  naso- 
pharynx; by  lymphatic  absorption  the  bacteria  or  their  toxines 
are  transferred  from  the  infected  area  to  the  glands.  In  most 
cases  of  enlargement  of  the  cervical  glands  a  careful  search  will 
reveal  the  causative  infection,  but  cases  are  seen  where  the  only 
signs  are  those  of  the  glandular  disease.  These  cases  an'  ex 
plained  by  the  assumption  that  all  evidence  of  the  causative  in- 
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fection  had  disappeared,  that  the  subjective  symptoms  were  slight 
and  were  in  consequence  overlooked.  It  is  also  possible  that 
bacteria  can  be  carried  by  the  lymph  stream  to  the  glands,  with- 
out producing  inflammation  of  the  tissue  through  which  they 
enter.  The  importance  of  nasopharyngeal  infection  as  the  cause 
of  cervical  lymphadenitis  is  emphasized  by  Hochsinger  (3)  who 
gives  evidence  to  prove  that  the  so-called  glandular  fever  is 
merely  a  secondary  lymphadenitis  due  to  inflammation  in  the 
nasopharynx  or  pharynx.  Finkelstein(.i)  quotes  Hochsinger,  Zap- 
pert  and  Trautmann  to  the  effect  that  the  glandular  fever  of 
Pfeiffer  and  Filatow  is  not  an  independent  disease  but  a  com- 
plication  of  nasopharyngeal   infection. 

Only  one  clinical  variety  of  nasopharyngeal  inflammation 
will  be  dealt  with  in  this  paper.  Depending  on  the  predisposing 
and  exciting  causes  inflammation  in  the  nasopharynx  as  inflam- 
mation elsewhere,  can  be  of  varying  seventy,  anil  it  is  needless 
to  say  that  severe  symptoms  and  complications  may  be  entirely 
lacking.  This  is  well  shown  in  some  of  the  common  colds.  The 
horizontal  position,  relathely  large  size,  and  patency  of  the 
Eustachian  tube  in  early  life,  render  conditions  favorable  for 
the  transfer  of  infection  to  the  middle  ear,  and  the  abundant 
adenoid  tissue  and  numerous  lymphatic  vessels  tend  to  make 
lymphadenitis  a  frequent  complication  of  the  severer  nasopharyn- 
geal infections. 

Remote  complications  will  not  be  considered  as  none  occurred 
in  the  writer's  cases,  but  the  absorption  of  toxins  or  the  en- 
trance of  microorganisms  into  the  circulating  blood  render  their 
occurrence  possible.  Erythema  nodosum  and  exudativum,  pur- 
pura, arthritis  and  inflammation  of  other  serous  men'1 
and  nephritis,  have  been  described  (Finkelstein). 

The  form  of  nasopharyngeal  inflammation  i<>  lie  now  con 
is  acute  and  primary;  it  usually  causes  severe  symptoms  and  pre- 
sents well-defined  clinical  signs  by  which  it  can  be   reco 
When  observed  from  the  onset  there  is  a  rathei  definite  type  to 
which  most  of  the  cases  conform.     The  firsl  stage  is  one  of  naso- 
pharyngeal inflammation,  the  second  that  of  the  complications. 

It  will  lie  well  to  give  a  general  description  of  the  disease  lust, 
and  later  t<>  discuss  the  symptoms  and  complications  as  the] 
occurred  in  the  individual  cases. 

The  past  history  is  usually  unimportant,  with  the  possible 
exception  of  previous  attacks  or  the  presence  "i  adenoids.  The 
onset  is  sudden,  appetite  is  lost,  the  child  is  feverish,  cross,  ami 
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restless  during  sleep.  Older  children  may  complain  of  headache 
and  general  pains  in  the  joints  and  muscles.  Cough  is  a  constant 
symptom;  it  is  short,  frequent,  and  unaccompanied  by  expec- 
toration. 

At  the  onset  there  may  be  little  to  explain  the  severity  of  the 
symptoms.  The  general  appearance  of  the  child  is  that  common 
to  the  acute  infective  diseases:  the  face  is  flushed,  the  respirations 
frequent,  and  the  child  is  at  times  restless  and  irritable,  at  others 
languid.  Sometimes  there  is  slight  cyanosis.  Xasal  discharge 
may  be  present  and  ranges  from  a  scanty,  thin,  watery  secretion 
to  one  that  is  abundant  and  mucopurulent.  Congestion  of  the 
faucial  pillars  and  the  margins  of  the  soft  palate  and  uvula  are 
frequent  signs;  the  uvula  is  sometimes  swollen  and  edematous. 
In  a  few  cases  the  tonsils  are  reddened,  they  are  rarely  swollen, 
and  an  exudate  is  exceptional.  Xasal  respiration  is  obstructed 
and  may  be  abolished.  The  posterior  wall  of  the  pharynx  is 
red,  the  lymphoid  follicles  inflamed,  and  the  mucous  membrane 
often  covered  by  a  purulent  secretion,  of  which  the  greater 
portion  originates  in  the  nasopharynx.  Digital  exploration 
of  the  nasopharynx,  when  possible,  will  show  swelling  of  the 
mucous  membrane  and  in  the  severer  cases  the  nasopharyngeal 
space  may  be  almost  obliterated.  The  initial  rise  of  tempera- 
ture may  reach  104  to  1050  F.  The  temperature  curve  always 
shows  an  evening  rise  of  1  to  4"  when  it  may  reach  1050.  In  some 
cases  the  temperature  is  intermittent.  The  pulse  and  respira 
tions  are  usually  increased  in  proportion  to  the  fever;  when  nasal 
obstruction  is  complete  the  respiration-pulse  ratio  may  lie  high. 

The  fever  and  general  symptoms  continue,  if  uninfluenced  by 
treatment,  and  from  the  third  to  the  sixth  day  the  tympanic 
membrane  becomes  reddened  and  now  or  later  there  may  lie 
enlargement  of  the  cervical  glands.  The  glandular  swelling 
first  appears  behind  the  angle  of  the  ia\\.  a  position  which  corre- 
sponds to  the  upper  members  of  the  internal  substernomastoid 
group  of  glands.  Though  the  swelling  first  appears  in  these 
glands,  others  may  be  subsequently  affected,  since  there  1 
free  communication  between  neighboring  lymphatic  glands 

In  all  instances  the  disease  is  not  as  severe  as  outlined 
and  the  primary  stage,  that  of  nasopharyngeal  inflammation, 
may  be  mild,  with  the  accompanying  temperature  below  [oi°. 
Complications  may  be  very  mild  or  very  severe  with  all  grada- 
tions between  these  extremes.  The  otitis  media  may  produce 
early   rupture   of   the    tympanic    membrane,   but    in    some    in- 
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stances  congestion  of  the  blood-vessels  of  the  tympanic  mem- 
brane is  the  only  sign  of  the  inHamed  middle  ear.  The  glandu- 
lar enlargement  shows  similar  variation  in  degree.  In  many 
patients  the  only  evidence  of  adenitis  is  fullness  behind  the 
angle  of  the  jaw,  in  others  the  glands  become  very  large  with 
early  abscess  formation. 

Retropharyngeal  abscess  and  torticollis  may  be  complications. 
Abscess  formation  in  the  retropharyngeal  glands  produces  the 
former;  the  probable  cause  of  the  latter  is  irritation  of  the  sterno- 
mastoid  muscle  or  its  motor  nerves  by  inflammation  of  the  ad- 
jacent lymph  nodes. 

The  real  nature  of  the  disease  may  be  lost  sight  of  if  the  patient 
is  first  seen  after  the  appearance  of  complications,  and  the 
adenitis  or  the  otitis  media  alone  receive  consideration.  The 
important  features  of  the  disease  may  be  tabulated  as  follows: 

1.  Primal)  Injection. — Nasopharyngitis.  Acute  inflamma- 
tion of  the  nasopharynx.  Sudden  onset.  Severe  general 
symptoms. 

II.   Complications. — Appear  third  to  sixth  day  of  illness. 
i.    Acute   otitis   media 

a.  Suppurative. 

b.  Nonsuppurative   (catarrhal). 

2.  Cervical   lymphadenitis. 

a.  Suppurative  (abscess  formation). 

b.  Nonsuppurative. 

3.  Complications  due  to  lymphadenitis. 

a.  Retropharyngeal  abscess. 

b.  Torticollis. 

I  In-   following  histories  are  given   in  illustration. 

Case  I.  J.  K..,  five  months.  In  hospital  as  a  feeding  case. 
Pale,  poorly  nourished.      Beginning  rickets. 

January  18. — Nurse  reports  that  child  has  a  temperature  of 
id;    I'.,  coughs  frequently,  and  has  vomited  two  feedings. 

Status  Presens.  Skin  sallow,  mucous  membranes  pale,  super- 
ficial lymph  nodes  palpable  in  neck,  axilla,  and  groin.  Nasal 
respiration  abolished.  Pillars  of  fauces  slightly  congested, 
Posterioi  pharyngeal  wall  red  and  covered  by  a  muco-puruleni 
secretion.  Ears  negative.  Examination  of  heart  and  lungs 
shows  nothing  of  importance.  Liver  palpable  ,-,  cm.  below 
costal  margin,  in  right  mid-clavicular  line.  Spleen  not  felt. 
Urine:  sp.  gr.  1025,  high  colored,  slighl  trace  of  albumin.  No 
other  pathological  constituents.  White  blood  cells  22,000  per 
cubii  nun.,  polymorphonuclear  cells  5-?  per  cent.,  lymphocytes 
;;  pei  cent.,  large  mononuclear  cells  s  per  cent.,  eosinophiles 
.;  per  cent.,  basophiles  .>  per  cent..  400  cells  counted. 
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January  19. — Temperature  continues  high,  child  takes  only 
part  of  food  and  is  very  restless.  Slight  increase  in  congestion 
of    pharynx    since    yesterday. 

January  20. — The  general  symptoms  continue  unabated.  The 
soft  palate  and  uvula  are  quite  congested,  the  latter  a  little 
swollen.  There  is  a  mucopurulent  secretion  covering  the  pos- 
terior pharyngeal  wall  and  after  removal  it  reaccumulates  from 
above.     The  cough  continues  and  is  frequent  and  short. 

January  21. — In  the  right  side  of  the  neck  behind  the  angle  of 
the  jaw  is  a  swelling,  and  on  palpation  enlargement  of  the  glands 
underneath  can  be  determined.  The  right  tympanic  membrane 
appears  normal,  the  left  is  slightly  congested.  Profuse  dis- 
charge of  pus  from  the  nasopharynx. 
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January  22. — Swelling  on  right  side  of  neck  much  more 
marked,  slight  glandular  enlargement  on  left  side  in  correspond- 
ing location.  Left  ear-drum  is  red  and  bulges  in  posterior  por- 
tion, incision  shows  presence  of  pus.  Right  membrane  slightly 
congested. 

The  temperature  was  above  normal  for  nine  days  from  the 
onsel  of  the  illness.  The  left  ear  continued  to  discharge 
freely;  the  glands  remained  stationary  in  size  for  about  two 
weeks  and  then  began  to  resolve  without  suppuration.  The 
congestion  of  the  right  tympanic  membrane  had  entirely  disap- 
peared in  four  days.  The  glandular  enlargement  was  moderate 
OH  the  right  side  and  very  slight  on  the  left. 

II.  A.  O.,  twenty-six  months.  Slight  nasal  discharge 
and  cough  one  week  preceding  present  illness.  Temperature 
normal  until  onset  of  present  disease. 

January  2,v — Temperature  [02°F.,  refuses  all  food,  vomited 
once,   coughs   frequently. 

Status  Presens.  Well-nourished  and  well  developed  child. 
Pace  Bushed,  very  restless  and  seems  quite  ill.  Slight  muco- 
purulent nasal  discharge.  The  follicles  on  the  posterior  pharyn- 
geal wall  are  prominent,  the  mucous  membrane  is  reddened  and 
is  covered  by  a  tenacious   mucopurulent   secretion.     It  can  be 
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demonstrated  that  the  greater  portion  of  this  secretion  comes 
from  the  nasopharynx. 

January  24. — Child  still  quite  ill.  Physical  signs  the  same 
as  at  time  of  last  note.  Is  very  restless,  breathes  with  mouth 
open  and  sleeps  poorly.  White  blood-cells  iS.ooo  per  cubic 
mm.,  polymorphonuclear  cells  78  percent.,  lymphocytes  15  per 
cent.,  large  mononuclear  cells  5  per  cent.,  eosinophiles  1  per 
cent.,  basophiles  0.2  per  cent.,  400  cells  counted. 

January  25. — Patient  seems  a  little  better  and  takes  more  food. 
Xasal  obstruction  marked.      Other  signs  the  same. 

January  26. — No  change  since  last  note. 

January  27. — A.  M.  Both  tympanic  membranes  quite  con- 
gested, no  bulging.  Slight  swelling  behind  angle  of  jaw  on  both 
sides,      r.  m.      Child  is  very  uncomfortable  and  has  taken  little 
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Case  II. 


food.      Both  ear-drums  arc  red -but  not  bulging;  on  incision  the 
discharge  was  bloody. 

January  28. — Purulent  discharge  from  both  ears,  ('.lands  on 
left  side  of  neck  quite  large,  local  temperature  increased  over 
swelling  and  the  mass  is  adherent  to  the  skin.  The  swelling  on 
the  right  side  of  neck  has  not  increased. 

January  29. — Fluctuation  in  mass  on  left  side  of  Deck.  Inci- 
sion shows  presence  of  thick  yellowish  pus.     Patient  seems  better. 

From  this  time  the  patient  improved  but  the  temperature  con- 
tinued above  normal  for  four  days.  During  this  time  the  ears  and 
the  abscess  seemed  to  be  draining  well.  The  abscess  continued 
tn  discharge  for  two  weeks;  two  months  later  there  was  still 
a  slight  discharge  from  both  cars.  Digital  exploration  of  the 
nasopharynx  at  this  time  demonstrated  the  presence  of  adenoids. 

CASE  III.  J.  M.,  seventeen  months.  1  Hitis  media  at  eight 
months.      History  otherwise  negative. 

February    24.     Reported   ill      Temperature    103°   !■.. 
vomited  morning  feeding,  refuses  all  other  food.     Yen   restless 
last  night. 

Status  Presens.  Child  appears  quite  ill.  breathes  through 
mouth,  slighl   clear  nasal  discharge.     Tonsils  slightly  enlarged, 
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moderate  congestion  of  margin  of  soft  palate.  Posterior  wall 
of  pharynx  red  and  covered  by  mucopurulent  secretion,  lymphoid 
follicles  prominent  and  inflamed.  Spleen  palpable  just  below 
costal  margin.      Examination  otherwise  negative. 

February  25. — Seems  worse  this  morning.  Throat  more  con- 
gested than  yesterday,  purulent  nasal  discharge,  purulent  secre- 
tion in  back  of  pharynx.  Examination  of  blood  smear  shows 
nothing  of  importance. 

February  26. — Refuses  all  food.  Slight  swelling  in  both  sides 
of  neck  behind  angle  of  jaw.  Few  coarse  dry  rales  in  both 
lungs  posteriorly.  Urine  negative.  The  purulent  secretion 
in  the  back  of  pharynx  continues  and  has  origin  in  the  naso- 
pharynx. 

February  27. — Slight  congestion  of  both  tympanic  membranes. 
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The  swellings  in  neck  have  increased  in  size  and  the  individual 
glands  can  be  felt. 

February  2S.  Patient  seems  a  little  better.  Ears  slightly 
more  congested  than  yesterday,  glands  slightly  larger.  The 
glands  are  discrete,  not  adherent  to  skin  or  deeper  tissues  and 
fluctuation  is  not  present. 

The  temperature  continued  to  run  an  irregular  course  for  a 
week,  during  which  time  there  were  no  changes  in  either  the 
glands  or  the  tympanic  membranes.  The  nasal  discharge 
cleared  up  aboul  the  sixth  day  of  the  disease,  but  the  muco- 
purulent secretion  from  the  nasopharynx,  seen  (Ml  the  posterioi 
pharyngeal  wall,  was  constantly  present,  After  the  tempera- 
ture reached  normal  the  congestion  of  the  ear  drums  disappeared 
and  the  enlarged  glands  slowly  resolved.  Two  months  later 
there  was  still  slight  enlargement  of  the  glands. 

The  important  features  of  the  cases  are  shown  in  the  accom- 
panying chart  which  recpiires  little  explanation.  Sixteen  of  the 
twenty  cases  were  seen  within  the  first  two  days  of  the  illness, 
before  signs  of  either  complication  were  evident.  In  the  re- 
maining four  the  history  was  sufficiently  clear  to  warrant  their 
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inclusion.  All  of  the  references  to  the  duration  of  the  acute 
illness  and  the  day  of  the  disease  on  which  complications  ap- 
peared are  not  exact,  since  the  majority  of  the  patients  were 
seen  in  dispensary  practice.  This  error  cannot  in  any  instance 
be  great,  as  during  the  acute  illness  all  of  the  patients  were  seen 
at  intervals  of  two  days  and  many  were  seen  every  day. 

Cultures  were  made  in  all  of  the  severe  cases  and  the  absence 
of  the  diphtheria  bacillus  shown.  It  is  unfortunate  that  cul- 
tures were  not  made  with  the  view  of  determining  the  causative 
organism  but  these  were  omitted  in  the  routine  of  dispensary 
practice.  Reasoning  from  analogy,  the  pus  cocci,  the'pneumo- 
coccus,  or  the  influenza  bacillus  are  the  most  probable  causative 
agents. 

The  following  statistics  derived  from  the  charted  cases  may 
prove  interesting.  The  youngest  patient  was  five  months  old, 
th  oldest  four  years.  One  patient  suffered  from  anemia,  rickets, 
and  malnutrition  at  the  time  of  onset  of  the  illness,  the  remaining 
nineteen  were  in  fair  health.  Fourteen  of  the  patients  had 
symptoms  of  adenoid  growths,  four  had  previous  attacks  of  "rhin- 
itis," and  two  gave  history  of  otitis  media.  In  eighteen  patients 
the  onset  of  the  disease  was  sudden;  two  had  a  nasal  discharge 
previous  to  the  illness,  but  fever  and  general  symptoms  were 
absent. 

During  the  course  of  the  disease  nasal  discharge  was  present 
in  ten  cases;  it  was  catarrhal  in  two,  muco-purulent  in  eight.  In 
the  remaining  ten  cases  nasal  discharge  was  not  evident.  The 
nose  was  examined  in  nine  patients,  six  of  whom  had  a  nasal 
discharge.  Beyond  slight  congestion  of  the  nasal  mucous 
membrane    in    four    patients,    the    examination    was    negative. 

The  signs  of  nasopharyngeal  inflammation  were  as  follows: 
Nasal  obstruction,  partial  or  complete,  evidenced  by  mouth- 
breathing.  Inflammation  of  the  posterior  pharyngeal  wall  with 
swelling,  and  in  some  instances  inflammation,  of  the  lymphoid 
follicles.  A  purulent  secretion  from  the  nasopharynx,  always 
visible  on  the  posterior  pharyngeal  wall  and  in  some  instances 
giving  rise  to  a  nasal  discharge.  Inflammatory  reaction  of  the 
suit  palate  and  uvula  was  often  present  and  was  usually  confined 
to  the  free  margins  of  these  structures.  Cough  was  a  constant 
symptom,  ami  with  the  exception  of  one  case  showing  pulmonarj 
si^ns,  was  due  to  the  nasopharyngeal  inflammation. 

Complications  were  noted  ill  all  cases.  Adenitis  was  present 
nineteen  times;  it  was  bilateral  in  seventeen  instances,  unilateral 
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in  two.  The  degree  of  glandular  enlargement  varied;  it  was 
slight  in  eight  eases,  moderate  in  eight,  and  great  in  four. 
Abscess  occurred  in  five  cases;  it  was  unilateral  in  four,  bilateral 
in  one. 

It  might  be  expected  that  enlarged  retropharyngeal  glands 
could  be  felt  in  this  disease,  but  in  the  cases  where  digital  explora- 
tion of  the  nasopharynx  was  made,  this  could  not  be  determined. 

Of  the  sixteen  cases  of  otitis  media,  ten  were  suppurative,  re- 
sulting in  spontaneous  rupture  of  the  membrane  or  requiring 
incision,  and  six  were  nonsuppurative.  Suppurative  otitis  media 
was  unilateral  in  two  cases,  bilateral  in  eight. 

Five  patients  had  only  one  complication;  four  adenitis,  and 
one  otitis  media. 

As  noted  in  the  chart  three  patients  developed  retropharyn- 
geal abscess,  and  the  only  fatality  in  the  series  was  due  to  this 
cause.  The  one  instance  of  torticollis  is  interesting.  On  the 
day  of  admission  the  only  signs  were  those  of  nasopharyngitis 
and  right-sided  torticollis.  Two  days  later  there  was  a  moderate 
enlargement  of  the  glands  beneath  the  right  sternomastoid 
muscle.     The  etiology  of  the  torticollis  is  obvious. 

The  seven  cases  in  which  neither  complication  was  suppurative 
are  of  diagnostic  interest.  All  of  these  patients  suffered  from 
severe  general  symptoms,  and  four  had  no  nasal  discharge.  In 
these  cases  the  general  symptoms  were  probably  due  to  the  naso- 
pharyngeal infection  alone. 

There  are  some  features  of  this  disease,  illustrated  by  the  re- 
ported cases,  which  are  worthy  of  further  discussion. 

At  the  onset  of  the  illness,  before  complications  have  appeared, 
it  is  certain  that  the  symptoms  are  due  to  the  nasopharyngeal 
infection.  After  the  onset  of  complications  it  is  difficult  to  deter- 
mine whether  the  general  symptoms  are  due  to  the  complications 
or  to  the  primary  disease.  In  cases  where  the  complications  were 
mild  with  no  evidence  of  suppuration,  and  the  temperature  ele- 
vated for  many  days  in  the  continuous  presence  of  nasopharyn- 
geal inflammation,  it  seems  probable  that  the  nasophat 
disease  was  the  important  factor. 

The  type  of  nasopharyngitis  embraced  in  this  report  is  usually 
classed  either  with  rhinitis  or  with  influenza. 

The  presence  of  a  nasal  discharge  in  sonic  of  the  cases  is  the 
only  basis  for  the  diagnosis  of  rhinitis,  even  though  it  is  well 
known  that,  in  infants,  most  discharges  from  the  nose  origi- 
nate in  the  nasopharynx.     The  term  rhinitis  does  not  explain 
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the  nature  of  this  disease.  The  severity  of  the  symptoms, 
the  clinical  signs,  and  the  course  and  complications  presented  by 
these  cases  distinguish  them  from  true  rhinitis,  and  stamp  them 
very  clearly  as  an  acute  inflammatory  affection  of  the  naso- 
pharynx. 

The  cases  are  usually  diagnosed  influenza  in  which  the  general 
symptoms  are  severe  and  out  of  proportion  to  the  physical  signs. 
There  is  much  contention  at  present  concerning  the  bacterial 
cause  of  influenza,  but  this  has  no  direct  bearing  on  the  present 
discussion.  No  matter  what  the  causative  organism  may  be,  the 
seat  of  the  disease — in  the  variety  of  influenza  with  which  we  are 
concerned — is  the  nasopharynx,  and  the  symptoms  and  compli- 
cations are  referable  to  the  pathological  process  in  this  location. 
A  number  of  the  charted  cases  show  the  characteristics  of  this 
variety  of  influenza.  With  few  physical  signs  there  was  great 
prostration  and  other  evidences  of  severe  toxemia.  The  tem- 
perature was  high  with  marked  fluctuation  and  often  showed  a 
remittent  curve. 

Is  the  pathology  of  this  disease  primarily  an  inflammation  of 
the  adenoid  tissue,  analogous  to  tonsillitis,  or  is  it  an  inflamma- 
tion of  the  nasopharyngeal  mucous  membrane  as  a  whole?  Posi- 
tive evidence  can  only  be  obtained  by  posterior  rhinoscopic  ex- 
amination which  is  difficult  if  not  impossible  in  infants  and 
young  children.  The  similarity  of  the  faucial  and  so-called 
pharyngeal  tonsil  has  been  pointed  out,  and  it  can  be  demon- 
strated in  adults  and  older  children  that  primary  inflammation 
(if  the  nasopharyngeal  adenoid  tissue  is  not  uncommon.  In  the 
writer's  cases  the  presence  of  adenoid  growths  in  many  instances, 
and  the  frequent  inflammation  of  the  lymphoid  follicles  in  the 
posterior  pharyngeal  wall,  a  continuation  of  the  nasopharyngeal 
adenoid  tissue,  is  very  suggestive. 

Treatment.  For  the  rhinopharyngitis  some  bland  cleansing 
wash  is  nf  decided  value;  for  this  purpose  Seder's  fluid,  a  saturated 
solution  of  boric  acid,  or  normal  saline  can  be  used.  The  fluid 
should  be  hot  and  it  is  best  to  avoid  force  in  its  application.  It 
is  usuall)  sufficient  to  pour  the  fluid  into  the  nostrils  from  aspoon. 
Argyrol  in  3  per  cent,  solution  can  be  dropped  into  the  nostrils 
from  an  ordinary  eye  pipette,  but  perhaps  better  is  eucalyptol  15 
minims  to  one  ounce  of  liquid  albolene  or  liquid  petrolatum. 
Menthol  or  camphor  1  to  ;,  grains  to  the  ounce  may  be  used  in 
place  of  the  eucalyptol,  or  all  three  can  be  given  in  the  same 
solution.      Till'    addition    of    adrenalin     1-10,000    to    I— 5,000    IS 
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sometimes  of  advantage.  In  addition  to  the  antiseptic  and  as- 
tringent  action  of  the  dissolved  ingredients,  the  liquid  petroleum 
preparations  render  nasal-breathing  more  comfortable. 

When  there  is  inflammation  of  the  middle  ear,  hot  irrigations 
of  bichloride  i  to  10,000  to  1  to  5,000,  or  of  hot  normal  saline 
solution,  repeated  at  intervals  of  two  hours,  are  indicated. 
When  possible  heat  may  be  applied  over  the  mastoid  process 
and  external  ear.  On  evidence  of  fluid  in  the  tympanic  cavity 
the  membrane  should  be  incised. 

In  the  early  stages  of  adenitis  local  application  of  cold  by 
means  of  the  ice-bag  or  coil  will  tend  to  relieve  the  pain  and  may 
prevent  suppuration.  When  the  swelling  has  ceased  to  increase, 
ichthvol  ointment,  10  to  50  per  cent.,  can  be  kept  constantly 
over  the  area.  Hot  applications  may  be  of  value  at  this  stage, 
but  when  abscess  occurs  the  treatment  is  surgical. 

It  is  not  my  object  to  describe  a  new  disease,  for  the  cases 
discussed  are  common,  though  their  true  nature  is  not  always 
recognized.  I  feel,  however,  that  the  importance  of  the  sub- 
ject is  sufficient  justification  for  this  report.  It  may  be  that  the 
nature  of  some  obscure  cases  will  be  explained  if  the  frequency  of 
this  affection  is  borne  in  mind,  and  this  is  especially  true  in  those 
cases  where  nasal  discharge  is  slight  or  entirely  lacking.  When 
cervical  lymphadenitis  is  due  to  an  acute  inflammation  in  the 
nasopharynx,  the  recognition  and  treatment  of  the  causative 
infection  is  of  great  importance.  Probably  many  cases  of  otitis 
media  where  the  temperature  continues  high  and  the  general 
symptoms  do  not  abate,  despite  thorough  incision  of  the  mem- 
brane and  the  establishment  of  good  drainage,  are  of  the  sort  de- 
scribed. The  actual  cause  of  the  symptoms  is  an  acute  inflam- 
mation of  the  nasopharynx  with  resulting  toxemia,  while  the 
more  apparent  disease,  otitis  media,  is  merely  a  complication. 

I  wish  to  thank  Dr.  Thomas  S.  Southworth  for  his  kindness  in 
permitting  me  to  use  the  histories  from  his  service  at  the  Nursery 
and  Child's  Hospital,  and  the  out-patient  department  of  the 
Babies'  Hospital,  and  Dr.  Eli  Long  for  the  use  of  the  material 
from  the  children's  clinic  at  the  New  York  University  and 
Belli  1 

'The    Diseases    of   Children.      Pfaundler   and    Schlossman.      English    trans., 
H.  K.  Shaw  and  L.  E.  LaFetra,  Lippincott,  1908. 
'Journal  Am.  Med.  Asso.,  Tune  13.  1908. 

3Das  sogenannte  Driisenfieber  der  Cinder.     117™.  med.  Work.,  1902. 
*Loc.  cil. 
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TRANSACTIONS  OF  THE  NEW  YORK 
ACADEMY  OF  MEDICINE. 


SECTION    ON    PEDIATRICS. 

Meeting  of  May  13,  1909. 
Eli  Long,  M.  D.,  in  tlie  Chair. 

BABY    WITH    CLUB-FEET    PUT    UP    IN    PLASTER    BOOTS. 

Dr.  Henry  W.  Frauenthal  presented  this  child  in  order  to 
bring  out  discussion  as  to  the  proper  time  to  treat  congenital 
club-foot  in  children.  A  photograph  shown  gave  the  condition 
previous  to  the  application  of  plaster  boots;  it  showed  marked 
equinovarus.  The  first  plaster  boots  were  applied  when  the  child 
was  eleven  days  old.  Three  casts  had  been  applied,  and  the 
child's  feet  were  now  in  good  condition.  If  one  followed  the  ad- 
vice of  some  of  our  leading  orthopedic  surgeons  and  waited  until 
the  child  was  five  years  old  an  extensive  operation  would  have 
to  be  performed.  Dr.  Frauenthal  had  put  up  four  cases  under 
three  weeks  of  age  within  the  past  three  months. 

DISCUSSION. 

Dr.  Eli  Long  said  that  the  child  was  certainly  young  to 
have  its  feet  put  up  in  plaster  and  inquired  if  Dr.  Frauenthal 
knew  of  anyone  who  had  gotten  good  results  from  this  method  of 
treatment. 

Dr.  Frauenthal  replied  that  he  could  show  several  cases  that 
had  been  treated  in  this  way  within  the  past  six  months.  This 
case  as  shown  by  the  photograph  had  very  badly  deformed  feet 
and  had  been  nearly  cured  in  three  treatments  covering  less 
than  one  month's  time.  This  treatment  was  in  opposition  to  the 
advice  of  good  men  but  still  they  did  not  get  such  good  results  so 
easily  and  in  such  a  short  time. 

CASE    OF    CONGENITAL    STRIDOR. 

Dr.  CHARLES  HERRMAN  presented  this  case  which  was  from 
Dr.  I. a  Fetra's  service  at  the  Vanderbilt  Clinic.  The  labor  was 
normal  and  the  child  apparently  healthy  until  two  days  old, 
when  a  peculiar  crowing  sound  was  first  observed.  The  sound 
has  become  accentuated  since  that  time.  The  child  makes  no 
noise  when  asleep,  but  when  it  becomes  excited  or  takes  a  deep 
breath  1  lie  noise  is  very  distinct.  It  sometimes  makes  the  noise 
when  taking  the  breath.  Examination  showed  a  distinct  dullness 
ovei  the  upper  part  of  the  sternum,  which  might  indicate  an  en- 
larged  thymus.     The    1  raj    mighi    show   tins.      The   generally 
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accepted  theory  in  regard  to  the  etiology  of  this  condition  is 
that  it  is  due  to  a  congenital  malformation  of  the  larynx.  In  a 
child  the  larynx  is  a  little  different  from  the  larynx  of  an  adult; 
it  is  not  unfolded,  but  as  the  child  grows  older  the  epiglottis  un- 
folds and  the  stridor  disappears.  Dr.  Thompson  thinks  that 
there  is  an  incoordination  of  the  respiratory  muscles.  The  mal- 
formation may  be  present  as  well.  The  sound  is  not  heard  in 
expiration.  In  the  case  presented  there  is  no  marked  interfer- 
ence with  respiration,  no  retraction  or  other  sign  of  obstruction. 
Another  view  is  that  the  condition  is  due  to  an  enlarged  thymus, 
whose  pressure  causes  the  stridor.  There  seems  to  be  a  lack  of 
evidence  in  support  of  this  view.  Autopsies  have  been  performed 
in  a  number  of  these  cases,  and  they  always  show  the  same  pecu- 
liar form  of  larynx.  This  would  seem  to  indicate  that  the  larynx 
is  the  cause  of  trouble,  and  the  fact  that  the  condition  appears 
practically  from  the  time  of  birth  also  points  to  the  larynx  as  the 
cause  of  the  trouble.  Medicine  produced  but  little  effect  upon 
the  condition. 

CASE    OF    PERSISTENT    JAUNDICE. 

Dr.  Herrman  then  presented  an  infant  four  months  old  which 
was  also  from  Dr.  La  Fetra's  service.  There  was  no  suspicion 
of  specific  disease,  and  there  were  ten  other  healthy  children  in 
the  family.  The  birth  was  normal  and  the  baby  breast-fed. 
On  the  tenth  day  the  mother  noticed  that  the  baby  was  jaundiced. 
The  baby  was  seen  on  April  14,  at  the  age  of  three  months,  when 
it  weighed  ten  pounds  and  five  ounces.  The  child  presented 
the  usual  symptoms  of  this  Condition.  The  liver  was  4  cm. 
below  the  border  of  the  ribs  in  the  mamillary  line,  the  spleen 
2  cm.  below.  The  patient  had  been  under  observation  for  about  a 
month,  during  which  time  the  condition  and  weight  had  re- 
mained about  the  same.  The  intensity  of  the  jaundice  and  the 
amount  of  bile  pigment  in  the  urine  and  feces  had  varied  from 
time  to  time.  A  careful  consideration  of  the  case  ruled  out 
icterus  neonatorum,  sepsis,  pressure  from  a  new  growth  and 
pointed  to  simple  catarrhal  jaundice,  though  this  condition  is 
exceedingly  rare  at  such  an  early  age.  It  was  difficult  to  ac- 
count for  the  condition,  though  it  was  probably  due  to  some 
infection. 

A    CASE    OF    STATUS    LYMPHATICUS. 

Dr.  G.  R.  Satterlf.k  presented  a  male  child,  two  years  of  age, 
who  had  been  admitted  to  Washington  Heights  Hospital  April  10. 
His  family  history  was  good,  his  birth  had  been  normal  and 
a  sister  six  years  of  age  was  alive  and  well.  This  child  had 
never  had  any  disease  except  diphtheria.  The  child  began  the 
present  illness  with  convulsions  which  had  become  more  and 
more  frequent  and  severe.  They  were  usually  ushered  in  by  an 
attack  of  crying  with  apparent  pain  in  the  lower  jaw.  Physical 
examination  on  April    19,    1909,   showed   a  boy   of  normal   si/e 
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and  development  for  his  age.  There  was  an  area  of  distinct  dull- 
ness, 2  cm.  to  the  left  of  the  left  edge  of  the  sternum  in  the  first 
and  second  interspaces,  and  extending  on  the  right  almost  to  the 
right  border  of  the  sternum  above  to  the  upper  edge  of  the  manu- 
brium sterni.  This  area  of  dullness  was  continuous  below  with 
that  of  cardiac  dullness.  The  enlarged  thymus  was  thought  to 
be  the  cause  of  this  dullness;  an  x-ray  picture  taken  on  May  5 
confirmed  this  opinion.  The  heart  was  hypertrophied  in  both 
right  and  left  ventricles.  There  was  a  systolic  murmur  over  the 
base  in  the  neighborhood  of  the  pulmonic  area  which  was  not 
transmitted.  This  murmur  has  disappeared.  The  abdominal 
muscles  are  rigid,  the  area  of  the  spleen  percusses  dull  to  a  mod- 
erate extent,  but  the  spleen  itself  cannot  be  palpated.  There 
are  evidences  of  rickets  present,  the  right  testicle  is  undescended, 
there  are  adenoids  and  the  tonsils  are  slightly  enlarged.  The 
deep  cervical  lymph  nodes  are  palpable  and  the  superficial  pos- 
terior cervical,  axillary,  epitrochlear,  and  inguinal  nodes  are  en- 
larged. The  thyroid  gland  is  also  slightly  enlarged,  and  t he- 
superficial  veins  running  down  into  the  region  of  the  thymus 
and  those  on  the  anterior  part  of  the  thorax  are  distended.  Blood 
examination  on  April  14  and  15  showed  4,000,000  red  blood- 
cells,  slight  polychromatophilia,  moderate  number  of  normo- 
blasts, a  few  microblasts  and  94  per  cent,  hemoglobin,  index  1.2. 
Leukocytes,  11,000,  differential  count,  67  per  cent.,  pol\ nuclear 
neutrophiles,  23  per  cent.,  lymphocytes,  8  per  cent,  large  mono- 
nuclear and  transitional  leukocytes,  1  per  cent,  eosinophile 
leukocytes  and    1    per  cent,    basophile   leukocytes. 

The  feces  at  this  time  were  soft,  slimy,  stringy,  lemon-yellow, 
of  very  foul  odor,  and  contained  much  mucus  microscopically. 
The  temperature  was  normal  during  the  first  seven  days  in  the 
hospital.  From  April  10  to  April  17,  the  patient  had  numerous 
convulsions,  as  many  as  eight  a  daw  The  treatment  during 
this  time  consisted  in  milk  diet  with  milk  of  magnesia  and  high 
saline  colon  irrigations  twice  daily.  The  convulsions  wen- 
treated  in  the  usual  way.  <  >n  April  17,  the  child  was  too  weak 
tn  sit  up,  regurgitated  fond,  and  was  taken  home,  though  chloral 
seemed  to  have  controlled  the  convulsions.  ( >n  April  1S,  the 
patient  was  admitted  with  convulsions  lasting  three  minutes. 
The  stridor  was  less  marked,  the  color  of  the  skin  improved  and 
the  mental  condition  brighter.  Examination  of  the  urine  on 
May  8  showed  nothing  unusual.  Cyanosis  was  presenl  during 
the  convulsions  and  crying  attacks  which  last  steadily  over  an 
hour.  ( in  May  s.  an  x-ray  photograph  was  taken  under  light 
chloroform  anesthesia.  Aitet  beginning  the  chloroform  the 
pulse  became  very  irregular  and  intermittent,  but  no  symptoms 
of  cardiac  insufficiency  were  present.  A  diagnosis  of  status 
lymphaticus  was  made  on  the  enlarged  thymus,  the  dyspnea 
with  inspiratory  stridor,  the  enlarged  veins  of  the  neck  and 
thorax,  t lie-  convulsions  preceded  by  fits  of  crying  and  accom 
panied  by  inspiratory  stridor.      I'lie  rickets  and  intestinal  dis- 
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turbance  were  carefully  considered,  but  do  not  seem  to  be  the 
controlling  factors.  The  hypertrophy  of  the  heart  and  its 
action  under  chloroform  anesthesia  also  pointed  to  status 
lymphaticus  as  the  condition  present. 

DISCUSSION. 

Dr.  Xorthrup  asked  whether  there  was  any  difference  in 
the  respiratory  murmur  and  dullness  on  the  two  sides. 

Dr.  Satterlee  replied  that  there  was  some  dullness  at  the 
left,  but  there  was  no  respiratory  murmur  noted. 

Dr.  J.  Fi.xley  Bell  cited  the  case  of  a  baby  in  his  service 
in  the  Knglewood  Hospital.  The  child  came  in  with  pneumonia 
and  finally  developed  inspiratory  stridor  and  mediastinal  dullness. 
He  thought  that  he  felt  the  thymus,  but  after  several  weeks  a 
swelling  was  noted  between  the  scapulae  wThich  upon  opening 
yielded  a  quantity  of  pus  found  upon  bacteriological  examination 
to  contain  pneumococci  and  no  other  organism.  The  stridor 
at  once  disappeared  and  also  the  mass  thought  to  be  the  thymus. 
This  was  an  encysted  mediastinal  empyema  or  a  mediastinal 
abscess.     The  child  made  an  uneventful  recovery. 

Dr.  Long  said  the  case  reminded  him  of  one  he  had  seen 
which  presented  very  similar  conditions  and  in  which  the 
diagnosis  was  intestinal  disturbance. 

Dr.  W.  P.  Xorthrup  did  not  often  make  a  diagnosis  of  en- 
larged bronchial  lymph  nodes,  but  cited  a  case  in  which  there 
were  several  good  reasons  for  the  diagnosis.  The  child  was 
quite  as  well  nourished  as  this  one  and  showed  a  distinct  shadow 
in  that  region.  It  had  a  decided  diminution  of  respiration  on 
that  side  and  a  distinct  asthma  on  provocation,  a  couple  of 
enlarged  nodes  above  the  clavicle  on  the  same  side  and  a  distinct 
widening  of  the  shadow  in  the  region  of  the  thymus.  The 
shadow  showed  as  distinctly  as  did  the  spinal  column.  Dr. 
Emil  Mayer  had  examined  the  child  with  the  bronchoscope  and 
at  fust  thought  that  he  sawr  some  obstruction,  but  felt  later 
at  the  next  examination  that  he  had  been  mistaken.  The 
bronchi  and  right  part  of  the  trachea  were  very  distinctly 
ted.  If  the  child's  head  was  pushed  backward  he  stopped 
breathing.  On  the  slightest  provocation  he  had  attacks  of 
asthma  and  diminished  respiration  on  that  side.  At  times  lie 
had  a  little  temperature.  lie  thought  this  was  a  case  of  enlarged 
bronchia]  glands  and  asked  if  any  mention  had  been  made  of 
enlarged  glands  in  the  case  reported. 

Dr.  Jiiiix  Howland  had  not  examined  the  case  carefully  but 
from  the  pictures  it  appeared  that  the  thymus  was  slightly 
inl  irged.  An  enlarged  thymus  did  not  necessarily  mean  status 
lymphaticus,  tor  thai  term  was  usually  applied  to  children  dying 
from  the  enlarged  thymus  or  when  that  was  the  only  pathological 
sign  present  and  there  was  no  other  apparent  cause  for  death 
It  was  frequently  said  of  children  who  died  suddenly  from 
traumatism,    acute   disease,    or   cerebrospinal    meningitis,    thai 
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they  died  of  status  lymphaticus.  It  might  be  said  that  the 
picture  was  found  because  they  died  so  suddenly.  Hochsinger, 
in  an  article  an  laryngeal  stridor,  says  that  he  examined  thirty 
cases  and  found  an  enlarged  thymus  shadow  in  each;  he  then 
examined  some  perfectly  healthy  children  and  found  an  enlarged 
thymus  in  a  large  percentage  of  these  also.  While  there  was 
such  a  pathological  entity  as  status  lymphaticus  the  picture  of 
enlarged  thymus  was  probably  more  frequent  in  children  than 
was  supposed. 

TWO   CASES   OF    EMPYEMA. 

Dr.  O.  M.  Schloss  reported  these  cases: 

Case  I. — A  child,  aged  three  months,  was  admitted  to  Dr. 
Long's  clinic  at  Bellevue  Medical  College,  complaining  of  cough, 
fever,  and  loose  bowels.  The  child  was  breast-fed,  and  there 
was  nothing  of  importance  in  the  family  history.  One  month 
ago  she  became  ill  and  the  attending  physician  who  saw  the 
case  said  that  she  had  bronchitis.  According  to  the  mother,  the 
child  was  very  ill  for  two  weeks,  then  improved  for  a  few  days, 
when  she  became  worse  again.  At  the  time  of  her  admission 
to  the  hospital  the  child  took  her  food  poorly,  had  from  three 
to  five  loose  bowel  movements  daily,  had  fever  with  profuse 
sweats  every  night.  The  cough  was  frequent,  short,  and  hard 
with  no  expectoration.  On  examination  the  physical  findings 
were  localized  on  the  left  side  of  the  chest.  The  left  side  looked 
a  trifle  larger  and  moved  less  on  respiration  than  the  right. 
Tactile  fremitus  was  absent  on  the  left  side,  but  well  marked  on 
the  right.  The  apex  impulse  was  not  palpable  at  the  usual  site 
but  could  be  felt  about  3  cm.  within  the  left  mid-clavicular  line, 
corresponding  to  the  fifth  left  interspace.  The  left  side  of  the 
thorax  was  flat  on  percussion  from  the  angle  of  the  scapula  to  the 
costal  margin  posteriorly,  and  anteriorly  from  the  fourth  rib 
to  the  costal  margin,  while  above  these  points  the  percussion  note 
showed  inpaired  resonance.  The  breath  and  voice  sounds  were 
very  faint  over  the  whole  left  side  and  at  the  base  of  the 
lung  were  not  heard.  The  right  border  of  the  cardiac  dullness 
was  made  out  3  cm.  to  the  right  of  the  right  sternal  margin. 
There  was  a  well-marked  paravertebral  triangle  of  dullness  on  the 
right  side.  The  temperature  was  1020,  pulse  120,  and  respiration 
40  per  minute.  An  exploratory  puncture  showed  thick,  yellow- 
ish pus,  from  which  streptococcus  and  staphylococcus  aureus 
were  grown.  An  incision  2  1  2  cm.  long  was  made  in  the  seventh 
interspace  in  the  anterior  axillary  line  and  about  1  :o  c.c.  of  pus 
evacuated.  Although  the  operation  took  but  a  moment,  and 
the  pus  was  allowed  to  escape  very  slowly,  a  profound  collapse 
followed.  After  the  usual  stimulants  the  child  was  sent  home 
in  a  very  unpromising  condition.  The  recovery  was  rapid,  though 
there  was  still  a  little  superficial  dullness.  The  prognosis  in  this 
rase  was  considered  bad,  as  streptococcic  empyemas  are  generally 
regarded  as  most  virulent  and  there  is  a  general  impression,  sub- 
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stantiated  by  text-books,  that  infants  under  six  months  of  age 
with  empyema  die  more  often  than  they  recover. 

Case  II. — This  patient  had  pneumonia  two  years  ago,  and  at 
the  end  of  the  third  week  the  diagnosis  of  empyema  was  made. 
Operation  was  refused.  The  child  was  very  ill  for  eight  months, 
coughing  up  large  amounts  of  pus,  having  fever  and  sweats 
every  night,  and  losing  in  weight.  Finally  he  began  to  improve 
and  the  cough  became  periodic.  The  child  often  coughed  up  as 
much  as  a  cupful  of  pus.  The  worst  coughing  spells  were  in  the 
mornings  and  evenings.  Five  months  ago  the  child  was  ad- 
mitted to  the  clinic  at  Bellevue  Medical  College.  At  this  time  he 
had  no  fever,  a  pulse  of  1 10,  and  respirations  50  per  minute.  The 
fingers  and  toes  showed  marked  clubbing  and  the  nails  were  in- 
curved. Physical  examination  of  the  chest  gave  all  the  typical 
signs  of  empyema.  Several  exploratory  punctures  were  made 
with  negative  results.  The  white  blood-cells  were  never  more 
than  13,000  per  cm.,  and  the  relative  percentages  of  the  cells 
normal.  The  patient  had  only  occasional  slight  rises  of  tempera- 
ture. The  sputum  was  examined  many  times  for  the  tubercle 
bacilli  with  negative  results.  The  x-ray  revealed  nothing  of 
importance.  During  the  past  two  months  the  child  has  im- 
proved, gained  in  weight,  slept  well,  and  the  physical  signs,  though 
still  present,  are  less  marked.     The  respirations  are  still  rapid. 

In  this  case  the  pus  was  removed  either  by  lymphatic  absorp- 
tion or  by  rupture  into  a  bronchus,  probably  the  latter.  Pleural 
thickening  and  adhesions  had  formed  and  the  lung  was  probably 
bound  down  and  adherent.  The  question  is  whether  this  patient 
has  bronchiectasis.  The  scattered  areas  of  bronchial  breath 
sounds,  the  occasional  cavernous  quality,  and  the  veiled  puff,  the 
periodic  expectoration,  the  absence  of  pleural  effusion  and  the 
variation  in  the  physical  signs  at  the  different  examinations  are  in 
favor  of  this  diagnosis.  It  would  be  interesting  to  see  if  the 
patient  would  develop  the  bone  changes  described  by  Marie  of 
which  the  club  lingers  are  the  first  sign. 

DISCUSSION. 

Dr.   Eli  Long  asked  if  any  others  could  report  cases  oi  em 
pyema  that  had  not  been  operated  upon.     This  case  had  been 
sent  to  Professor  Northrup's  service  at  the  Presbyterian  Hospital 
lor  operation. 

Dr.  Northruf  said  if  lie  remembered  correctly  the  diagnosis 
had  been  old  empyema,  The  child  had  spit  up  the  pus.  and  ab- 
sorption and  retraction  had  done  the  rest.  The  x-ray  and  needle 
showed  no  pus  and  so  tin-  child  had  not   been  operated  upon. 

I)k.  LONG  said  that  it  was  interesting  to  know  thai  the  von 
Pirquet  test  was  now-  positive,  while  two  months  ago  it  was 
negative. 

Dr.  Sciiloss  stated  that  the  mother  had  told  him  that  the 
child  used  to  spit  up  as  much  as  a  bowlful  of  pus.  Of  course 
that  quantity    was   uncertain,    but   it   was   probable    from    the 
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historv  that  the  child  had  nothing  to  be  operated  for  as  he  had 
spit  up  the  empyema. 

Dr.  Long  said  that  the  case  was  particularly  interesting  to 
him  because  he  had  the  idea  that  such  cases  when  operated  on 
when  under  one  year  of  age  died.  If  a  baby  could  do  as  well  as 
this  one  he  would  in  the  future  revise  his  prognosis  in  empyema. 

Dr.  Northrup  had  had  a  case  only  seven  weeks  old  which  did 
as  well  as  this  one. 

SOME    CASES    OF    LISPING. 

Dr.  E.  W.  Scripture  had  recently  reported  some  cases  of 
psychoneuroses  which  could  be  termed  stuttering,  but  this  time 
lie  would  show  some  entirely  different  diseases  which  might  be 
termed  "negligent  speech."  This  disease  was  characterized 
by  a  lack  of  precision  and  correctness  in  using  the  muscles  of 
speech  and  was  due  to  mental  negligence,  laziness,  or  inattention. 
Most  of  the  cases  might  be  grouped  under  the  term  "lisping." 
They  could  be  readily  cured  by  comparatively  simple  methods 
and  there  was  usually  no  need  of  sending  them  to  a  specialist. 
The  most  common  form  of  negligent  speech  was  where  the  pa- 
tient said  "t"  instead  of  "s."  It  was  a  fundamental  law  that 
they  did  not  perceive  their  errors  of  speech  unless  they  felt  them 
with  the  tongue  and  were  able  to  correct  the  sound  also.  To 
cure  this  fault  insert  a  thin  stick  or  probe  over  the  middle  of  the 
tongue.  When  he  tries  to  sav  "toap"  the  slick  produces  the 
narrow  channel  necessary  for  the  "s."  He  actually  says  'soap 
and  hears  and  feels  himself  doing  it.  Another  common  form 
of  negligent  speech  was  shown  by  a  child  who  said  "turn"  lor 
thumb  and  "tin"  for  thin  and  so  on.  For  the  sound  the  tongue 
must  be  put  so  lightly  against  the  palate  that  air  escapes  at  the 
sides.  Through  negligence  this  boy  presses  his  tongue  too 
tightly  and  makes  t  or  d.  To  cure  him  you  place  a  stick  or  probe 
across  the  front  part  of  the  tongue  sidewise  and  tell  him  to  say 
thumb;  the  stick  keeps  the  tongue  partly  down  and  he  says  it. 
Another  boy  in  saying  s  produces  a  blast  of  air  through  his  nose. 
1  In-  snort  is  distinctly  heard  and  the  s  seems  to  have  disappeared. 
This  was  due  to  pure  carelessness.  An  effective  method  of  curing 
this  is  to  place  a  nasal  lip  in  one  nostril,  conned  this  with  a  rubber 
tube  with  a  glass  end  and  hold  this  end  in  front  of  a  candle  Same. 
Every  time  the  air  is  permitted  to  pass  through  his  nos(  the 
candle  Same  is  blown.  The  child  sees  his  defect  and  is  able  to 
correct  it.  Some  cases  of  lisping  arise  from  organic  defects 
such  as  tongue  tie  and  high-arched  palate,  but  most  of  them  are 
due  to  mental  sluggishness. 

Main-  of  these  cases  of  lisping  do  occur  from   tongue  tie,  but 
pri   ented   to-night   are  due   to  pun-  negligence.     Of 

course  when  the  toii-ue  is  tied  the  person  1 1 ; 1 1 1 1 : . 1 1 1  \  lisps.  lie 
had  seen  a  number  of  eases  of  high  palate  and  aieh  m  which  the 
speech  defects  were  corrected  by  teachm-   the  child   to  puss  tin 
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tongue  a  little  more  tightly  against  the  palate.     If  this  is  done, 
the  groove  is  closed  and  the  "s"  can  be  pronounced  correctly. 

DISCUSSION. 

Dr.  Xorthrup  inquired  if  most  of  these  cases  were  not  due  to 
some  mental  defect. 

Dr.  Scripture  said  that  some  of  the  cases  do  show  mental 
dullness,  but  with  most  it  was  a  case  of  mental  sluggishness 
or  carelessness. 

SARCOMA    OF    THE    KIDNEY,    PROBABLY'    CONGENITAL,    IN    AN 

INFANT. 

Dr.  J.  Finley  Bell,  of  Englewood,  reported  this  case.  The 
patient  was  a  male  infant,  four  months  old,  seen  in  consultation 
on  February  17.  The  baby  had  been  breast-fed,  and  Dr.  Paratt, 
who  called  Dr.  Bell  in  consultation,  had  not  seen  the  baby  from 
the  time  of  birth  until  the  previous  day.  The  baby  had  been 
apparently  normal  at  the  time  of  birth.  The  enlargement  of 
the  abdomen  was  of  two  weeks'  standing,  but  the  baby  had  cried  a 
great  deal,  and  for  the  past  four  weeks  had  not  nursed  as  vigor- 
ously  as  a  normal  baby  should.  The  urine  was  diminished  in 
quantity.  Examination  revealed  the  fact  that  the  child  was 
much  emaciated,  the  abdomen  greatly  enlarged,  the  fontanels 
open  and  their  contour  and  size  about  normal.  The  heart  was 
displaced,  the  apex  beat  being  1.50  cm.  external  to  the  nipple  line 
and  in  1  lie  third  interspace;  the  sounds  were  normal  but  weak. 
Vesicular  breathing  was  diminished  and  bronchial  breathing 
accentuated.  There  were  no  rales.  The  chest  conditions  were 
due  to  the  enormous  pressure  against  the  diaphragm  from  below, 
crowding  the  thoracic  organs  upward  unto  the  apical  portions 
of  the  thorax  and  spreading  the  chest  so  that  the  lower  ribs  were 
quite  horizontal.  The  circumference  of  the  abdomen  at  the 
umbilicus  was  49.5  cm.  The  largest  circumference  was  51.5 
cm.  The  veins  and  capillaries  of  the  abdominal  wall  were 
prominent.  There  was  an  umbilical  hernia  and  the  skin  was 
tense  and  shiny.  The  entire  abdomen  was  flat  on  percussion. 
The  area  of  liver  dullness  was  very  high;  the  spleen  could  not  be 
found.  On  close  examination  there  was  greater  prominence  on 
the  left  side.  ( (wing  lo  the  marked  dyspnea,  cardiac  embarrass- 
ment and  severity  of  pain  the  child  was  removed  to  the  Engle- 
wood Hospital  and  tapped.  The  punctures  in  several  places 
gave  a  clear,  straw-colored  fluid  of  syrupy  consistence.  About 
400  c.c.  of  fluid  was  removed,  but  there  was  no  appreciable  differ 
ence  in  the  abdominal  distention.  There  was,  however,  some 
respiratory  relief.  A  trocar  was  introduced  on  the  following 
day  with  the  hope  oi  reaching  a  large  cavity  in  the  sac  in  order 
to  relieve  the  thoracic  pressure  so  that  with  good  feeding  the 
general  condition  of  tin-  babymighl  be  improved  as  a  preparation 
for  a  radical  surgical  operation.  Aftei  repeated  efforts  to 
relieve  by   tapping  it   was  concluded   that   they  had  a  congenital 
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hydronephrosis  to  deal  with  and  that  this  hydronephrosis  was 
multiloeular.  It  was  decided  to  hazard  opening  the  abdomen. 
The  child  being  in  a  desperate  condition,  the  parents  consented. 
The  abdomen  was  opened  in  the  median  line  between  the  um- 
bilicus and  ensiform.  For  a  time  the  respiration  seemed  to 
improve  under  chloroform  when  suddenly,  just  as  the  abdomen 
was  entered,  it  ceased  and  the  radial  pulse  disappeared.  Artificial 
respiration  was  immediately  performed  and  amy!  nitrate  sub- 
stituted for  chloroform.  In  a  short  time  respiration  was  rees- 
tablished and  oxygen  was  administered  while  the  operation  was 
being  completed.  There  was  considerable  shock,  and  active  stim- 
ulation was  required  during  the  night.  The  baby  was  unable  to 
suck  after  the  operation,  and  was  fed  with  a  dropper.  *  Two  days 
later  the  mother's  milk  failed,  so  that  whey  and  cream  mixture 
were  substituted.  The  patient  continued  stationary  until  the 
wound  refused  to  drain,  when  respiratory  and  circulatory  con- 
ditions grew  worse  and  on  April  3  the  baby  died.  While  these 
cases  were  by  no  means  rare,  they  occurred  with  sufficient  infre- 
quency  to  make  each  one  interesting.  From  the  history,  course, 
and  autopsy  findings  one  was  justified  in  making  a  diagnosis  of 
congenital  sarcoma  of,  or  in  the  region  of  the  left  kidney,  its 
hilum  or  ureter  causing  obstructive  hydronephrosis,  multiloeular 
in  character. 

Autopsy  on  Dr.  Bell's  Case. — Dr.  D.  S.  D.  Jessup  reported 
that  the  abdomen  was  filled  with  a  large  retroperitoneal  mass 
lying  more  on  the  left  side  than  on  the  right.  It  extended  from 
the  diaphragm  to  the  symphysis  and  overlaid  the  right  kidney. 
1 1  was  a  thin-walled  multiloeular  cyst,  and  running  over  its  surface 
from  the  region  of  the  spleen  to  the  right  brim  of  the  pelvis  were 
colon  and  sigmoid.  The  mass  was  adherent  laterally  on  the 
left  side  and  posteriorly  to  the  muscles.  The  renal  vessels 
entered  and  left  it  opposite  the  light  kidney.  After  the  removal 
and  escape  of  considerable  fluid  the  tumor  measured  20X18  cm. 
The  anterior  portion  was  composed  of  many  thin-walled  cysts. 
Posteriorly  the  kidney  structure  was  continuous  with  a  soft  pale 
growth  which  extended  forward  through  the  mass  to  the  cystic 
portion.  There  were  regions  of  escaped  blood  and  dark  necrotic 
tissue.  The  liver  was  small  and  congested,  the  gall-bladder 
distended  with  lighl  yellow  bile,  the  spleen  small,  firm  and  red, 
and  the  lungs  congested  al  the  base..  Sections  from  various 
portions  of  the  tumor  showed  a  growth  of  large  oval  and  spindle 
cells  which  appeared  to  bear  an  intimate  relation  to  the  con 
nective-  tissue  stroma.  There  were  areas  of  red  cells  in  the  stroma 
and  thin  walled  blood  vessels  distended  with  red  cells.  The  walls 
-■I  tht  smaller  cysl  were  composed  of  connective  tissue  infiltrated 
by  the  new  growth  cells  and  lined  by  flattened  cells.  Sections 
of  the  kidney  parenchyma  showed  thinned  blood  vessels,  pro- 
liferation of  the  glomeruli  and  some  increase  of  connective  tissue. 
A  diagnosis  was  made  of  spindle-celled  sarcoma  with  cystic 
di   ,'  aeration.     A  section  of  the  right   kidney  showed  swelling 
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of  the  tubule  cells,  congestion  and  patches  of  round-celled  in- 
filtration. The  right  adrenal  was  normal.  The  heart  was  also 
normal. 

DISCUSSION. 

Dr.  Bell  said  that  Dr.  Jessup  had  asked  him  to  present  the 
specimen.  A  photograph  of  the  body  was  made  before  autopsy. 
The  findings  were  those  just  described.  The  tumor  as  shown 
was  much  smaller  than  when  it  lay  in  the  abdomen  on  account 
of  the  leakage.  The  microscopic  examinations  showed  spindle- 
celled  sarcoma,  with  blood-vessels  and  hemorrhagic  areas.  In 
reply  to  an  inquiry  Dr.  Bell  said  that  the  suprarenals  seemed 
to  lie  above  the  growth,  involving  the  whole  kidney.  Dr.  Jessup 
could  not  say  what  were  the  detailed  microscopic  findings.  He 
had  shown  the  tumor  to  a  number  of  men,  and  the  consensus  of 
opinion  was  that  it  was  ordinary  sarcoma.  Other  portions  might 
show  (ither  conditions.  It  was  a  very  large  tumor  and  sections 
would  have  to  be  made  from  many  places  to  exclude  other 
structures. 

Dr.  Northrup  said  that  while  not  very  common,  these  tumors 
were  not  very  rare.  One  peculiarity  was  that  they  seemed  to 
grow  from  a  single  pole  of  the  kidney,  the  tumor  being  so  large 
that  the  kidney  seemed  to  be  grafted  upon  it. 

Dr.  Bell  said  that  some  time  ago  Dr.  Jacobi  reported  a  case 
of  still-birth  in  which  there  was  found  sarcoma  of  the  kidney. 

SQUINT   IN   AN   INFANT   EIGHTEEN    MONTHS   OLD   CORRECTED    WITH 
GLASSES. 

Dr.  W.  H.  Holzapfel  apologized  for  presenting  a  case  which 
might  not  be  very  interesting  to  the  pediatrician.  The  case  was 
an  infant,  eighteen  months  of  age,  admitted  to  the  New  York  Eye 
and  Ear  Infirmary  for  strabismus,  the  left  eye  converging  about 
3odegrees.  Examination  under  atropine  showed  refractive  error 
of  one  and  one-half  diopters  hyperopia  in  right  eye  and  two  and 
one-hali  diopters  in  the  left.  (Masses  were  prescribed  accordingly. 
The  patient  returned  to  the  hospital  three  weeks  later.  With 
n  both  eyes  remained  straight.  The  patient  had 
since  been  seen  several  limes  and  the  eyes  remained  straight, 
e  was  one  of  many  of  similar  type.  The  best  results  were 
obtained  in  children,  for  after  the  eye  became  more  fixed  in 
position,  not  only  glasses  but  operation  was  also  necessary  to 
obtain  binocular  vision.  The  common  cause  of  squint  was  hyper- 
opia and  not,  as  often  supposed,  scarlet  lexer,  measles,  whooping- 
cough,  a  fall,  etc.  In  only  a  few  cases  was  the  cause  paralysis  of 
1 1  insic  ocular  muscles.  Any  defect  in  the  muscle  equi- 
librium became  more  noticeable  during  fatigue,  illness,  etc.  Mod 
cm  methods  enabled  the  o]  hthalmologisl  to  measure  the  focus 
of  an  eye  with  a  remarkable  degree  of  accuracy  without  any  in- 
formation from  the  patient. 
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Dr.  J.  Finley  Bell  reported  two~cases  of  squint  occurring 
in  his  practice  during  the  past  eighteen  months.  In  the  first 
case  the  squint  came  on  suddenly,  and  the  child  was  referred  to 
an  oculist  who  said  it  was  not  possible  to  fit  glasses  for  a  child  of 
that  age,  and  advised  the  local  use  of  atropin  with  cleansing  of  the 
intestine  and  careful  diet.  The  second  case  was  a  child  two 
and  one-half  years  old  and  in  whom  the  condition  appeared  dur- 
ing an  attack  of  whooping-cough.  The  squint  was  not  continu- 
ous, but  would  be  present  and  then  disappear.  After  the 
whooping-cough  subsided  the  condition  recurred  much  less 
frequently.  It  was  a  satisfaction  to  learn  that  this,  condition 
could  be  successfully  corrected  wTith  glasses  in  a  young  child. 

Dr.  Southworth  said  that  last  summer  he  had  seen  a  small 
boy,  two  and  a  half  years  of  age,  who  had  a  squint,  and  he  had 
been  told  by  ophthalmological  friends  that  it  was  of  the  highest 
importance  that  the  child  should  have  glasses.  They  said  that  if 
it  was  a  unilateral  squint  the  chiici  would  undergo  such  an 
amount  of  change  in  the  nerve  that  later  he  would  not  be  able  to 
recover  from  it.  The  case  was  referred  to  one  of  the  prominent 
ophthalmologists  in  one  of  the  large  western  cities,  and  he  told 
the  parents  to  bring  the  child  to  him  when  it  was  four  or  five 
years  old  and  he  would  see  what  he  could  do  for  it.  This  indi- 
cates that  the  position  taken  by  the  best  ophthalmologists  here 
has  not  yet  reached  to  the  West.  It  is  of  the  highest  importance 
that  such  a  squint  should  be  corrected  early  so  thai  the  power 
of  the  eyes  may  not  be  lessened. 

Dr.  Long  was  surprised  to  learn  thai  babies  so  young  wen- 
subjected  to  wearing  glasses,  and  had  asked  Dr.  Holzapfel  how 
the  patient  liked  it.  He  replied  thai  you  could  not  get  them 
off — she  wanted  to  sleep  in  them.  He  had  then  asked  another 
ophthalmologist  what  his  experience  was,  and  it  was  just  the 
opposite.  He  could  not  make  the  child  wear  them  so  long  as  her 
hands  were  free;  the  mother,  however,  plastered  them  on  with 
adhesive  plaster,  and  after  a  while  the  child  grew  accustomed 
to  them. 

W'liile  the  operation  i<>i  squinl  in  a  child  is  nut  particularly 
rous,  still  it  is  something  thai  one  does  not  like  to  under- 
take, and  it  is  very  satisfactory  t<>  know  that  there  is  some  way 
of  avoiding  it.  These  remarks  of  Dr.  Holzapfel's  were  particu- 
larly gratifying  on  that  account.  As  soon  as  a  baby  begins  t<> 
focus,  if  there  is  any  suspicion  that  it  is  going  to  have  a  squint,  the 
can  lie  entirely  prevented  by  the  use  of  glasses. 

lie  then  inquired  of  Dr.   Holzapfel  what  proportion  of  cases 

mded  satisfactorily   to   this   treatment,  and   was  told   that 

satisfactory  results  are  obtained  in  the  vast  majority  "i  cases; 

though  comparatively   Few  cases  were  seen   in   infants,  as  the 

children  arc  seldom  brought   t<>  the  ophthalmologist  until  they 

■  i  an  five  to  ten  years  old. 

Dr.  Northrup  said  thai   Dr.  Southworth  had  brought  oul  a 
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very  important  point — tfie  preservation  of  the  function  of  the  eye. 
It  is  very  important  to  have  the  defect  corrected  early  so  that 
there  is  no  permanent  loss  of  power.  He  would  like  to  know  how 
long  the  child  has  to  wear  the  glasses. 

Dr.  Holzapfel  replied  that  the  eye  is  the  first  part  of  the  body 
to  become  fully  developed,  and  if  the  child  is  far-sighted  when  it 
is  brought  for  treatment  it  remains  for  all  time,  and  they  have  to 
wear  the  glasses  permanently.  Squint  is  in  most  cases  the  result 
of  hypermetropia. 

He  has  had  but  few  cases  due  to  myopia.  Perhaps  nine 
out  of  ten  are  hyperopic. 

Dr.  Pisek  inquired  what  arrangements  the  eye  men  had  to 
test  young  children — those  who  could  not  read  the  letters. 
That  difficulty  had  arisen  in  his  work,  and  he  had  arranged  a 
card  with  animals  on  it  or  some  such  familiar  objects,  for  example, 
a  shoe.  From  these  he  had  test  cards  made,  the  figures  being 
in  certain  proportions  corresponding  with  the  letters  on  large 
cards  and  going  down  the  scale  to  the  smaller  ones.  Children 
who  could  not  read  could  tell  him  what  the  object  was,  and  in 
this  way  he  has  been  able  to  determine  their  acuity  of  vision. 

Dr.  Holzapfel  said  that  Dr.  Pisek  had  spoken  of  not  being  able 
to  measure  the  children  on  account  of  their  not  knowing  the 
letters.  When  measuring  for  glasses  the  ophthalmologist  does 
not  ask  the  patient  to  read  the  letters,  but  does  the  measuring 
himself.  We  do  not  need  to  talk  to  the  patient  to  measure  the 
focus. 
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DISEASES    OF    CHILDREN. 

Condensed  Milk  Mixtures  in  Diarrheas.    -W.  A.  Northridgi 

May,  1909)  advocates  the  use  of  condensed  milk  mixtures 
as  a  remedy  for  persistent  diarrhea  in  gastroenteric  cases.  It 
clucks  the  diarrhea  promptly  and  the  stool  becomes  normal. 
It  is  very  important  to  change  back  to  a  fresh  food  at  the  earliest 
possible  moment,  as  any  prolonged  and  exclusive  use  of  these 
sterilized  foods  tends  to  cause  grave  disturbances  of  nutrition. 
When  the  passages  lia\  e  become  normal  and  have  remained  so  for 
a  few  days, one  should  change  back  again  to  a  fresh  food.  If  the 
diarrhea  returns,  the  patient  should  be  put  again  on  the  con 
densed  milk  mixture. 

The  Nervous  Child.  II.  L.  K.  Shaw  (Pediatrics,  May,  1909)" 
emphasizes  the  point  thai  both  heredity  and  environment  an' 
responsible  for  the  development  of  the  nervous  child.  Reflex 
irritation,  whether  from  preputial  adhesions  or  gastrointestinal 
disturbance,  is  an  important  factor.  The  lack  of  appetite  is 
the  symptom  which  most  alarms  the  mother.  The  best  results 
are  obtained  from  treatment   when   the  child   is  removed   from 
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his  ordinary  surroundings.  Parents  must  be  taught  that  the 
child  is  imitative  and  must  learn  to  hold  themselves  in  cheek  in 
his  presence.  The  feeding  is  the  most  important  and  controlling 
factor  in  the  treatment.  A  plain  diet  of  milk,  eggs,  cereals,  and 
broths  should  comprise  the  nourishment.  A  proper  regulation 
of  the  feeding  hours  is  important.  All  meals  should  be  given  at 
a  definite  time  each  day  and  these  hours  should  never  be  changed. 
Too  frequent  feeding  may  create  a  dislike  for  food.  Several 
hours  a  day  in  the  open  air  and  proper  ventilation  of  the  sleeping 
room  should  be  insisted  upon.  A  cold  sponge  each  morning 
has  a  marked  tonic  effect. 

Acute  Dilatation  of  the  Stomach  in  Infancy. — W.  P.  Lucas 
{Arch.  Ped.,  June,  1909)  reports  that  an  eleven-months-old 
baby  while  nursing  in  his  usual  ravenous  fashion  suddenly  gave 
a  short  gurgling  gasp,  straightened  out,  rolled  his  eyes,  and 
seemed,  to  all  appearances,  about  to  die.  The  epigastrium  was 
greatly  distended.  Grasping  the  abdomen  and  making  firm 
pressure  backward  and  slightly  up  toward  the  chest,  air  came 
up  and  a  gush  of  milk.  There  was  an  immediate  change  in  the 
appearance  of  the  child.  The  color  came  back,  there  were  a 
half-dozen  short  gasps  and  then  gradually  the  normal  breathing. 
A  hypodermic  of  brandy  and  aromatic  spirits  of  ammonia  was 
given.  The  child  had  had,  within  five  days  before  this  attack, 
three  somewhat  similar  to  the  one  described  and  always  followed 
by  belching  of  gas  and  rather  copious  vomiting.  They  were 
doubtless  due  to  the  same  cause,  acute  dilatation  of  the  stomach 
which  had  been  relieved  spontaneously.  In  looking  up  the 
literature  the  writer  has  found  but  two  cases  of  acute  dilatation 
of  the  stomach  in  infancy.  Doubtless  some  of  the  sudden  drat  lis 
in  infancy  may  be  attributed  to  this  condition.  The  probable 
causes  might  be  summed  up  in  rapid  nursing  with  the  simultaneous 
ingestion  of  a  greater  or  less  volume  of  air,  with  the  normal 
safety  valve  of  vomiting  omitted,  in  a  child  with  perhaps  not  too 
strong  heart  muscles 

Still's  Disease. — This  affection  is  defined  as  "  a  chronic  progress- 
ive enlargement  of  the  joints,  associated  with  general  enlarge- 
ment of  the  glands,  and  enlargement  of  spleen."  Donald 
Hingston  {Arch.  Ped.,  June,  [909)  reports  two  cases  whose 
histories  and  appearance  correspond  with  that  of  this  disease. 
The  first  was  treated,  one  year  after  the  onset  of  symptoms, 
by  fresh  air,  arsenic,  massage,  and  passive  movements  of  the 
iffected  joints.  Treatment  was  given  regularly  and  recovery 
apparently  took  place.  The  second  case  improved  at  once  under 
arsenic,  massage,  and  warm  baths,  but  the  treatment  was  not 
carried  out  regularly  and  relapses  were  Frequent.  These  relapses 
corresponded  fairly  well  with  the  periods  when  treatment, 
especially  the  administration  of  arsenic,  was  discontinued. 

Bacterial  Content  of  Whey.  0.  M.  Schloss  {Arch.  Ped.,  June, 
[909)  records  several  counts  made  oi  bacteria  in  milk  and  in 
whey  prepared  from  the  same.     These  slniw  that  in  the  rennin 
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coagulation  of  milk  many  of  the  bacteria  are  included  in  the  clot 
and  the  whey  contains  far  fewer  bacteria  than  the  corresponding 
milk. 

Malnutrition  in  the  School  Child. — E.  M.  Sill  (Jour.  Amer. 
Med.  Assn.,  June  19,  1909)  presents  statistics  of  malnutrition 
on  the  lower  east  side  of  Xew  York.  He  believes  that  ignorance 
on  the  part  of  parents  as  to  food  values,  cooking,  how  to  live, 
cleanliness,  fresh  air  and  sunlight  is  a  more  important  factor 
in  the  causation  of  malnutrition  of  the  children  than  poverty. 
He  says  that  our  first  duty  should  be  to  instruct  the  mothers 
in  the  schools  and  clinics,  either  by  word  of  mouth  or  printed 
directions,  as  to  what  foods  are  best  for  the  growing  child,  which 
are  the  most  nutritious  and  healthful  for  the  money,  the  best 
way  to  cook  different  foods,  what  articles  of  diet  to  avoid,  and 
the  necessity  of  plenty  of  fresh  air  and  sunlight,  and  cleanliness. 
Warm  clothing  is  a  necessity.  These  children  should  be  given 
foods  that  contain  a  large  amount  of  proteid  material.  The 
dietary  most  valuable  consists  of  milk  (a  quart  a  day),  cocoa, 
eggs,  red  meat  (once  a  day),  fowl,  fish,  bread  and  butter,  and 
cereals,  such  as  oatmeal,  farina,  hominy,  cornmeal,  rice,  pure 
olive-oil,  and  cream  if  possible,  with  vegetables,  such  as  spinach, 
stewed  tomatoes,  stewed  corn,  cauliflower,  baked  and  creamed 
es,  purees  of  beans  or  peas,  and  baked  beans,  and  fresh 
Fruit,  such  as  oranges,  pears,  apples,  raw  and  baked  and  in  the 
101  in  nf  apple  sauce,  and  stewed  prunes.  The  children  should 
stop  school,  be  out  in  the  open  air  as  much  as  possible,  open 
the  windows  at  night  and  air  the  room  thoroughly-  by-  day,  go 
to  bed  at  7  or  8  o'clock  and  take  a  rest  in  bed  for  an  hour  or  two 
after  the  midday  meal.  Bathing  is  encouraged  for  the  purpose 
of  cleanliness,  and  a  salt-water  bath  followed  by  a  vigorous  rub 
for  its  stimulating  and  invigorating  effect.  The  writer's  ideas 
of  the  remedy  are  somewhat  socialistic.  He  believes  that  the 
present  condition  of  affairs  in  the  congested  parts  of  our  great 
cities  could  be  entirely  changed  and  controlled  by-  laws,  and  that 
there  is  110  reason  why  New  York  may  not  have  as  good  tene- 
menl  as  Berlin.  No  reference  is  made  to  restriction  of  im- 
migration of  the  undesirable  type  which  prefers  the  congested 
districts  and  so  tends  to  perpetuate  the  unfavorable  conditions. 
He  says  that  as  a  child  is  a  valuable  national  asset,  it  should  be 
the  public  duty  to  provide  nourishing  food  for  those  children, 
especially  in  the  public  schools,  who  are  starved  through  negli- 
gence, ignorance,  or  poverty  of  their  parents. 

Inspiratory  Stridor  and  Dyspnea  in  Infants. — A.  1).  Blackader 
and  IIS,  Muckleston  1.  Yrch.  Ped.,  June,  1909)  say  that  congenital 
laryngeal  stridor  is  differentiated  from  laryngospasm  by  its 
occurrence  in  otherwise  healthy  children;  by  its  early  onset, 
generally  within  the  first  two  weeks  after  birth;  by  the  more  or 
less  persistence  of  the  stridor,  and  by  the  small  amount  of  dyspnea 
to  which  it  generally  gives  rise.  An  infant,  healthy  and  normal 
in  othei  n  ipects,  is  noticed  within  the  first  or  second  week  after 
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birth  to  make  a  croaking  sound  with  each  inspiration,  a  sound 
which  may  rise  in  its  note  to  a  high-pitched  crow,  especially  on 
excitement  or  when  a  sudden  and  more  vigorous  breath  is  taken. 
Expiration  is  generally  noiseless,  but  may  be  accompanied  by  a 
short  grunt  when  the  inspiratory  noise  is  loudest.  In  a  few  cases 
the  inspiratory  noise  continues  in  a  modified  way  even  during 
sleep.  The  voice  is  clear;  crying  and  coughing  are  unaffected. 
Breathing,  though  noisy,  is  usually  unaccompanied  by  distress, 
and  cyanosis  seldom  appears.  There  is  more  or  less  retraction 
of  the  soft  parts  of  the  thoracic  walls,  showing  impediment  to 
the  entrance  of  air.  The  infantile  larynx  differs  from  the  adult 
larynx  not  only  in  size  and  in  the  more  yielding  character  of  its 
walls,  but  also  in  the  shape  and  comparative  size  of  its  upper 
entrance.  The  epiglottis,  instead  of  curving  upward  on  its 
posterior  aspect  is  only  slightly  raised  and  is  distinctly  folded 
so  that  its  two  sides  are  approximated,  thus  much  narrowing  the 
entrance  way  between  the  thin  and  somewhat  membranous 
aryepiglottic  folds.  The  writer  reports  five  cases  of  the  affection. 
He  finds  that  the  majority  of  recent  observers  regard  the  cause 
of  the  stridor  as  purely  mechanical  and  consider  that  in  this 
affection  we  have  to  deal  with  an  exaggeration  of  the  normal  infan- 
tile type  of  larvnx;  a  condition  due  to  defective  development 
in  the  larynx  itself  rather  than  dependent  upon  any  spasmodic 
or  incoordinated  respiratory  act,  although  this  latter  may  have 
siime  influence.  The  stridor,  which  is  persistent  for  the  greater 
part  of  the  time,  appears  to  be  due  to  the  vibration  of  the  aryepi- 
glottic folds,  which  on  sudden  and  deep  inspiration  become 
sufficiently  tense  to  give  a  high  note.  The  character  oi  the  sound, 
however,  is  variable,  and  is  dependent  upon  the  condition  of  the 
folds  themselves,  upon  the  amount  of  stenosis  present,  and  upon 
the  degree  to  which  the  membranes  are  stretched.  Though 
not  usually  considered  as  threatening  life,  one-sixth  of  the  cases 
reported  have  died  from  affections  of  the  respiratory  system. 
In  all  cast's  with  severe  suffocative  attacks  inducing  much  eya 
nosis,  the  possibility  of  a  fatal  obstruction  must  be  considered  bj 
the  physician.  It  is,  invariably,  by  the  mother.  Such  cases  are 
best  treated  in  a  hospital,  where  a  sudden  emergency  can  be 
quickly  met,  till  the  danger  lessens  with  advancing  age  and 
development. 

Pain  and  Pott's  Disease.  C.  C.  Wholey  (Jour.  Amer.  Med. 
A  wot.,  June  12,  I'joi))  believes  that  Pott's  disease  would  be  much 
more  frequently  and  earlier  diagnosed  ii  its  initial  manifestations, 
of  which  pain  in  tin  form  of  backache  is  often  conspicuous,  were 
looked  for  and  recognized.  Backache  is  of  diagnostic  value 
chiefly  when  unilateral  and  when  guardedly  controlled  by 
accompanying  facts  of  diagnostic  importance. 

Treatment  of  Pott's  Disease.  L.  W.  Ely  (Med.  Rec,  June  26, 
[909)  says  ii  the  mechanical  treatment  of  Pott's  disease  -\\ 
Sea    Breeze   thai    recumbency  on    the    Bradford    frame   is   the 

treatment    oi    election    for    children    under    three    years    oi    age, 
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for  those  with  large  deep  abscesses  or  psoas  contraction,  and  for 
those  whose  sinuses  open  in  such  a  manner  as  to  make  a  jacket 
impracticable.  If  the  spinal  disease  be  complicated  by  hip- 
joint  or  shoulder-joint  disease,  the  frame  will  probably  be  the 
treatment  of  choice  here  also.  The  child  spends  the  entire 
twenty-four  hours  on  it,  and  is  never  permitted  to  sit  or  stand 
for  an  instant.  In  children  over  three  years  of  age,  the  custom- 
ary treatment  is  by  the  plaster  jacket.  If  the  disease  is  below 
the  ninth  thoracic  vertebra  and  uncomplicated,  the  ordinary 
jacket  is  usually  applied;  if  above  the  tenth,  the  Calot  jacket  is 
used.  This  the  writer  describes  in  detail.  It  must  always 
be  borne  in  mind  that  an  infected  abscess  means  in  the  majority 
of  the  cases  the  death  of  the  patient.  An  abscess  should  not  be 
allowed  to  emerge  under  Poupart's  ligament  and  enter  the 
thigh.  A  patient  with  a  psoas  abscess  should  be  immediately 
placed  in  the  recumbent  posture  on  a  frame,  in  order  to  avoid 
the  effect  of  gravity  upon  the  fluid.  If  the  abscess  be  small 
and  high  up,  it  should  be  left  alone,  and  possibly  it  may  disap- 
pear spontaneously.  If  it  be  of  large  size  and  low  down  in  the 
iliac  region,  it  should  be  attacked  in  this  situation  and  evacuated 
through  a  trocar  and  vacuum  bottle.  After  it  has  been  evacu- 
nd  while  the  cannula  is  still  in  place,  about  seven  to 
ten  c.c.  of  fresh  iodoform-ether  mixture  should  be  injected  into 
the  cavity.  This  should  be  repeated  about  every  ten  days 
until  the  abscess  ceases  to  refill.  Abscesses  in  the  gluteal  region 
or  those  that  have  already  entered  the  thigh  are  not  so  satisfactory 
to  deal  with,  but  the  earlier  they  are  attacked  the  better. 

Oral  Administration  of  Antitoxins. — C.  T.  McClintock  and 
\V.  E.  King  {Jour.  Infect.  Dis.,  Feb.  iS,  1909)  state  that  toxins 
and  antitoxins  when  given  by  mouth  are  usually  rendered 
inert  by  the  digestive  processes.  Their  therapeutic  or  immu- 
nizing value  is  uncertain  and  not  to  be  relied  upon.  If  digestion 
is  inhibited,  which  may  he  readily  accomplished  by  the  use  of 
appropriate  drugs,  toxins  and  antitoxins  are  absorbed  unchanged 
and  apparently  in  sufficient  quantity  and  with  such  uniformity 
as  to  warrant  the  use  of  this  method  for  therapeutic  and  immu- 
nizing purposes.  In  treating  children  with  antitoxin  per  mouth, 
the  following  method  has  given  uniform  and  satisfactory  results. 
i)m-  half  hour  before  administering  the  serum  the  child  is  given 
one  ;.;lass  of  1  per  cent,  sodium  bicarbonate  solution.  When  the 
antitoxin  is  given  there  is  added  to  it  one  minim  of  fluidextract 
opii  and  from  four  to  ten  minims  of  saturated  solution  of  salol 
in  chloroform.  When  possible,  no  food  should  be  given  for  at 
least  four  hours  before  administering  the  serum.  In  the  nineteen 
children  and  hundreds  of  animals  used  in  the  writer's  experiments, 
there  was  no  evidence  of  any  "serum  sickness"  or  anaphylaxis. 
The  authors  believe  the  oral  method  of  administering  antitoxins 
of  tetanus  and  diphtheria  is  the  preferable  one  for  prophylaxis: 
a.  1  >n  account  of  the  absence  of  danger  and  the  ease  of  administra 
tton;  />.  because  the  cost   may  be  very  materially  lessened.     The 
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hypodermic  method  of  administering  sera  for  curative  purposes 
is  the  only  one  to  be  recommended  unless  extensive  clinical 
experience  should  show  that  the  oral  method  is  equally  effica- 
cious. A  relatively  high  degree  of  immunity  may  be  produced 
in  animals  by  the  oral  administration  of  toxins  if  the  absorption 
of  the  same  is  promoted  by  such  means  as  suggested  above. 

Congenital  Inspiratory  Stridor. — J.  von  Bokay  (Arch,  de 
Med.  dcs  Enf.,  June,  1909)  gives  the  histories  of  three  cases  of 
congenital  inspiratory  stridor,  and  states  his  conclusions  as 
to  its  cause.  He  disagrees  with  Hochsinger,  who  considered  it 
due  to  pressure  on  the  trachea  by  an  enlarged  thymus  gland. 
The  author  believes  it  due  directly  to  changes  in  the  shape  of 
the  epiglottis,  which  becomes  curved  at  its  edge?.  In  the 
author's  cases  there  was  no  enlargement  of  the  thymus  gland. 
There  was  a  neurotic  diathesis  with  failure  of  coordination, 
and  modification  of  the  position  of  the  aryepiglottic  folds,  which 
he  considers  to  be  the  primary  condition.  The  lumen  of  the 
trachea  is  normally  oval  with  the  large  axis  transverse.  Harden- 
ing of  the  tissues  causes  contraction  of  the  lumen. 

Metabolic  Osteoarthritis. — P.  W.  Nathan  (Amer.  Jour.  Med. 
Sci.,  June,  1909)  says  that  the  characteristic  clinical  phenomena 
of  this  affection  are:  a  polyarticular  disease  involving  the 
peripheral  joint  first,  with  a  marked  tendency  to  be  symmetrica] ; 
a  gradually  progressive  course,  new  joints  being  involved  from 
time  to  time;  joint  swelling  followed  by  gradually  increasing 
deformity,  and  radiographic  findings  of  a  peculiar  punched-out 
rarefaction  in  the  early  stages  and  absorption  and  distortion 
at  a  late  period,  without  the  presence  of  proliferative  pri  c<  sses 
or  bonv  ankylosis.  lie  believes  that  metabolic  osteoarthritis 
is  a  distinct  pathological  condition  of  the  joints  which  can 
easily  be  recognized  clinically,  but  not  a  primary  joint  disease 
causing  secondary  general  symptoms.  Neither  does  he  think 
that  a  uniform  specific  general  disease  is  responsible  for  this 
affection.  It  occurs  in  connection  with  a  number  of  distinct 
clinical  conditions,  some  of  which  are  known  to  be  specific 
diseases.  His  conclusion  is  that  the  joint  disease  is  not  due 
directly  to  the  conditions  with  which  it  is  associated,  but  is  the 
resull  of  their  deleterious  influence  upon  the  general  nutrition. 
Because  of  the  reported  effect  of  the  thymus  upon  the  develop- 
ment of  the  bones,  he  lias  employed  the  extract  of  thymus 
gland  in  these  cases.  Beginning  with  two  five  grain  tablets 
thrice  daily,  he  increases  the  dose  in  two  weeks  to  three  tablets, 
and  after  a  few  months  gives  three  tablets  four  times  .,  daj 
The  patient  is  kept  at  rest  until  all  symptoms  of  active  joint 
disease  have  subsided.  Passive  motion  of  all  affected  joints  is 
carefullj  at  first  and  gradually  increasing  until  the 
lotion  is  limited  only  by  the  shortened  tendons, 
is  unnecessary  am!  ma)  even  be  harmful.  The  patient  is  then 
gradually  gotten  onto  his  feet.  In  this  efforl  a  persevering 
intelligent  mother  can  usually  do  more  with  a  child  than  anyone 
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else.  As  soon  us  the  patient  is  able  to  be  upon  his  feet  or  use  his 
joints  without  the  appearance  of  joint  irritation,  all  contracted 
tissues  are  divided  with  the  tenotome  and  the  deformity  corrected. 
Immobilization  for  three  or  four  weeks  with  light  plaster-of- 
Paris  bandages  does  not  preclude  the  use  of  the  lower  extremities 
with  the  aid  of  crutches  or  a  cane  after  a  few  days.  With  this 
treatment,  the  writer  claims  all  but  the  most  severe  cases  which 
have  existed  for  a  long  time  can  be  definitely  improved.  He 
does  not,  however,  consider  the  thymus  extract  a  specific  for 
this  condition.  The  value  of  the  disease,  as  discussed  at  length 
in  his  paper,  precludes  such  an  idea.  Moreover,  the  fact  that 
in  children  the  enlargement  of  the  lymph  nodes,  liver,  and  spleen 
is  not  at  all  affected,  although  the  joint  condition  is  markedly 
improved,  shows  conclusively  that  its  action  is  not  specific  as  far 
as  the  original  constitutional  condition  is  concerned.  The 
thymus  acts  simply  as  a  stimulant  to  the  nutritive  processes, 
and  probably  in  a  measure  counteracts  the  deleterious  influence 
of  the  causal  condition. 

Infantile  Paralysis  of  the  Muscles  of  the  Foot;  its  Treatment 
by  Partial  Arthrodesis. — Ch.  Ducroquet  and  Paul  Launay  (Presse 
Mai..  June  30,  1909)  say  that  one  of  the  principal  difficulties 
met  with  by  the  surgeon  after  tendon  grafting  to  supply  the 
place  of  the  paralyzed  muscles,  is  the  inability  to  tell  just  how 
much  force  will  be  exerted  by  the  accessory  muscle  grafted  on, 
and  the  constant  failure  of  the  sole  of  the  foot  to  touch  the  ground 
evenly,  the  foot  being  generally^  tilted  to  one  side,  giving  varus 
or  valgus.  To  obviate  this  bad  result,  which  prevents  the  child 
from  walking  in  the  normal  manner,  the  authors  propose  an 
operation  which  they  call  arthrodesis,  in  which  the  calcaneo- 
astragaloid  articulation  and  the  medio-tarsal  articulations  are 
opened,  the  articular  cartilages  removed,  and  ankylosis  of  the 
joints  caused,  to  prevent  rotatory  movements  of  the  articula- 
tions, and  to  permit  only  the  movements  of  flexion  and  extension. 
The  sole  of  the  foot  is  then  planted  firmly  on  the  ground,  and  only 
a  slightly  still  motion  at  the  ankle  is  left.  The  operation  for  this 
purpose  is  carefully  and  fully  described  and  examples  of  the 
operation  are  given,  showing  what  excellent  results  have  been 
obtained  in  actual  cases. 

Etiology  of  that  Dislocation  of  the  Hip  Commonly  Called 
Congenital.  Ralph  Thompson  (Proc.  Roy.  Soc.  Med.,  June,  1909) 
states  that  the  diagnosis  of  "congenital  dislocation"  is  based 
upon  the  following  evidence :  (1)  A  few  dissections  of  congenital 
dislocation;  some  of  these  occur  in  monstrosities,  and  therefore 
are  of  little  value  as  evidence:  (2)  Clinical  evidence  of  very 
young  cases.  (3)  Deductions  made  by  authorities  from  certain 
specimens  which  are  considered  to  show  characteristics  of 
congenital  dislocation.  The  occurrence  of  deformity  in  the 
intrauterine  period  of  ilie  child's  life  fails  to  explain  the  great 
frequency  of  cases  occurring  in  female  patients.  Specimens 
of  full-term  fetuses  and  si  tagrams  of  children  taken  during  the 
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first  year  of  life  show  that  not  only  is  the  female  hip-joint  working 
at  a  great  disadvantage,  but  that  when  the  erect  attitude  is 
adopted  the  joint  is  decidedly  weaker  than  the  male  joint. 
The  acetabular  margin  is  of  much  greater  importance  in  the  fe- 
male than  in  the  male.  Congenital  dislocation  may  be  regarded 
as  a  part  of  the  price  women  have  to  pay  for  having  adopted  the 
erect  attitude.  If  these  views  are  correct,  those  changes  which 
are  generally  regarded  by  authorities  as  primary  should  be  re- 
garded as  secondary.  These  changes  may  be  thus  summarized: 
The  acetabulum  is  shallow  or  even  filled  up  with  cartilage  or 
bone;  the  acetabulum  is  triangular;  the  iliac  segment  of  the 
acetabulum  is  deficient;  the  "os  innominatum"  is  generally 
small;  the  head  of  the  femur  is  flattened  and  smaller  tfian  usual; 
the  neck  of  the  femur  is  short  and  anteverted;  coxa  valga; 
hour-glass  constriction  of  capsule  of  joint;  stretched  or  absent 
"ligamentum  teres";  shortening  of  leg  below  the  knee.  The 
writer  explains  these  conditions  in  the  order  named  as  follows: 
If  the  head  of  the  femur  is  not  in  its  socket,  that  cavity  becomes 
filled  up  with  the  growing  cartilage  of  the  acetabulum.  If  the 
head  of  the  femur  is  dislocated,  the  acetabulum,  following 
mathematical  laws,  becomes  triangular.  The  deficiency  of  the 
iliac  segment  is  due  to  pressure  upon  its  outer,  not  its  under, 
aspect.  The  generally  small  " os  innominatum"  is  due  to  lack 
of  development  following  upon  the  dislocation,  and  is  to  be  asso- 
ciated with  the  shortening  which  occurs  below  the  knee — a 
condition  commonly  found  after  excision  of  the  hip.  Flattening 
of  the  head  of  the  femur  is  produced  during  dislocation.  The 
epiphysial  bone  is  perhaps  later  in  appearance  in  the  female  than 
the  male.  The  neck  of  the  fetal  and  infantile  femur  is  normally 
short  and  strongly  anteverted.  Coxa  valga  is  due  to  the  altera- 
tion in  the  planes  of  pressure  passing  through  the  femur.  Trac- 
tion upon  the  capsule,  plus  atmospheric  pressure  within  the 
joint,  produce  constriction  of  the  capsule.  Traction  put 
upon  the  ligamentum  teres  stretches  it. 

Treatment  of  Anemia  in  Infancy  with  Citrate  of  Iron  given 
Subcutaneously.-  J.  L.  Morse  (Bost.  Med.  Surg.  Jour.,  July  i<>. 
1909)  considers  that  iron  is  especially  indicated  in  the  anemias 
of  infancy.  This  is  doubly  true  because  milk  contains  a  rela 
tively  small  amount  of  iron.  It  is  rather  difficult  toget  infants 
to  lake  sufficient  amounts  of  iron  by  the  mouth.  Iron  by  the 
mouth  is  also  very  likely  to  disturb  the  digestion.  [nse\  ere  cases, 
therefore,  it  is  often  very  advantageous  to  give  iron  in  some  other 
way.  Iron  may  be  given  to  infants  subcutaneously  without 
injury.  A  very  serviceable  form  of  iron  for  subcutaneous  use 
is  the  aqueous  solution  of  the  citrate.  This  can  be  put  up  in 
pearls  and  sterilized,  each  pearl  containing  a  single  dose.  When 
prepared  in  this  way  it  remains  sterile  indefinitely.  This 
solution  is  absolutely  nonirritating  and  is  never  followed  by 
induration  or  abscess  if  the  injection  is  properly  given.  The 
injection  is,  however,  sometimes  followed  by  pain  lasting  from 
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a  few  minutes  to  an  hour.  A  glass  syringe  with  asbestos  packing, 
which  can  be  sterilized,  is  necessary.  The  needle  must  be  of 
platinum,  as  the  solution  corrodes  the  ordinary  steel  needle. 
The  average  dose  during  infancy  is  three-fourths  of  a  grain  every 
other  day.  The  results  are  more  marked  and  are  obtained  more 
rapidly  than  when  the  iron  is  given  by  mouth,  and  there  is  much 
less  danger  of  disturbing  the  digestion.  The  subcutaneous  use 
of  iron  is  especially  indicated  in  severe  cases  of  secondary 
anemia  with  disturbance  of  digestion  and  in  those  of  the  chlorotic 
type. 

Hypogenetic  Enuresis. — Prosper  Merklen  {Tribune  Mid., 
July  4,  1909)  says  that  among  infants  affected  with  essential 
enuresis  there  are  often  to  be  observed  signs  of  a  motor  debility 
of  the  inhibitory  muscles  of  the  bladder  and  urethra,  which  is 
allied  to  hvpogenesis  of  the  pyramidal  system.  We  may  thus 
isolate  from  the  group  of  essential  enuresis  a  group  of  cases 
of  hypogenetic  enuresis.  This  is  the  expression  at  night  and 
intermittently  of  a  continuous  condition  of  hypotonia  of  the 
vesicular  musculature,  in  which  the  power  of  inhibition  is  very 
slight.  This  same  lack  of  tone  is  noticeable  in  the  lower  extrem- 
ities. The  author  studied  164  children  from  three  to  fifteen 
years  of  age,  and  of  varying  intellectual  development.  Of  these 
there  were  forty-eight  with  weak  motor  systems  and  116  normal 
children.  Of  the  1 16  normal  children  but  eight  showed  enuresis, 
while  of  the  forty-eight  feeble  children  there  were  eighteen  who 
had  this  symptom.  Reversing  this  method,  out  of  twenty-six 
cases  with  enuresis  there  were  eighteen  feeble  children.  The 
easiest  way  of  diagnosing  this  debility  is  to  raise  the  legs  of  the 
child  into  flexion,  when  cataleptiform  attitudes  are  maintained 
by  cases  with  enuresis. 

Adenoids  and  Nocturnal  Enuresis. — Leonard    Williams 

//.'/./>; v.,  June,  1909)  claims  that  adenoids  and  nocturnal 
incontinence  do  not  stand  in  any  causal  relationship  to  one 
another,  and  that  when  they  happen  to  be  associated  they  are 
due  to  a  common  cause,  namely  an  insufficiency  of  the  internal 
secretion  of  the  thyroid  gland.  The  majority  of  the  writer's 
casi  of  enuresis  which  were  successfully  treated  by  thyroid 
extract  showed  a  subnormal  temperature  at  the  outset,  and 
the  temperature  gradually  rose  to  normal  as  the  incontinence 
subsided.  This  depression  of  temperature,  especially  ol  aoi 
turnal  temperature,  is  a  marked  and  characteristic  feature  of 
complete  myxedema,  and  it  is  therefore  not  surprising  that  it 
should  appear  to  some  extent  in  minor  degrees  of  thyroid  insuf- 
ficiency. The  majority  of  the  children,  when  they  first  presented 
themselves,  were  undersized,  and  nearly  all  of  them  weighed 
considerably  less  than  they  should  have  done.  Under  thyroid 
treatment  tin-  gain  in  weight  was  astonishing.  It  may  be  laid 
down  as  a  general  rule  that  when  a  child  is  being  treated  by 
thyroid  extract  its  weight  should  be  ascertained  and  recorded 
at  r<  Lular  intervals.     As  long  as  there  is  a  gain  the  remedy  is 
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doing  good,  but  as  soon  as  there  is  a  definite  fall  the  borderline 
of  safety  has  been  crossed,  and  the  drug  should  immediately 
be  suspended.  The  rule  is  subject  to  this  reservation,  that  in 
children  of  a  decidedly  cretinoid  type,  during  the  brief  initial 
period  when  the  organism  is  ridding  itself  of  myxedematous 
tissue  the  weight  may  remain  stationary,  and  may  even  decline. 
The  high-arched  palate  is  very  generally  regarded  as  the  result 
of  deficient  nasal  respiration  caused  by  adenoids.  The  writer 
maintains  that  it  is  one  of  the  stigmata  of  thyroid  insufficiency; 
that  it  is  produced  by  the  yielding  of  the  palatine  bones  owing 
to  their  relative  poverty  in  calcium  salts,  which,  in  turn,  is  due 
to  an  inadequacy  of  thyroid  secretion.  The  same  relative 
absence  of  calcium  salts  from  the  tissues,  due  to  tfTe  thyroid 
insufficiency  from  which  they  were  undoubtedly  suffering, 
probably  explains  another  feature  which  was  very  noticeable  in 
the  incontinent  children,  dental  caries.  Leopold-Levi  and  H. 
de  Rothschild  call  attention  to  a  sign  of  thyroid  insufficiency 
to  which  they  attach  the  name  of  "the  eyebrow  sign,"  a  rare- 
faction, sometimes  complete  absence,  of  the  hair  of  the  outer 
third  of  the  eyebrow.  The  diagnostic  value  of  the  sign  may  be 
stated  as  follows:  Deficiency  of  the  eyebrows,  even  when  the 
deficiency  is  confined  to  the  outer  third,  affords  a  very  strong 
presumption  in  favor  of  thyroid  inadequacy,  and  should  always 
lead  to  a  careful  search  for  confirmatory  evidence,  such  as 
urinary  precipitancy,  subnormal  temperature,  a  Gothic  palate, 
carious  teeth,  urticaria,  mental  and  physical  lethargy.  On  the 
other  hand,  perfectly  developed  eyebrows  are  by  no  means  in- 
compatible with  a  high  degree  of  thyroid  inadequacy,  as  shown 
by  persistent  nocturnal  enuresis  and  abundant  adenoids.  Re- 
garding signs  of  intolerance  of  thyroid  extract,  the  writer  affirms 
that  one  of  the  most  significant  symptoms  of  thyroid  excess  is 
the  more  or  less  sudden  occurrence  of  a  catarrh  of  considerable 
severity,  usually  confined  to  the  nose.  He  regards  its  appear- 
ance' as  a  warning  to  suspend  the  treatment.  So  long  as  sub 
normal  temperature  persists,  the  drug  may  be  continued;  as 
soon,  however,  as  the  temperature  reaches  normal,  caution  is 
necessary;  and  at  the  first  indication  of  a  rise  beyond  normal, 
the  drug  must  be  suspended. 
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I  fully  appreciate  the  high  honor  you  bestowed  upon  me  in 
electing  me  president  for  this  year.  Coming  as  it  did  during  my 
enforced  absence  from  the  Baltimore  meeting  I  feel  more  fully 
than  I  have  words  to  express  the  honor  and  compliment  you  have 
paid  me,  and  I  have,  and  shall  continue  to  give,  the  office  the 
time  and  care  it  so  richly  deserves.  Pray  accept  my  heartfelt 
thanks. 

Probably  not  a  person  who  is  a  member  of  this  association  has 
not  well  settled  convictions  as  to  the  best  method  of  treating 
uterine  displacements,  but  there  are  many  others  who  do  at- 
tempt the  treatment  of  these  cases  without  affording  relief,  and 
in  many  cases  by  manipulative  violence  convert  a  simple  condi- 
tion into  a  complicated  one. 

Our  proceedings  are  published  and  are  read  and  digested  by 
thousands  who  practise  medicine  and  surgery,  and  it  is  my  hope 
to  so  present  a  few  thoughts  on  this  subject  that  it  will  stimulate 
a  comprehensive  discussion,  and  be  helpful  to  the  general 
profession.  This  subject  has  received  a  great  deal  of  attention 
from  gynecologists  for  years  and  a  great  many  operations  have 

1  The  President's  Address  delivered  at  the  Twenty-second  Annual  Meeting  of 
ncan   Association  of    Obstetricians  and   Gynecologists  at   Fort   Wayne, 
September  21-23,  1909. 
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been  described  and  practised  for  the  restoration  of  the  retro- 
displaced  uterus.  Many  of  the  operations  were  found  to  be  de- 
ficient and  insecure  after  repeated  trials.  Others  substituted  an 
abnormal  new  position  for  the  one  found  to  be  corrected,  and  if 
pregnancy  occurred  labor  at  or  before  term  was  complicated. 

I  have  come  to  divide  the  cases  of  retrodisplaced  uterus  into 
two  classes:  a  smaller  one  in  which  active  major  surgical  meas- 
ures are  not  required  to  obtain  a  cure,  and  a  larger  one  in  which 
active  surgical  procedures  are  necessary. 

In  the  first  group  are  all  those  cases  of  retroversion  of  not  long 
standing  and  in  which  there  has  been  no  infection  or  inflammation 
of  the  appendages.  Most  cases  of  this  group  that  I  have  seen 
have  been  those  in  which  miscarriage  or  labor  had  recently 
occurred. 

The  prominent  symptoms  presented  were  backache,  occipital 
headache,  bearing  down  feeling  while  in  upright  position,  fre- 
quent but  not  painful  micturition,  constipation,  disturbed  diges- 
tion, and  an  increasing  nervousness.  Menstruation  increased  in 
amount  and  frequency  but  was  not  as  a  rule  painful.  Some 
leucorrhea  wTas  always  present.  Digestive  disturbances  were 
usually  prominent. 

Bimanual  examination  as  a  rule  revealed  injury  to  pelvic  floor 
and  perineum,  cervix  lacerated,  swollen  and  in  axis  of  vagina. 
Cervix  easily  reached  with  finger,  and  a  continuous  resisting 
body  from  posterior  wall  of  cervix  as  far  as  finger  can  reach,  which 
is  movable.  Ovaries  can  be  palpated  and  are  movable  and  but 
little  increased  in  size.     Fundus  of  uterus  absent  in  front. 

Such  cases  as  above  described  are  ideal  for  the  surgeon  who 
resorts  to  the  Alexander  operation,  and  should  be  successful, 
providing  he  resorts  to  curettage,  trachelorrhaphy  and  perineor- 
rhaphy before  shortening  the  round  ligaments. 

But  I  claim  and  have  demonstrated  it  time  and  time  again 
that  these  cases  of  retroversion  without  complication  can  be  cured 
by  curettage,  trachelorrhaphy,  replacement  of  uterus,  well  fitting 
pessary  adjusted,  and  the  pelvic  floor  and  perineum  repaired  by  a 
method  that  will  insure  a  muscular  restoration  of  the  parts. 
I  am  not  now  describing  a  case  of  retroflexion  when  1  make  the 
claim  of  cures  for  the  above  procedures.  A  pessary  can  not 
hold  a  retrofiVxid  uterus  in  normal  position. 

I  use  the  pessary  only  as  a  temporary  aid  keeping  the  uterus 
forward  where  manipulation  has  placed  it  until  involution  occurs 
and   the   structures  outside   of   tin-   uterus  have   regained    theil 
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tonicity  and  function.  The  average  length  of  time  the  pes- 
sary is  required  is  twelve  weeks,  when  it  can  be  removed  and  the 
uterus  will  remain  in  normal  position.  In  several  cases  preg- 
nancy has  occurred  before  the  pessary  was  removed. 

Unfortunately  we  have  but  few  of  the  uncomplicated  cases, 
as  90  per  cent,  are  complicated  when  we  specialists  see  them,  and 
in  addition  to  above  operations  the  abdominal  cavity  is  opened 
and  the  diseased  conditions  found  dealt  with.  The  appendix  is 
quite  frequently  found  diseased  and  is  of  course  removed,  and 
the  operator's  work  ended  by  shortening  the  round  ligaments  by 
the  Gilliam  method. 

The  Gilliam  method  is  comparatively  simple  and  its  results  are 
enduring  and  satisfactory.  The  results  I  have  attained  in  103 
cases  in  three  years  are  highly  satisfactory  as  I  have  had  no  deaths 
in  the  series,  nor  have  there  been  complications  at  delivery  in  those 
that  became  pregnant.  All  were  delivered  without  artificial  aid 
excepting  in  one  case  where  low  forceps  were  used.  No  connection, 
could  be  traced  between  the  Gilliam  operation  and  the  procedure. 

It  is  rare  indeed  that  we  do  a  Gilliam  operation  alone,  for 
usually  some  complication  will  be  found  necessitating  additional 
surgical  procedure s. 

RESUME    up     IO3    CASES    OF    THE    GILLIAM    OPERATION. 

Gilliam  operation  with  resection  of  one  ovary ...  15  cases. 

( '.illiam  operation  with  resection  of  both  ovaries     2  cases. 

Gilliam  operation  with  removal  of  one  ovary    .  .37  cases. 

Gilliam  operation  with  removal  of  both  ovaries.  19  cases. 

Gilliam  operation   with    removal  of    one  ovary 

and  resection   of  other     20  cases. 

Gilliam  operation  and  appendectomy  alone.  .  . .  10  cases. 

Total  casc-s 103 

The  number  of  appendectomies  performed  in  the  series  was  43. 

Gilliam  operation  with  appendectomy  alone.  .  .  10  cases. 

Gilliam   operation  with  appendectomy  and  re- 
section of  one  ovary 5  cases. 

('.illiam   operation  with   appendectomy  and  re- 
section of  both  o\  aries      1   case. 

Gilliam  operation  with   appendectomy  and   re- 
moval of  oiu-  ovary. 12  cases. 

Gilliam  operation  with  appendectomy  and  re 

moval   of   both   ovaries 7  cases. 

Gilliam    operation  with   appendectomy  and    11 

moval  of  one  ovary  and  resection  of  other.  .  .    8   cases. 
I  otal   cases I  ; 
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The  number  of  appendectomies  is  rather  surprising  but  I  re- 
moved none  that  had  not  the  appearance  on  careful  inspection  of 
being  diseased. 

I  desire  to  report  in  detail  three  cases  of  retrodisplacement  of 
the  uterus.  These  three  cases  are  of  interest  as  they  present  a 
wide  range  of  symptoms  and  suffering. 

Case  I. — Retroversion  attended  with  melancholia,  and  a  de- 
termination to  destroy  life. 

Mrs.  S.,  aged  twenty-seven,  married  two  years;  one  child  at 
term,  living.     Normal  delivery  June  8,  1908. 

Menstrual  history — began  at  the  age  of  fourteen";  regular 
twenty-eight  day  type.  No  pain,  quantity  free,  duration  six  days. 
Last  period  January  1,  1909,  seven  months  after  birth  of  child; 
attended  with  much  pain  and  marked  nervous  depression, 
sleeplessness.  General  appearance  anemic,  weight  ninety- 
seven  pounds.  Headaches  severe;  sleep  poor,  disturbed;  appetite 
impaired;  digestion  weak;  bowels  constipated;  urination  frequent 
.but  not  painful.  Complains  of  occipital  headache,  severe  pain 
between  scapulae  and  in  right  lower  quadrant  of  abdomen. 
Bearing  down  feeling  when  on  feet  and  increase  of  pain  in  head 
and  back.     Has  no  desire  to  live  and  is  in  a  state  of  hopelessness. 

History  of  development  of  present  condition:  nervous  and  ir- 
ritable during  the  last  months  of  pregnancy,  but  since  delivery 
has  been  much  worse.  Pain  in  right  iliac  region  was  first  noticed 
when  she  got  up  after  the  puerperium  and  is  constantly  increas- 
ing in  severity.  The  general  previous  history  is  good;  had 
pneumonia  when  a  child.     Family  history  negative. 

Examination  shows  heart  and  lungs  normal,  urinary  examina- 
tion negative.  Abdomen  normal  except  as  to  pain  on  pressure 
over  lower  quadrants.  On  inspection  the  vaginal  outlet  and 
perineum  were  torn;  a  good  sized  rectocele  existed.  Bimanual 
examination  revealed  a  roomy  vagina,  cervix  in  axis  of  vagina 
bilaterally  lacerated  with  eversion  and  erosion.  Uterus  large 
and  retroverted,  tender  on  pressure,  but  movable.  Right 
ovary  prolapsed,  somewhat  enlarged,  painful  but  movable. 
Left  ovary  palpable,  normal  in  size. 

Patient  entered  hospital  January  18,  T909,  and  was  prepared 
for  operation  January  20.  Ether  anesthesia,  uterus  curetted, 
cavity  four  and  a  half  inches,  double  trachelorrhaphy  performed, 
uterus  placed  will  forward  and  a  Smith  pessary  adjusted. 
Perineorrhaphy  was  then  made,  sphincter  ani  dilated  and  ad- 
hesions of  clitoris  freed.  Patient  put  to  bed  in  good  condition. 
Canvalescence  normal.  Microscopical  examination  of  uterine 
scrapings  revealed  an  interstitial  endometritis. 

February  7.  1909,  the  patient  left  the  bed;  condition  greatl) 
improved,  nervousness  and  depression  disappeared,  appetite 
good  and  gaining  strength.  Sleeping  quite  well.  Began  to 
enquire  for  her  baby  and  was  anxious  to  go  home.     Formei  con 
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dition  of  almost  constant  depression  and  lack  of  hopefulness  re- 
placed by  a  much  more  cheery  disposition.  Was  dismissed 
from  hospital  on  February  9  and  returned  home. 

The  patient  had  been  home  but  a  short  time  when  her 
baby  became  ill  and  after  a  fortnight  died.  The  care  of  the 
baby  and  the  grief  at  its  death  produced  a  shock  which  tempo- 
rarily checked  her  improvement.  She  was  sent  to  her  mother's 
home  in  the  country  and  remained  there  several  months  returning 
to  Cleveland  in  August  feeling  well  and  had  regained  normal 
weight.  I  examined  her  September  15  (she  had  removed  the 
pessary  in  July)  and  found  the  pelvic  organs  in  normal  position 
and  condition.  Her  appearance  was  healthy;  was  cheerful  in 
disposition  and  free  from  pain.  Is  now  helping  her  young 
husband,  a  bank  clerk,  to  pay  the  indebtedness  of  her  long  illness 
by  teaching  music.  I  feel  I  am  justified  in  claiming  a  cure  for 
this  case  through  the  minor  operations  and  the  pessary. 

Case  II. — August  8,  1907,  Mrs.  P.,  aged  twenty-seven  years, 
married,  one  child  at  term,  living  and  four  years  of  age,  one  at 
seventh  month,  lived  two  days,  two  years  ago.  One  mis 
carriage  at  five  months  in  June,  1907.  Referred  to  me  by 
Dr.  Barricelli.  General  appearance  anemic,  weight  100 
pounds.  Headaches,  sleeps  poorly,  appetite  poor,  digestion 
disturbed,  bowels  constipated,  urination  frequent,  leucorrhea 
present.  Complains  of  constant  pain  and  a  swelling  in  right 
lower  quadrant  in  region  of  old  appendectomy  scar.  History 
of  development  of  present  condition :  was  operated  for  an  appen- 
dicial  abscess  by  a  general  surgeon  three  years  ago  after  forty 
days'  sickness  at  home,  during  which  time  she  had  high  fever 
and  pain  in  right  side.  The  previous  history  good,  and  the 
family  history  negative. 

When  she  entered  the  hospital  she  had  fever,  quickened  pulse 
rate,  and  was  suffering  pain  in  the  region  of  the  scar  in  right 
inguinal  region.  On  examination  it  was  evident  an  abscess 
was  about  to  discharge  at  this  point.  A  tear  of  the  vaginal  outlet 
and  perineum  was  found,  cervix  slightly  lacerated;  uterus  in 
axis  of  vagina,  a  large  mass  in  culdesac  and  right  vaginal  vault, 
high  up,  elastic  and  painful;  left  vaginal  vault  free.  The  next 
day,  August  9,  the  abscess  opened  through  the  scar  and  dis- 
charged a  thick  creamy  pus,  no  fecal  odor. 

On  August  10  I  enlarged  this  opening  and  put  in  a  tube  and 
gauze  drain.  Large  quantities  of  pus  came  away  and  con 
tinned  for  days.  Patient  improved  and  I  let  her  go  home  to 
return  later  for  a  radical  operation.  The  abscess  was  kept 
open  with  gauze  drain.  Returned  to  hospital  October  16,  1907. 
General  appearance  better,  no  fever,  but  fistulous  tract  open 
ml  discharging  a  small  quantity  of  creamy  pus.  She  was  pre- 
pared for  operation  October  17,  ether  anesthesia,  uterus  curetted, 
cavity  three  and  a  half  inches. 

The  abdomen  was  opened,  extensive  adhesions  of  omentum 
separated  and  a  large  portion  ligated  and  removed.     This  un- 
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covered  a  large  mass  to  right  and  above  uterus.  Extensive 
adhesions  of  intestines  were  separated  and  the  mass  was  found 
to  be  a  large  tubo-ovarian  abscess  with  the  distal  end  of  appen- 
dix attached  thereto.  With  considerable  difficulty  the  mass  was 
freed  and  rolled  out  and  was  removed  with  a  V-shaped  portion 
of  right  uterine  wall  cut  out.  Appendix  removed,  and  the 
V-shaped  cut  in  uterine  tissue  united  with  catgut.  Left  tube 
congested,  otherwise  normal;  left  ovary  cystic,  punctured. 
The  uterus  was  firmly  adherent  to  rectum,  and  when  separated 
left  the  gut  denuded  of  peritoneum.  The  uterus  was  brought 
well  forward  and  retained  by  the  gauze  drain  used. 

A  Mickulicz  gauze  drain  was  placed  so  as  to  protect  the  de- 
nuded surface  and  keep  the  uterus  forward,  and  the  incision 
closed  down  to  the  drain.  Submammary  injection  of  normal 
saline  solution  was  given  during  operation  and  about  two  litres 
were  used.  The  patient  was  put  to  bed  in  fair  condition,  without 
shock.  One  week  later,  October  24,  fecal  matter  freely  dis- 
charging through  opening,  the  gauze  was  removed  and  a  less 
quantity  substituted.  Patient's  condition  good.  November 
30,  the  abdominal  opening  was  entirely  closed  and  patient  was 
dismissed.  May  iS,  1908,  the  patient  returned,  looking  well, 
suffering  no  pain  of  any  kind,  and  reported  a  gain  in  weight  of 
thirty-five  pounds;  was  menstruating  regularly. 

October  18,  1908,  patient  returned  complaining  of  pain  in  left 
lower  quadrant  of  abdomen.  Cessation  of  menses  since  July 
21,  nearly  three  months.  Examination  revealed  the  cervix 
in  axis  of  pelvis,  softened,  uterus  enlarged  in  size  to  correspond 
to  a  three  months'  pregnancy.  December  21,  1908,  patient 
again  presented  herself,  complaining  of  pain  along  site  of  old 
incision.  She  looked  well  and  said  she  felt  fetal  motion. 
February  2,  1909,  Dr.  Barricelli  reported  patient  surely  pregnant 
and  feeling  well. 

May  10,  1909,  Dr.  Barricelli  reported  that  patient  gave  birth 
to  a  male  child  weighing  twelve  pounds  on  May  ~.  Labor 
began  at  5  P.  m.,  was  normal  with  delivery  at  11  p.  M.  Placenta 
was  expelled  and  firm  uterine  contraction  maintained.  May  13, 
the  baby  was  thriving  at  the  breast,  and  the  mother  was  having 
a  normal  convalescence. 

September  is.  1909,  I  went  with  Dr  Barricelli  to  visit  and 
examine  tins  patient.  Found  her  looking  and  feeling  well.  Able 
to  do  all  her  household  work  and  nursing  a  healthy  looking 
baby  four  months  old.  The  patient  weighed  160  pounds  and 
was  robust  and  entirely  free  from  her  former  serious  diseased 
condition.  Pelvic  examination  revealed  a  slight  teai  of 
perineum,  vagina  normal,  cervix  small,  in  axis  of  pelvis,  slighl 
unilateral  tear.  Vaginal  \aults  free.  The  uterus  was  in 
normal  position,  normal  in  si/.i  and  mobility  not  impaired.  A 
small  ventral  hernia  produced  l>v  the  gauze  dram  was  giving 
no  symptoms  or  discomfort  to  the  patient. 

III.     Complete    prolapse  of  uterus.     Mrs.  \V .aged 
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twenty-five,  married  five  years,  two  children  both  living,  no  mis- 
carriage. Menses  began  at  seventeen,  regular  twenty-eight 
day  type,  duration  four  to  five  days,  normal  amount,  pain  dur- 
ing flow  located  in  lower  abdomen  and  in  small  of  back.  The 
patient  came  to  hospital  November  i,  1907.  Complaining  of 
dull  constant  pain  in  lower  abdomen  and  backache.  Dragging 
sensation  marked,  the  uterus  coming  down  when  on  her  feet  and 
causing  difficulty  in  walking.  Patient  gave  birth  to  child  in 
March,  1907,  and  was  badly  lacerated.  Present  trouble  began 
three  months  ago  when  uterus  began  to  appear  in  vagina,  was 
replaceable,  and  has  now  complete  prolapse. 

Operation  was  done  November  4,  1907.  The  uterus  was 
curetted  and  cervix  repaired;  anterior  colporrhaphy  and  peri- 
neorrhaphy. Abdomen  was  opened  in  median  line  and  Gilliam 
operation  performed.  Patient  was  put  to  bed  in  good  condition. 
She  developed  a  lobar  pneumonia  the  second  day  and  it  ran 
a  severe  course  for  two  weeks,  but  she  finally  recovered  and  was 
dismissed  from  hospital  December  6,  1907.  December  8,  1908, 
patient  presented  herself  at  dispensary  and  was  seen  by  Dr.  Bolt. 
She  was  apparently  two  months  pregnant  and  in  good  condition. 

July  19,  1909,  patient  was  delivered  of  a  seven  and  a  half 
pound  girl  baby  by  Dr.  Bolt.  Persistent  occiput  posterior, 
delayed  completion  of  second  stage  of  labor  and  the  head  was 
rotated  with  forceps  and  extracted.  Laceration  of  perineum  was 
immediately  repaired  and  recovery  was  uneventful. 

September  17,  1909,  I  saw  the  patient  with  Dr.  Bolt.  Her 
general  condition  was  excellent  and  she  was  nursing  a  strong 
healthy  baby.  However,  she  was  out  of  bed  too  early  following 
confinement  and  with  her  arduous  duties  began  to  have  prolapse 
of  uterus  which  she  neglected  for  several  weeks.  Dr.  Bolt  w^as 
then  called  and  replaced  the  uterus  and  fitted  a  pessary  which 
holds  the  organ  in  position.  The  perineum  is  faulty,  with  no 
muscular  support  to  pelvic  floor;  quite  a  large  rectocele  exists; 
uterus  is  small,  freely  movable  and  appendages  normal. 

The  pelvic  measurements  made  on  above  date  are: 

Intercristal 26  cm. 

[nterspinous 22  1/2  cm. 

External  conjugate 19  cm. 

Left  oblique 21  cm. 

Right  oblique 21   1/2  cm. 

Internal  conjugate to  1/2  cm. 

Interischial  tuberosities 7  3/4  cm. 

This  indicates  a  general  narrowing  of  the   whole  pelvis.      It    is 
also  the  first  Gilliam  failure  I  have  noted  following  labor.     The 
cure  was  complete  and  remained  so  until  labor  took  place. 
536  Rose  Building. 
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(Abstract  of  the  Proceedings  of  the  Twenty-second  Annual  Mating, 
held  at  the  Hotel  Anthony,  Fort  Wayne,  Indiana,  September  21, 
22  and  23,  1909.) 

The  President,  Dr.  William  H.  Humiston,  of  Cleveland,  Ohio, 
took  the  chair  at  9 .  30  A.  M. 

An  address  of  welcome  was  delivered  by  Dr.  H.  A.  Brugge- 
mann,  President  of  the  Fort  Wayne  Medical  Society,  which  was 
responded  to  by  Vice-President  Dr.  James  Edgar  Sadlier,  of 
Poughkeepsie,  New  York. 

ADVANTAGE  OF  THE  COMBINED  INTRA-  AND  EXTRA- 
PERITONEAL URETEROLITHOTOMY    FOR   THE 
^REMOVAL  OF  STONES  FROM  THE 
LOWER   URETER.1 

BY 

ERNST  JONAS,  M.  D., 

St.  Louis,  Mo. 

(With  one  illustration.) 

Until  a  few  years  ago  and  perhaps  up  to  the  very  present, 
without  doubt  not  a  few  appendices  have  been  removed  for  so- 
called  chronic  appendicitis.  Vague  gastric  disturbances  and  a 
moderate  degree  of  local  tenderness  around  McBurney's  point 
were  considered  sufficient  to  warrant  the  diagnosis  of  chronic 
appendicitis  and  justify  the  consequent  removal  of  the  appendix. 
No  wonder  then  that  the  diagnosis  frequently  proved  erroneous. 
It  was  a  time,  when  we  were  inclined  to  accuse  the  appendix  as 
the  cause  of  all  kinds  of  abdominal  troubles.  Now,  the  pendu- 
lum of  opinion  swings  in  the  opposite  direction  and,  in  those 
cases  in  which  no  distinct  spell  of  acute  appendicitis  has  been 
observed,  the  conscientious  surgeon  is  inclined  to  regard  the 
appendix  as  not  guilty  until  he  can  definitely  prove  it  to  be  the 
cause  of  the  trouble.  Justly,  in  these  cases  (without  a  positive 
acute  attack  of  appendicitis),  we  demand  a  most  painstaking 
physical  examination  before  returning  the  verdict  chronic  appen- 

■  Read  at  the  Twenty-second  Annual  Meeting  of  the  American  Association  <>f 
Obstetricians  and  Gynecologists  at  Fort  Wayne,  September  ,'i   .';.  1909. 
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dicitis  and  recommending  removal  of  the  appendix.  Again,  justly 
in  these  cases,  we  demand  repeated  thorough  examinations 
of  the  urine  (the  catheterized  specimen  in  women)  in  order  not  to 
overlook  traces  of  blood,  red-blood  corpuscles,  the  presence  of 
which  points  strongly  to  the  diagnosis  of  stone  in  the  kidney 
or  ureter. 

Especially  some  time  after  the  patient  has  experienced  pain 
or  after  firm  palpation  of  the  tender  spot,  the  urine  is  likely  to 
show  traces  of  blood  which  may  have  been  absent  during  the 
spell  itself.  With  evidences  of  blood,  macroscopical  or  micro- 
scopical, in  the  urine  the  next  step  is  an  x-ray  examination  to 
be  followed  by  cystoscopic  examination  and  catheterization  of 
the  ureters.  A  skiagram  of  the  kidney  and  ureter,  to  be  of  prac- 
tical value,  must  show  a  shadow  of  structures  less  dense  than 
the  least  dense  calculi,   phosphatic  and   uric  acid. 

A  good  x-ray  picture  must  show  distinctly  the  processus 
transversi  of  the  vertebral  column  and  the  structure  of  the  last 
rib  and  crest  of  the  os  ileum;  it  should  also  show  the  oblique 
course  of  the  psoas  muscle  and  perhaps  the  quadratus  lumborum. 
If  plates  of  such  character  do  not  show  any  shadow  in  the  region 
of  the  kidney  and  ureter,  it  is  fairly  safe  to  exclude  a  stone  in  the 
kidney  or  ureter.  To  skiagraph  the  kidney  and  the  whole 
length  of  the  ureter  demands,  as  a  rule,  four  good  pictures  from 
each  side,  and  both  sides  should  always  be  skiagraphed,  if  there 
is  any  suspicion  of  kidney  or  ureter  stone.  An  x-ray  shadow 
in  the  region  of  the  ureter  is,  however,  by  no  means  a  proof  of  a 
stone  in  the  ureter.  A  phlebolith  close  to  the  course  of  the 
ureter  (as  observed  by  me  in  a  case  of  cancer  of  the  bladder) 
or  a  fecal  concretion  in  the  tip  of  the  appendix  may  easily  be 
mistaken  for  ureter  stone.  It  is  therefore  safest  not  to  rely  on 
any  one  method,  but  to  combine  with  the  x-ray  examination 
the  cystoscopic  examination  and  catheterization  of  the  ureter. 

An  x-ray  picture  taken  with  the  ureter  catheter  containing  a 
wire  stilet  or  filled  with  mercury  makes  the  diagnosis  an  accurate 
one.  I  have  no  experience  with  wax-tipped  ureter  catheters. 
Having  positive  evidence  of  a  ureter  stone,  we  have  still  to 
prove  that  there  is  only  one.  Again  we  have  to  resort  to  the 
x-ray  and  it  alone  can  aid  us  in  deciding  this  point.  A  ureter 
stone  being  present,  we  should  not  allow  more  than  two  days  to 
elapse  before  operation.  If  an  operation  cannot  be  performed 
within  that  time,  another  picture  should  be  taken.  This  is  a  pre- 
caution against  disagreeable  surprises.     Stereoscopic  radiographs, 
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taken  after  very  thorough  evacuation  of  the  bowels,  may  give  a 
fairly  good  idea  of  the  relation  of  the  stone  to  surrounding  bony 
structures  (Gibbons).  Occasionally  it  happens  that  ureter  stones 
not  firmly  incarcerated  change  their  places,  so  that  some  days 
they  are  down  low  and  can  be  palpated,  while  other  days  they 
are  higher  up  and  cannot  be  felt.  This  fact  emphasizes  the 
value  of  repeated  examinations  from  the  rectum  or  vagina. 


Fig.  i. — Surgical  relations  of  the  ureter. 


Positive  evidence  of  the  ureter  stone  is  at  the  present  time 
almost  generally  considered,  at  least  by  the  surgeons,  cause  for 
prompt  surgical  action.  Although,  as  Deaver  says,  a  calculus 
may  remain  lodged  in  the  ureter  indefinitely  without  producing 
serious  symptoms,  yet  such  cases  are  exceptional,  and  were  such 
a  calculus  to  be  discovered  by  chance,  it  is  questionable  whether 
it  would  not  be  the  surgeon's  dutj  to  remove  it  as  a  prophylactic 
measure.     It  can,  1  think,  hardly  be  questioned,  that  the  well 
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known  dangers  which  may  ensue  from  neglect  of  ureteral  calculus 
are  much  greater  than  those  which  attend  its  removal  by  opera- 
tion. Even  the  remote  possibility  of  development  of  cancer 
at  the  point  of  impaction  is  to  be  considered.  The  only  excep- 
tion for  surgical  interference  is  the  class  of  cases,  in  which  with 
each  attack  of  kidney  colic,  a  larger  or  smaller  calculus  is  dis- 
charged. A"-ray  pictures  between  the  attacks  may,  of  course, 
be  entirely  negative.  It  is  evident  that  in  cases  of  this  kind,  the 
salvation  of  the  patient  lies  in  the  proper  hygienic  and  dietetic 
treatment  combined  with  urinary  antiseptics,  a  treatment  which 
should  always  be  adopted  after  operations  on  kidney  or  ureter. 

The  operative  method  for  the  removal  of  a  stone  from  the 
ureter  is  less  agreed  upon,  if,  as  is  my  object  in  this  paper,  we 
consider,  in  particular,  stones  lodged  in  the  ureter  during  its 
course  through  the  pelvis,  that  is,  the  lower  ureter. 

There  are  three  locations  in  the  ureter  where  a  stone  is  liable 
to  be  arrested: 

i.  An  inch  and  a  half  to  two  inches  from  the  pelvis  of  the 
kidney  as  the  ureter  bends  forward  over  the  psoas  muscle. 

2.  In  the  bend  of  the  ureter  about  i  to  2  inches  below  the 
pelvic  brim.  Deaver  says,  at  the  brim  of  the  pelvis,  where  it 
dips  down  across  the  bifurcation  of  the  common  iliac  artery. 

3.  In  the  vesical  portion  (just  before  the  ureter  passes  into, 
or  during  its  course  through,  the  vesical  wall — Morris). 

The  usual  operative  route  for  stones  in  the  vesical  portion  (3) 
is  intravesically,  if  the  stone  is  lodged  very  close  to  the  vesical 
orifice  of  the  ureter.  Where  the  stone  is  situated  an  inch  or 
more  from  the  bladder  wall  this  method  is  not  safe  and  the 
combined  intra-  and  extraperitoneal  method  is  to  be  recom- 
mended. Ureter  stones  lodged  near  the  pelvis  of  the  kidney  (1) 
are  best  removed  extraperitoneally  through  incisions  as  used  for 
exploring  the  kidney.  It  is  fairly  a  matter  of  choice,  whether 
the  stone  be  removed  by  incision  through  the  kidney  substance 
or  directly  through  the  pelvis  of  the  kidney  or  by  incising  the 
ureter  itself.  The  danger  of  urinary  fistula  from  incision  into 
the  ureter  is  extremely  slight,  if  the  passage  to  the  bladder  is 
free.  If  drainage  is  desired,  ureterotomy  is  not  advisable. 
Direct  drainage  of  the  pelvis  of  the  kidney  is  of  course  prefer- 
able, just  as,  in  a  case  of  stone  in  the  cystic  duct,  we  prefer  to 
drain  the  gall-bladder  by  incising  the  gall-bladder  itself  and  do 
not,  unless  unavoidable,  drain  through  the  cystic  duct.  Ami, 
since  we  believe  that  most  ureter  stones  originate  in  the  kidney 
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pelvis,  the  pelvis  of  the  kidney  should  be  drained  in  almost  all 
cases,  even  though  conditions  for  natural  drainage  may  be 
favorable. 

The  best  operative  method  for  stones  in  the  lower  ureter,  that 
is  from  the  point  where  the  ureter  crosses  the  common  iliac 
artery  to  the  vesical  portion,  is  still  under  discussion.  I  be- 
lieve with  most  surgeons  that  ureteral  stones  are  mostly  second- 
ary. Primary  stones,  rare  as  they  may  be,  must  be  due  to  a 
local  cause,  irritation,  foreign  body,  kinking  of  the  ureter,  by  ad- 
hesions, and  the  like.  However,  we  possibly  underestimate  the 
frequency  of  primary  ureter  stones,  since  in  the  vast  majority  of 
cases  only  one  stone  has  been  found.  If  the  kidney  is  the  origi- 
nator of  the  stones,  why  do  we  find  so  frequently  only  one? 
Formerly  we  believed  that  ureter  stones  near  the  pelvis  of  the 
kidney  and  near  the  vesical  orifice  were  much  more  frequent 
than  those  in  the  lower  ureter.  With  the  aid  of  the  a---ray,  we 
have  found  that  this  is  not  true.  They  number  perhaps  50  per 
cent,  or  more  of  all  ureteral  stones  and  had  simply  not  been 
diagnosticated. 

The  operation  must  aim  1.  to  remove  the  stone  or  stones  in 
order  to  avoid  the  well  known  dangerous  consequences  to  the 
kidney,  and  2.  to  prevent  the  recurrence  of  the  stone. 

If  our  sole  object  were  to  remove  a  stone  from  the  ureter 
during  its  course  through  the  pelvis,  the  following  extraperitoneal 
method  would  suffice:  a  straight  incision  parallel  to  the  external 
border  of  the  rectus  muscle  extending  from  the  semilunar  fold  of 
Douglas  to  the  pubis.  The  peritoneum  is  not  opened  but  pushed 
toward  the  middle  line  and,  with  it,  as  a  rule,  the  ureter  appearing 
as  a  whitish  or  yellowish  whitish  tape.  It  is  surprisingly  simple 
to  expose  the  ureter  in  this  manner  from  the  brim  of  the  pelvis 
to  the  bladder,  about  four  inches  in  extent.  Instead  of  making 
an  incision  in  the  linea  Spigelii,  it  may  of  course  also  be  made  a 
little  further  inward.  In  that  case,  it  exposes  and  splits  the 
anterior  sheath  of  the  rectus  muscle,  the  muscle  itself  being 
either  cut  or  pushed  aside.  In  view  of  the  necessary  drainage, 
this  incision  is,  in  my  opinion,  preferable  to  the  low  gridiron 
operation,  since  it  interferes  less  with  the  muscular  support  of  the 
abdominal  wall.  The  removal  of  the  stone  is  then  usually  an 
easy  matter. 

However,  as  stated,  this  method  takes  into  consideration 
only  the  removal  of  the  stone,  and  leaves  entirely  out  of  question 
the  second  point     the  prevention  of  a  recurrence  of  stone  forma- 
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lion.  It  seems  evident  to  me  that  the  mere  removal  of  a  stone 
from  the  lower  ureter  does  not  in  any  way  guarantee  the  com- 
plete cure  of  the  patient  and  here,  as  always,  it  must  be  our  en- 
deavor to  remove  not  only  the  effect  but  the  cause  (cessante 
causa,  cessat  effect  us). 

Morris  attributes  lodgment  of  a  ureter  stone  in  the  bend  of  the 
ureter  to  the  curve  made  by  the  ureter.  The  ureter  stone  near 
the  pelvis  of  the  kidney  is  also  usually  found  where  the  ureter 
bends  forward  over  the  psoas  muscle.  Again,  the  lodgment  of  a 
stone  may  be  due  to  narrowing  or  constriction  of  the  ureter,  the 
normal  size  at  the  three  points  from  where  ureter  stones  are 
usually  found  being  1/7,  1/4  and  1/10  of  an  inch  respectively 
I  fully  agree  that  the  origin  of  the  majority  of  ureter  stones  is  in 
the  kidney  and  that  they  are  merely  arrested  in  the  part  of  the 
ureter  now  under  consideration.  Some  stones,  however,  are 
probably  formed  there.  In  the  former  instance,  we  have  to  ex- 
plain the  lodging  of  the  stone  in  this  particular  place,  in  the  latter, 
the  origin  and  lodging  at  this  particular  place, — the  widest  of  all 
three  places  just  mentioned. 

There  is  to  my  mind  nothing  more  likely  than  that,  in  men,  an 
inflammatory  condition  of  the  appendix,  in  women,  a  like  condi- 
tion or  adhesions  around  tubes  and  ovaries  or  in  connection  with 
retroflexion  of  the  uterus,  might  cause  ureteritis  or  periureteri- 
tis, or  produce  a  kink  in  the  ureter,  or  at  least  increase  the  normal 
bend  of  the  ureter  at  this  point.  In  this  way,  small  stones  com- 
ing down  from  the  kidney  may  be  retained  and  increased  in  size 
in  loco  and,  in  this  way,  a  ureter  stone  may  begin  to  form  about  a 
small  nucleus  of  mucus. 

I  therefore  advocate  an  operation  that  permits  the  examination 
of  these  organs  and  the  necessary  steps  for  their  reparation  or 
removal.  Such  an  examination  can  be  satisfactorily  made  only 
after  opening  the  peritoneal  cavity,  and,  in  my  opinion,  it  should 
be  made  in  all  cases,  especially,  however,  if  the  stone  is  on  the 
right  side,  for  then  only  can  it  be  ascertained  whether  the  ap- 
pendix is  diseased  and  whether  adhesions  around  it  are  not  in- 
directly to  blame  for  the  ureter  stone.  Before  employing  this 
technic,  I  had  two  cases  in  each  of  which  I  had  to  remove  the 
appendix  after  having  previously  removed  a  ureter  stone.  The  in- 
traperitoneal  beginning  of  the  operation  is  of  advantage  not  only 
for  the  above  reason,  hut  because  in  a  great  many  cases  the  find- 
ing of  the  stone  is  made  more  easy.  After  locating  the  stone, 
the  peritoneum,  if  infection  be  feared,  may  be  closed  at  once  but 
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had  better  be  kept  open,  as  advised  by  Gibbons,  to  facilitate  the 
removal  of  the  stone  with  the  aid  of  the  finger  in  the  peritoneal 
cavity.  The  finger  is  placed  against  the  stone,  the  peritoneum 
pushed  off  from  the  abdominal  wall  and  the  stone  removed  ex- 
traperitoneally.  The  peritoneum  is  then  closed  and  the  rest  of 
the  incision  sutured  in  the  usual  manner  down  to  the  lowest  point, 
through  which  a  drain,  no  unprotected  gauze,  is  passed  to  (not 
into)  the  small  opening  in  the  ureter.  A  nick  in  the  ureter  wall 
is  sufficient  to  permit  the  extraction  of  a  good  sized  stone.  It  is 
advisable  to  push  the  stone  up  a  little  way  from  its  lodging  place 
so  that  the  small  cut  does  not  strike  the  inflamed  or*  ulcerated 
part  of  the  ureter  wall.  I  have  never  tried  and  do  not  expect  to 
try,  certainly  not  in  men,  to  push  the  stone  into  the  bladder, 
since  the  opening  in  the  ureter  heals  very  quickly.  Frequently 
hardly  any  urine  is  discharged  through  the  drain.  It  is  certainly 
not  advisable  to  attempt  to  suture  the  ureter,  which  necessitates 
lifting  it  from  its  bed  and  risking  necrosis  of  its  wall.  Besides,  it 
is  entirely  superfluous,  since  the  small  incision  in  the  ureter  heals 
as  a  rule  very  rapidly,  usually  in  less  than  two  weeks  and  the 
drain  opening  a  few  days  later.  Occasionally  the  stone  in  the 
ureter  is  only  felt  and  the  ureter  not  distinctly  seen.  That  sewing 
in  such  a  case  is  not  possible  is  evident. 

The  proper  treatment,  then,  for  stone  in  the  lower  ureter  is, 
in  my  opinion,  a  laparotomy  which  allows  a  thorough  examina- 
tion into  possible  causes  for  the  lodging  of  the  stone  or  for  the 
origin  of  the  stone  in  situ;  removal  of  the  cause,  if  found,  intra- 
peritoneally  and  then  removal  of  the  stone  from  the  ureter  extra- 
peritoneally  by  pushing  away  the  peritoneum  as  above  described. 
That  this  method  should  of  course  be  employed  if  the  diagnosis 
is  doubtful  needs  hardly  to  be  mentioned  and  that  a  definite 
diagnosis  cannot  always  be  made  needs  not  to  be  discussed.  In 
spite  of  most  painstaking  examination  some  cases  remain  doubt- 
ful. That  furthermore  the  combination  of  appendicitis  and 
ureter  stones  is  not  rare  is  proved  by  cases  reported  in  literature, 
Gibbons,  Deaver  and  others,  beside  the  two  cases  of  mine  before 
mentioned  and  two  more  cases  in  which  I  employed  this  method 
and  removed  a  badly  diseased  appendix  and  ureter  stone.  In 
all  these  cases,  the  ureter  stone  was  located  about  one  and  one- 
half  to  two  inches  from  the  pelvic  brim.  Positive  evidence  of 
a  ureter  stone,  therefore,  instead  of  causing  us  to  exclude  other 
diseased  conditions  in  this  locality,  should  make  us  suspicious 
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of  them.  The  only  operation  which  answers  all  demands  is  the 
combined  intra-  and  extraperitoneal   uretero-lithotomy. 

To  summarize:  the  proper  treatment  for  stone  in  the  lower 
ureter  is  the  combined  intra-  and  extraperitoneal  uretero- 
lithotomy. The  intraperitoneal  part  of  the  operation  serves 
for  exploration  and  for  the  removal  of  conditions  which  are 
possible  etiological  factors  in  the  lodging  and  formation  of 
stone.  It  also  frequently  makes  the  finding  of  the  stone  easier. 
The  extraperitoneal  steps  serve  for  the  removal  of  the  stone. 

Stones  higher  up,  at  the  crossing  of  the  ureter  and  the  iliac 
vessels  can  be  removed  by  this  combined  route,  as  described 
and  first  emphasized  by  Gibbons.  Should  it  be  difficult  to 
push  the  peritoneum  back  far  enough,  it  might  become  neces- 
sary to  add  McBurney's  gridiron  incision.  In  this  way,  a  flap 
is  formed  which  gives  complete  access  to  the  whole  ureter  from 
its  point  of  crossing  with  the  iliac  vessels  to  the  bladder.  The 
shape  of  the  entire  incision  is  analogous  to  the  cut  described 
by  Fowler  for  the  extraperitoneal  removal  of  ureter  stones  in 
the  lower  ureter  and  now  frequently  advocated  for  the  ligation 
of  the  common  iliac  artery. 

465  N.  Taylor  Avenue. 

DISCUSSION. 

Dr.  John  Young  Brown,  of  St.  Louis,  stated  that  in  his 
own  work  and  in  watching  that  of  others  he  had  frequently 
been  impressed  with  the  fact  that  the  appendix  in  many  instances 
might  be  removed  when  macroscopically  there  seemed  to  be  ab- 
solutely no  indication  to  show  it  was  at  fault.  If  we  would 
consider  the  anatomical  relationships  of  the  appendix  and 
ureter  as  he  had  been  doing  in  the  last  year  by  cross-section 
work,  by  injecting  the  appendix  with  bismuth,  and  by  skiagraphic 
work,  as  was  done  in  all  cases  sent  to  his  clinic  with  a  diagnosis 
of  appendicitis  in  which  he  had  found  stones  in  the  ureter, 
the  appendix  not  being  found  particularly  at  fault,  it  would  make 
an  inlcresting  series  of  cases.  He  did  not  know  of  any  condition 
which  was  more  difficult  to  differentiate  than  certain  forms  of 
chronic  appendicitis  and  stones  in  the  ureter.  In  the  last  year 
he  had  had  nine  cases,  three  of  which  had  been  in  doctors  in 
whom  the  differentia]  diagnosis,  was  very  difficult.  One  physi- 
cian two  years  ago  had  an  attack  which  was  diagnosticated  at  the 
time  as  mild  appendicitis. 

Examination  of  the  urine  showed  a  considerable  amount  of 
blood.  A  skiagraph  was  taken  and  what  was  supposed  to  be  a 
stone  in  the  ureter  was  found.  This  physician  congratulated 
himself  that  he  had  a  stone  in  his  ureter  rather  than  appendicitis. 
Attacks  subsided  quickly  and   he   went  along  with   reasonable 
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comfort  for  some  months  when  he  had  another  attack  which 
was  more  severe.  There  was  no  leukocytosis,  but  the  urine  still 
showed  the  presence  of  blood  and  an  additional  skiagraphic 
examination  showed  what  was  supposed  to  be  a  stone  in  the  ureter. 
This  physician  then  attended  a  meeting  of  the  State  Medical 
Society  and  while  there  had  a  fulminating  attack  of  what  wras 
considered  appendicitis  and  which  afterward  proved  to  be  such. 
He  still  had  blood  in  his  urine,  but  refused  to  be  operated  on. 
What  was  supposed  to  be  a  stone  in  the  ureter  turned  out  to  be  a 
concretion  in  the  appendix.  He  was  then  operated  on,  the 
appendix  removed,  which  was  retrocecal.  The  symptoms  point- 
ing to  stone  in  the  ureter  and  blood  in  the  urine  were  brought 
about  by  contiguity  of  the  ureter  with  the  condition  in  the  ap- 
pendix. 

The  speaker  recalled  the  case  of  a  doctor's  brother  who  was 
sent  to  him  with  a  diagnosis  of  appendicitis.  He  made  a  careful 
examination,  found  blood  in  his  urine,  took  a  skiagraph  and  found 
a  shadow  which  seemed  to  indicate  that  there  was  a  stone  in  the 
ureter.  He  did  a  combined  operation  and  not  only  removed 
a  stone  from  the  ureter,  but  found  the  appendix  adherent  to  the 
right  ureter  and  he  was  inclined  to  believe  that  probably  the 
condition  around  the  appendix  had  a  good  deal  to  do  with  the 
development  of  the  stone  in  the  ureter.  If  he  had  removed 
the  stone  in  the  ureter  and  had  failed  to  open  the  abdomen  and 
remove  the  appendix,  he  thought  he  would  not  have  given  him 
the  relief  that  he  got  from  this  operation. 

A  very  important  point  in  Dr.  Jonas's  paper  was  that  we  should 
make  a  careful  analytical  diagnosis  in  all  cases  of  so-called 
chronic  appendicitis.  It  had  impressed  him  forcibly  that 
many,  many  appendices  were  removed  when  the  trouble  was 
not  in  the  appendix  at  all,  and  he  thought  in  justice  to  the  pro- 
fession and  to  the  patients  that  surgeons  had  no  right  to  open 
the  abdomen  of  any  man  or  woman  for  the  removal  of  the  appen- 
dix until  a  careful  differential  diagnosis  had  been  made,  this 
diagnosis  including  not  only  a  careful  urinary  analysis,  but  if 
the  urine  showed  any  evidences  of  blood  a  cystoscopic  examina- 
tion should  be  made  and  skiagraphs  taken  with  a  view  in  control- 
ling the  work  done  by  the  catheter  introduced  into  the  ureter. 

Dr.  Alexander  Hugh  Ferguson,  of  Chicago,  said  the 
surgery  of  the  lower  ureter  was  comparatively  recent.  The 
first  case  he  had  encountered  of  stones  that  were  demonstrated 
in  the  ureter  was  one  where  the  kidney  had  been  completely 
destroyed  by  stones,  and  these  stones  filled  the  ureter  from 
the  kidney  to  the  bladder.  It  was  his  function  to  remove 
the  remains  of  that  kidney  and  the  entire  ureter.  1  his  was 
done  in  1895.  He  preserved  the  specimen  which  he  still  had. 
He  had  brought  with  him  a  photograph  <>!'  the  condition,  thinking 
it  might  be  <>l"  interest  to  the  members  while  they  were  discussing 
the  subject  of  stones  in  the  lower  portion  of  the  uterer  (Plate 
I).     The  stone  at  the  neck  of   the  bladder  was  of  such  a  size 
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that  it  could  not  pass  through.  The  immediate  result  of  the 
removal  of  this  kidney  and  entire  ureter  was  very  good,  although 
before  he  did  it  he  had  to  open  the  opposite  kidney  for  a  pyo- 
nephrosis, and  he  did  this  operation  under  gas  anesthesia. 

A  man  from  Winnepeg  presented  himself  at  the  Chicago 
Hospital  on  September,  1909,  with  the  following  history:  four 
years  ago  he  had  a  very  severe  attack  of  nephritic  colic  in  the 
left  kidney.  He  was  laid  up  two  weeks  and  since  then  had  had 
several  minor  attacks,  referred  to  the  region  of  the  ureter.  The 
patient  was  a  healthy  man  of  fifty-eight  years. 

The  radiographs  showed  a  stone  in  the  lower  end  of  the  left 
ureter  between  one  and  two  inches  from  the  bladder.  The 
sound  and  cystoscope  revealed  nothing  of  the  nature  of  calculus 
m  the  bladder.  The  left  ureteral  orifice  protruded  somewhat 
and  was  a  trifle  redder  than  normal.  The  patient  was  given, 
besides  the  usual  preparation  for  laparotomy,  urotropin  and 
:m  thyiene  blue.  The  anesthetic  (ether)  was  given  by  the  drop 
method. 

A  skin  incision  was  made  directly  over  the  external  ring, 
extending  upward  along-  the  course  of  the  inguinal  canal  for 
five  inches.  The  aponeurosis  of  the  external  oblique  muscle 
was  opened  freely,  exposing  the  entire  inguinal  region  and  internal 
oblique  muscle.  The  internal  abdominal  ring  was  enlarged, 
without  opening  the  peritoneal  cavity.  The  transversalis  fascia 
was  severed  along  the  entire  length  of  the  incision,  exposing  the 
deep  epigastric  vessels  which  were  ligated  and  cut.  The  vas 
deferens  was  taken  as  the  guide  to  the  ureter.  It  was  followed 
by  blunt  dissection  to  the  base  of  the  bladder.  The  sigmoid 
and  small  bowel  were  pressed  toward  the  median  line  by  gauze 
To  obtain  sufficient  room  to  admit  the  hand,  the 
■  ■I'  the  internal  oblique  and  transversalis  muscles  was 
I  from  Poupart's  ligament  for  a  distance  of  two  inches. 
I  Ins  afforded  sufficient  room  to  reach  and  explore  the  ureter 
From  the  pelvic  brim  to  the  base  of  the  bladder.  The  stone 
\\  is  I'll  in  the  ureter;  an  efforl  was  then  made  to  milk  it  into  the 
bladder  and  toward  the  kidney;  both  these  measures  proved 
impossible. 

An  incision  was  made  into  the  ureter,  parallel  to  its  long  axis, 
about  one  inch  below  tin-  brim  of  the  pelvis;  a  stout  catgut 
ligature  had  been  passed  around  the  duet  as  a  guy  rope.  The 
ureter  was  empty;  there  was  no  staining  of  the  tissues  with 
methylene  blue.  It  was  thus  evident  that  anuria  existed  in  the 
left  kidney.  An  olive,  flexible  bougie  was  passed  into  the  ureter 
and  the  stone  located.  The  grating  of  the  probe  against  the 
stone  could  he  distinctly  heard.  Another  attempt  was  made  to 
lie  stone  into  the  bladder;  it  was  unsuccessful.  Then  a 
long  curved  alligator  jawed  forceps  was  passed  into  the  opening 
in  the  ureter.  The  some  wis  seized  in  its  blades  and  carefully 
extracted.  The  entire  course  of  the  ureter  from  kidney  to 
bladder  was  now  explored  and  found  perfectly  clear. 
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No  attempt  was  made  to  suture  the  ureter.  The  loose  tissues 
on  either  side  of  the  wound  were  drawn  together  and  the  same 
suture  caught  about  a  gauze  drain,  covered  with  rubber  tissue. 
This  drain  was  brought  out  at  the  upper  angle  of  the  wound. 
The  cord  was  left  behind  the  transversalis  fascia.  This  struc- 
ture, with  the  transversalis  and  internal  oblique  muscles,  were 
sutured  to  Poupart's  ligament.  The  lower  angle  of  the  wound 
was  drained  with  a  cigaret  drain  which  passed  down  to  the 
side  of  the  bladder.  The  external  oblique  was  closed  with 
continuous  catgut  suture,  and  the  skin  with  silkworm-gut 
sutures.  A  catheter  was  passed  into  the  bladder  to  keep  it 
empty. 

The  operative  procedure  varies  in  accordance  with  the  side 
of  the  body.  If  colicky  attacks  were  on  the  right  side  we  should 
always  think  of  the  appendix,  yet  this  was  not  simply  an  excuse 
but  an  indication  for  opening  the  abdomen.  If  the  attacks 
were  on  the  left  side  and  the  patient  was  a  man,  there  was  no 
indication  for  opening  the  abdomen  to  remove  such  a  stone  in 
his  opinion,  because  it  could  be  done  more  safely  without  the 
complication  of  an  additional  cut  in  the  peritoneum.'  In 
women  these  stones  could  be  reached  through  the  bladder  when 
they  were  low  down,  depending  on  their  size,  and  so  on. 

Dr.  H.  W.  Longyear,  of  Detroit,  spoke  of  the  differential 
diagnosis  between  pain  in  the  ureter  and  pain  in  the  appendix. 
He  had  seen  a  great  many  operations  performed  for  the  removal 
of  appendices  that  were  no  doubt  unjustifiable  and  they  were 
prompted  by  pain  in  the  ureter  under  a  mistaken  diagnosis. 
There  were  cases  of  what  one  might  call  storms  of  uric  acid 
coming  from  intestinal  toxemia.  Large  quantities  of  uric  acid 
were  given  off  from  the  kidney  and  passed  down  the  ureter, 
causing  the  ureter  to  become  inflamed  and  thereby  producing 
pain.  When  the  pain  was  on  the  right  side  it  was  apt  to  be 
mistaken  for  appendicitis  and  the  temperature  coming  from  the 
toxemia  simulated  it  still  more.  These  cases  should  he  examined 
very  carefully,  so  that  such  mistakes  could  not  be  made 

lie  was  called  by  telegraph  to  northern  Michigan  during  lasl 
winter  to  operate  on  a  case  of  supposed  appendicitis,  but  on 
arriving  there  found  it  was  one  of  those  cases  of  uric  acid  impac- 
tion in  the  ureter  following  intestinal  toxemia.  A  good  course 
of  antiseptic  treatment,  cleaning  out  both  the  urinary  and 
alimentary  canals,  relieved  the  patient  in  three  days.  In  these 
Cases  then-  were  blood  cells  in  the  urine,  considerable  uric  acid 
and  mucus,  but  tin-  previous  history  of  the  case  indicated  the 
intestinal  origin  of  tin-  trouble,  rhese  easts  were  very  puzzling 
.-mil  the  differential  diagnosis  was  not  , 

Dr.  Miles  F.  Porti  r,  oi  Fori  Wayne,  said  there  was  just  a 
point  "i  two  he  would  like  to  emphasize  concerning  the  colics 
which  occurred  in  the  kidney  that  were  dm-  to  the  passage  oi 
blood  clots  along  the  ureter.  IK-  had  had  experience  of  this  kind 
■  vera!  times,  and  our  quite  recently  in  which,  together  with  a 
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typical  ureteral  colic,  the  patient  also  had  anuria.  The  patient 
also  had  a  clear  case  of  Bright's  disease  and  had  had  it  for  a 
number  of  years.  The  subsequent  postmortem  examination 
revealed  that  there  was  absolutely  no  formation  of  calculus 
whatever.  The  case  illustrated  the  value  of  taking  skiagraphs. 
The  skiagram  in  this  case  showed  no  ureteral  calculus.  Recently 
during  the  course  of  an  operation  for  appendicitis  he  came  upon 
what  felt  to  his  linger  like  a  calculus  about  the  brim  of  the  pelvis 
on  the  right  side,  immediately  over  the  ureter,  and  upon  closer 
examination  it  proved  to  be  a  calcareous  deposit  as  large  as 
the  end  of  his  thumb  in  the  mesenteric  ileum  immediatelv  over 
lying  the  ureter,  lie  removed  it.  He  could  not  say  whether 
ii  was  a  calcareous  degenerated  gland  or  not.  These  were 
simply  points  to  emphasize  the  care  that  ought  to  be  taken  in 
■ 

Dr.  Porter  mentioned  another  case  that  occurred  in  his 
practice  several  months  ago  which  illustrated  several  points 
connected  with  calculus  in  the  ureter. 

Dr.  C.  C.  Frederick,  of  Buffalo,  said  there  was  no  question 
but  that  there  were  many  cases  of  trouble  in  the  right  ureter 
for  which  the  appendix  in  the  past  had  been  blamed  and  removed. 
He  had  seen  quite  a  number  of  cases  of  this  kind  in  one  way  or 
another  in  his  own  practice  or  in  that  of  others  and  lie  had  been 
forced  during  the  last  three  or  four  years  to  a  realization  of  the 
fact  that  pain  upon  the  right  side  from  pressure  deep  down  over 
McBurney's  point  did  not  always  mean  that  a  patient  had 
chronic  appendicitis,  and  he  thought  in  many  instances  the 
trouble  was  in  the  ureter.  There  were  so  many  conditions  that 
could  exist  in  the  intestinal  tract,  such  as  various  concretions, 
etc.,  that  skiagraphs  might  fool  the  surgeon  with  regard  to  the 
existence  of  a  stone  in  the  ureter.  Five  or  six  years  ago  he  had  a 
young  woman,  twenty-seven  years  of  age,  who  had  all  the 
symptoms  of  stone  in  the  kidney,  with  pain,  and  blood  in  the 
urine,  and  tin-  like.  .She  had  had  these  symptoms  for  two  or 
three  weeks.  She  kepi  on  having  attacks  of  pain.  He  had  a 
■j'li  taken  which  showed  that  there  was  undoubtedly  a 
stone  in  the  ureter,  only  a  short  distance  below  the  pelvis  of  the 
kidney,  lie  opened  from  behind  and  went  clear  down  to  the 
the  pelvis,  but  tin-  stone  was  not  there.  lie  opined  the 
pelvis  of  the  kidney,  explored  it,  and  could  not  find  the  stone. 
Then  he  explored  still  further  and  even  went  clear  down  to  the 
bladder  without  finding  any  stone.  Patient  had  not  passed  a 
Stone.  There  was  a  concretion  in  the  woman's  intestinal  tract 
on  the  kit  vide.  It  was  not  tin-  app<  ndix  and  he  was  led  astray. 
Sin  had  since  had  three  or  four  similar  attacks.  He  had  had 
skiagraphs  taken,  but  had  been  unable  to  find  any  evidences 
ol  stone.  He  did  not  know  what  the  cans,  oi  it  was,  but  he 
knew  --he  had  these  attacks  and  he  operated  on  her  without  find 
ing  anything.      He  gave  this  experience  for  what  it   was  worth. 

This  was  a  very  important  subject   and  there  was  no  doubt 
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that  the  lower  abdomen,  particularly  upon  the  right  side,  must 
be  subjected  to  a  very  careful  differential  diagnosis  in  cases  of 
indistinct  pain  in  that  region. 

Dr.  Maurice  I.  Rosenthal,  of  Fort  Wayne,  Indiana,  stated 
that  he  had  read  a  paper  before  a  district  society  some  four  or 
five  years  ago,  in  which  he  reported  a  case  of  stone  in  the  ureter 
which  complicated  an  appendicitis.  This  was  the  only  case 
he  had  then  seen  of  ureteral  stone  complicating  appendicitis. 
Since  then  he  had  been  careful  to  investigate  the  right  ureter  in 
operations  for  appendicitis,  and  he  had  not  met  with  another 
such  case.  This  complication  was  not  frequent,  although  it  did 
occur. 

He  had  not  had  so  much  experience  in  cases  of  obstruction 
from  stone  in  the  ureter,  but  he  had  had  considerable  experience 
in  ureteral  surgery.  In  the  course  of  a  radical  operation  for 
cancer  of  the  uterus,  as  advised  by  Wertheim,  one  had  occasion 
to  handle  the  ureter  considerably,  and  he  drew  attention  to  this 
important  point — namely,  the  danger  of  ureteral  fistula  was  less 
likely  to  be  due  to  a  simple  incision  in  the  ureter  and  the  conse- 
quent opening  of  the  ureter  with  the  escape  of  urine  from  this 
cause  than  it  was  to  the  handling  of  the  ureter  itself.  Lifting  the 
ureter  from  its  bed  interfered  with  its  circulation  and  was  very 
likely  to  be  followed  by  ureteral  fistula,  so  that  in  the  extraction 
of  stones  we  should  be  more  careful  not  to  handle  the  ureter,  and 
then  we  need  not  be  afraid  of  getting  ureteral  fistula  from  a 
simple  incision  in  the  long  axis  of  the  ureter  itself 

Dr.  Hugo  O.  Pantzer,  of  Indianapolis,  stated  that  in  operat- 
ing on  a  case  of  gangrenous  cholecystitis,  in  which  there  was  a 
discharge  of  the  contents  of  the  gall-bladder  into  the  peritoneal 
cavity,  he  was  led  to  examine  lower  down  and  found  at  the 
bifurcation  of  the  abdominal  aorta  a  number  of  stones  to  the  feel, 
which  were  exceedingly  hard  and  thick.  We  re. mud  out  oik-  of 
these  stones  and  found  it  to  lie  a  calcareous  degeneration  of 
tubercular  glands.  It  would  seem  from  the  history  of  the  case 
that  the  woman,  fifty  years  of  age,  had  in  early  life  a  tuberculo 
sis  appertaining  to  this  lower  part. 

Dr.  John  W.  Keefe,  of  Providence,  Rhode  Island,  referred  to 
the  use  of  the   wax-tipped   catheter.     We   all   knew   that  one 
might  he  mistaken  in  reading  a  radiograph  or  radiographs,  al- 
though a  radiograph  would  give  more  information  at  the  p 
time   if   promptly    made    than   almost    any   other   method    if    the 

i. id ;raph   was  made   while   the   ureteral  cathetei    was  in   the 

Previous  to  the  time  of  introducing  radiography  into 
surgery,  he  introduced  a  wax  tipped  catheter  and  found  mark 
ings  on  'In    «,  n  ter  was  introduced  into  the  pelvis 

of  the  kidney,  and  subsequently  on  the  daj  tin  patienl  was  to  be 
d  "ii  he  again  passed  the  wax  tipped  catheter  to  the 
kidney,  made  an  incision  in  the  loin,  and  found  the  catheter 
in  contact  with  the  stone  in  the  kidney,  showing  thai  the  firsl 
m  nl. hi.;-,  on  the  wax  were  correct.     In  these  obscure  cases  tins 
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was    another    method    of    enabling    us    to    make    an    accurate 
diagnosis. 

Dr.  K.  I.  Saxes,  of  Pittsburg,  Pennsylvania,  cited  a  case 
which  illustrated  the  difficulty  of  making  a  differential  diagnosis 
between  not  only  ureteral  trouble  and  appendicitis  of  the  chronic 
form,  but  in  the  acute  cases. 

A  young  woman  fell  off  of  a  train,  shortly  after  which  she 
developed  some  acute  symptoms  of  pain  in  the  right  side, 
elevation  of  temperature,  and  the  like.  A  diagnosis  of  typhoid 
fever  was  made,  and  she  was  treated  for  some  time  in  the  hospital 
for  that  disease,  then  discharged  as  cured.  She  went  home, 
began  to  work,  but  soon  developed  another  attack,  vhich  was 
diagnosticated  as  recurrent  typhoid  fever.  She  was  sent  back 
to  the  hospital,  inasmuch  as  she  had  a  temperature  which  lasted 
two  or  three  days.  This  subsided,  and  the  patient  was  sent 
home.  While  at  home  she  developed  a  severe  attack  of  pain 
in  the  right  side,  the  family  physician  was  called  in  and  diag- 
nosticated a  tumor  on  the  right  side  in  the  region  of  the  kidney. 
She  was  then  sent  to  the  hospital,  he  saw  her  there,  but  a  tumor 
was  not  found.  The  patient  was  turned  over  to  the  medical 
department,  and  while  there  developed  an  attack  simulating 
acute  appendicitis.  She  had  severe  pain  in  the  right  side, 
tenderness,  vomiting,  and  temperature.  In  view  of  the  fact 
that  this  attack  came  on  just  prior  to  menstruation,  he  examined 
the  pelvic  organs  and  found  the  right  ureter  thick,  cord-like,  and 
very  tender  to  the  touch.  He  made  a  cystoscopic  examination, 
passed  the  catheter  on  that  side,  and  got  urine  with  many  blood 
cells  and  quite  a  number  of  leukocytes.  Unfortunately  no 
bacteriological  examination  was  made.  He  diagnosticated 
ureteritis.  Having  obtained  a  history  of  pain  in  the  right  side 
and  of  a  fall,  he  excluded  appendicitis  by  the  absence  of  rigidity 
on  that  side,  by  the  fact  that  the  pain  could  be  traced  alongside 
the  ureter,  and  McBurney's  point  was  not  tender.  But  in 
spite  of  these  findings,  the  symptoms  were  so  clear  of  appen- 
dicitis that  the  general  surgeon  thought  it  advisable  to  operate. 
Accordingly,  the  appendix  was  taken  out,  and  the  report  of  the 
pathologist  was  negative.  While  recovering  from  the  appen- 
diceal operation  she  developed  severe  pain  on  the  other  side, 
with  a  rise  of  temperature.  He  again  made  a  cystoscopic  ex- 
amination and  found  trigonitis,  found  the  ureteral  orifice  on 
the  left  side  inflamed,  passed  a  catheter  into  the  left  ureter,  and 
found  the  same  condition  there.  This  was  lour  or  five  years 
ago,  and  a'  present  Uiis  young  woman  was  again  in  the  hos- 
pital. An  operation  may  be  necessary  on  the  kidney  for  tubei 
cular  pyelitis  on  both  sides,  the  right  side  being  in  a  very  bad 
condition. 

The  reason  why  he  reported  this  case  was  to  emphasize  the 
point  that  there  was  no!  only  difficulty  encountered  in  making 
a  diagnosis  in  chronic  cases,  but  in  the  acute  cases.  Xot  only 
stone    in    the    ureter,    but    tubercular    pyelitis    and  descending 
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ureteritis  would  give  symptoms  simulating  appendicitis  to  such 
an  extent  that,  in  spite  of  the  finding  of  the  ureteral  trouble  at 
the  time,  the  general  surgeon  in  this  case  was  so  sure  of  appen- 
dicitis that  he  deemed  it  necessary  to  remove  the  appendix. 

Dr.  Jonas,  in  closing  the  discussion,  pointed  out  that  a 
shadow  demonstrated  by  the  X-ray  in  the  region  of  the  ureter 
did  not  prove  that  the  shadow  was  produced  by  a  stone.  A 
concretion  in  the  neighborhood  of  the  ureter,  a  fecal  concretion 
in  the  tip  of  the  appendix,  might  produce  a  shadow  in  the  ureter, 
and  for  that  reason  the  X-ray  examination,  eystoscopic  ex- 
amination and  ureteral  catheterization  should  be  combined; 
not  only  this,  but  the  surgeon  should  so  arrange  the  ureteral 
catheter  that  it  will  throw  a  shadow  on  the  skiagraphic  plate. 


THE  SURGICAL  TREATMENT  OF  TUMORS  OF  THE 
BLADDER  > 

BY 

JOHX  \Y.  KEEFE,  M.  D.,  LL.  D., 

Providence,  R.  I. 

It  is  estimated  that  from  one-fourth  to  erne-half  of  i  per 
cent,  of  all  tumors  involve  the  bladder.  Tumors  of  the  bladder 
are  most  frequently  met  with  in  men  over  thirty  years  of  age, 
and  are  more  often  found  in  males  than  females.  Any  portion 
of  this  organ  may  be  affected,  but  the  lower  half  of  the  bladder 
is  the  usual  situation  of  new  growths. 

We  find  a  large  variety  of  tumors  affecting  the  bladder — 
namely,  papilloma,  carcinoma,  adenoma,  cysts,  fibroma,  myx- 
oma, sarcoma,  myoma,  chondroma  and  dermoid.  From  65 
to  75  per  cent,  of  tumors  are  malignant.  It  is  believed  that 
benign  growths  may  become  malignant  ami  thai  malignant 
bladder  tumors  remain  localized  for  a  comparativel}  long  period; 
hence,  we  may  look  for  good  results  by  an  early  and  thorough 
removal  of  tin-  neoplasm. 

Papillomata  originate  in  the  mucous  membrane  and  sub- 
mucous tissue.  They  are  usually  pedunculated  but  rarely  may 
be  sessile.  They  consist  of  long  fimbriated  processes  or  villi. 
They  have  .1  tendency  to  recur  after  removal  and  may  propagate 
by  contact.     Mucous  polypi  an-  found  during  childhood, 

Carcinoma   occurs  late   in   life;   while   sarcoma    may   appear 
during  childhood  but   usually  develops  after  middle  life,     liii\ 
two   i»i   (cut.  wire  ovei    forty   years  of   age  and  28  percent, 
under  ten  yea  in  a  series  of  fifty  cases  reported,     Albar- 

:  Read  mi  tin     1  1    1  rid  Annual  Meeting  of  the    \ 
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ran  reports  one  hundred  and  thirty-two  cases  of  tumors  of  the 
bladder;  one  hundred  of  these  were  cancerous  and  twenty-four 
papillomatous.  Carcinoma  forms  a  nodular,  ulcerated  and 
irregular  growth.  It  invades  the  muscular  wall  but  may  in- 
volve any  portion  of  the  bladder. 

Urinary  salts  may  be  deposited  upon  the  raw  areas  and  these 
may  break  off  and  be  found  in  the  urine.  This  may  lead  one 
to  suspect  the  presence  of  a  calculus.  Adenomata  are  flat 
or  nodular  in  appearance  and  may  attain  a  large  size.  Fibroma, 
myoma,  myxoma  and  cysts  rarely  cause  hemorrhage  but  may 
produce  pressure  symptoms.  Chondroma  and  dermoid  tumors 
are  very  rare. 

The  most  constant  syrmptom  of  papillomatous  growths 
is  hematuria.  The  bleeding  is  usually  bright  and  terminal  and 
occurs  at  irregular  intervals.  The  hemorrhage  may  not  recur 
for  months  or  even  years.  The  amount  of  blood  lost  varies 
and  is  not  dependent  upon  the  size  of  the  growth.  Clots  may 
form  in  the  bladder  and  cause  pain,  frequency  of  micturition 
and  retention  of  urine.  Cystitis,  hydronephrosis  and  pyelo- 
nephritis may  be  sequela?.  We  often  find  the  patient  in  an  anemic 
condition  from  the  excessive  loss  of  blood.  Sepsis  and  uremia 
due  to  an  ascending  infection  may  result. 

Malignant  disease  is  accompanied  by  bladder  disturbances, 
frequent  and  painful  micturition,  tingling  and  itching  sen- 
sat  inns  in  the  glans  penis,  severe  cystitis,  sensations  of  weight 
in  the  pelvis  and  pains  extending  along  the  inner  portions  of 
the  thighs.  Hematuria  which  is  prone  to  be  slight,  persistent 
and  painful  is  found  in  the  later  stages  of  the  disease.  Hydro- 
nephrosis, pyonephrosis  and  pyelonephritis  are  frequent 
complications. 

A  cystoscopic  examination  of  the  bladder  should  be  resorted 
to  early,  as  it  is  the  greatest  aid  that  we  possess,  to  the  forma- 
tion of  a  correct  diagnosis  in  bladder  diseases.  The  early  detec- 
tion of  a  growth  may  be  our  only  hope  for  saving  life.  Rectal, 
vaginal  and  bimanual  examination  may  reveal  a  bladder  tumor 
or  infiltration  of  the  bladder  wall  and  should  be  prai 
These  examinations  may  also  be  made  while  viewing  the  interior 
of  the  bladder  with  the  cystoscope.  Malignant  disease  of  the 
i  the  bladder  may  be  mistaken  for  hypertrophy  of  the 
prostate. 

The  surgery  of  tumors  of  the  urinary  bladder  is  in  a  transi- 
tional   state.     The    last    word    has   not    been    said.      While    the 
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perineal  and  vaginal  routes  have  been  abandoned  by  most 
surgeons,  some  now  prefer  the  urethral,  while  others  the  supra- 
pubic extraperitoneal  and  yet  others  the  abdominal  intra- 
peritoneal route  or  a  combination  of  both.  The  medical  treat- 
ment of  vesical  growths  is  often  prolonged  until  surgery  is  of 
no  avail. 

It  is  important  to  locate  the  growth  with  the  cystoscope  and 
to  make  one  incision  in  the  bladder  for  its  removal,  when  pos- 
sible, rather  than  a  routine  median  incision.  The  exact  location 
and  type  of  the  growth  should  determine  the  choice  of  operation. 
Comparatively  few  men  have  become  expert  with  the"  operative 
cystoscope  and  these  prefer  to  remove  all  benign  growths  by  the 
endovesical  method.  Xitze  reported  150  cases  of  papillomata  of 
the  bladder  removed  with  the  aid  of  the  operative  cystoscope, 
with  three  failures,  one  death  and  ten  recurrences.  It  may 
require  a  number  of  sittings  to  remove  a  large  growth  by  this 
method  but  it  certainly  is  of  value  in  the  hands  of  an 
expert. 

The  suprapubic  operation,  working  in  the  prevesical  space,  is 
the  method  most  frequently  employed  at  the  present  time; 
although  the  abdominal  intraperitoneal  route  has  many  points  in 
its  favor.  It  gives  one  plenty  of  room  in  which  to  operate  and 
one  can  see  exactly  where  to  excise  or  cauterize  the  growth. 

The  cystoscope  is  an  instrument  with  which  we  all  should 
become  more  familiar.  It  gives  us  accurate  knowledge 
of  many  kidney  and  bladder  conditions  that  cannot  be 
acquired  in  any  other  way.  A  surgeon  who  undertakes  the 
removal  of  a  bladder  tumor  can  perform  his  work  more  intelli 
gently,  if  he  has  viewed  the  growth  through  a  cystoscope  and 
gained  an  idea  as  to  its  character,  location  and  *-izc.  Recently 
.1  0  rtain  writer  in  genitourinary  surgery  stated  that  he  did  not 
think  it  an  instrument  of  value  to  the  general  practitioner  or 
the  general  surgeon.  If  the  general  surgeon  is  the  man  who  is 
to  remove  the  tumor,  why  should  he  nol  use  and  knew  how  to 
to  use,  the  cystoscope,  if  it  be  of  value  to  him  and  his  patient? 

One  should  become  familiar  with  both  direct  and  indirecl 
view  instruments  and  with  the  appearance  of  the  bladder  when 
distended  with  either  water  or  air.  I  have  had  two  cases  where 
specialists,  in  genitourinary  work,  failed  to  find  a  tumor  of  the 
bladder  owing  i"  the  presence  of  blood  which  obscured  the  view 
through  tlie  water  which  was  used  t<.  distend  the  bladder.  The 
use  of  a  cystoscope  with  air  distention  revealed  the  growths  in 
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both  instances.  One  should  not  become  wedded  to  one  type 
of  instrument:  they  all  have  their  good  points.  The  bril- 
liant work  that  has  been  accomplished  with  the  Nitze,  Casper 
and  Albarran  cystoscopes  has  led  some  men  to  overlook  those 
instruments  that  allow  distention  of  the  bladder  with  air. 

The  cystoscope  will  give  one  a  better  view  than  is  often 
obtainable  through  a  suprapubic  incision.  How  difficult  it  is 
to  see  the  interior  of  a  contracted  bladder,  especially  in  obese 
patients,  through  the  usual  suprapubic  incision  in  the  prevesical 
space;  and  how  easily  one  can  reach  the  bladder  through  the 
abdominal  wound  made  in  operating  for  disease  located  in  the 
pelvis.  Then  why  not  open  the  abdomen  in  most  of  the  cases 
where  we  wish  to  operate  for  the  removal  of  bladder  tumors? 

The  choice  of  the  anesthetic  is  an  important  matter  for  con- 
sideration in  the  removal  of  bladder  tumors;  as  the  patients 
are  often  found  in  a  debilitated  condition  from  the  loss  of  blood, 
sepsis  or  diseased  kidneys.  Nitrous  oxide  gas  and  oxygen  is 
preferable  on  account  of  its  safety  and  its  nonirritating  effect 
upon  the  kidneys.  It  permits  a  speedy  recovery  from  the 
anesthetization  and  early  voluntary  micturition. 

I  particularly  wish  to  call  attention  to  the  steps  of  an  oper- 
ation for  the  removal  of  tumors  of  the  bladder  which  I  believe 
has  many  points  in  its  favor.  I  shall  describe  the  method  which 
I  first  employed,  some  five  years  ago,  in  operating  for  the 
removal  of  a  papillomatous  growth  of  the  bladder  in  a  man  sixty- 
six  years  of  age.  He  complained  of  frequent  micturition,  pain 
and  intermittent  hematuria  for  a  period  of  three  years  and  had 
lost  forty  pounds  in  weight  during  the  last  two  years. 

An  internal  urethrotomy  was  done  to  relieve  a  stricture  due 
to  a  gonorrhea  contracted  in  early  life.  A  cystoscope  was  then 
introduced  and  a  papillomatous  tumor  could  be  seen  posterior 
to  and  about  i  cm.  from  the  left  ureteral  opening.  The  ureters 
were  catheterized  and  the  urine  from  both  kidneys  was  found 
normal.  A  week  later  the  patient  was  anesthetized,  the 
cystoscope  introduced  and  the  left  ureter  catheterized.  The 
ureteral  catheter  was  allowed  to  remain  during  the  operation, 
which  permitted  the  removal  of  a  portion  of  normal  bladder  wall 
about  the  growth,  with  no  danger  of  wounding  the  ureter: 
as  I  could  determine  by  palpation  of  the  catheter  in  the  ureter, 
at  any  stage  of  the  subsequent  operation,  the  exact  location  of 
the  ureter.  It  is  a  great  source  of  comfort  to  the  operator,  as 
Well  as  safetv  to  the  patient,  to  be  able  to  define  the  position 
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of  the  ureter,  when  one  is  operating  in  a  field  adjacent  to  it. 
The  cystoscope  was  allowed  to  remain  in  the  bladder. 

The  patient  was  then  placed  in  the  Trendelenburg  position 
and  the  abdominal  cavity  opened,  in  the  median  line,  between 
the  umbilicus  and  the  pubes.  The  intestine  was  walled  off, 
with  a  roll  of  sheet  rubber,  seven  inches  by  fifteen  feet  and  of  the 
thickness  of  the  rubber  dam  that  dentists  use.  Gauze  sponges 
protected  the  edges  of  the  wound.  An  assistant  looking  at  the 
growth  through  the  cystoscope,  directing  the  beak  of  the  instru- 
ment against  the  wall  of  the  bladder  at  the  site  of  the  tumor. 
The  transmitted  light  from  the  cystoscope  could  be  seen  and  the 
beak  of  the  instrument  felt  through  the  bladder  wall,  thus 
defining  the  position  of  the  tumor  as  seen  through  the  abdominal 
opening. 

With  one  hand  I  made  counterpressure  on  the  peritoneal 
side  of  the  bladder  and  beginning  in  the  prevesical  space,  sepa- 
rated the  peritoneum  from  the  bladder,  down  to  the  site  of  the 
tumor.  The  bladder  wall  over  the  center  of  the  tumor  and 
including  the  greater  portion  of  the  growth  was  then  grasped 
with  a  volsellum  forceps.  The  median  incision  in  the  peritoneum 
was  now  closed  with  a  continuous  catgut  suture,  thus  per- 
mitting the  subsequent  operative  procedures  to  be  carried  out 
extraperitoneally. 

The  tumor  with  a  wide  margin  of  normal  bladder  was  excised 
with  a  knife  and  the  opening  in  the  bladder  was  closed  with  two 
rows  of  sutures,  the  first  row  a  continuous  Council  mattress 
suture  of  catgut,  including  the  mucous  and  muscular  walls;  and 
the  second  row  a  continuous  dishing  suture  of  ragensUvliei 
linen,  in  the  muscular  coat.  The  abdominal  wound  was  closed 
in  layers,  chromic  gut  in  the  fascia,  with  a  bite  in  the  muscular 
wall  of  the  bladder,  to  narrow  the  prevesical  space,  plain  gut 
in  the  areolar  tissue  and  a  subcuticular  silver  wire  in  the  skin. 
A  small  rubber  tissue  drain  was  placed  in  the  low  it  angle  of  the 
wound,  down  to  the  sutures  in  the  bladder.  This  drain  was 
removed  in  forty  eight  hours.  Primary  union  took  place, 
After  tin  operation  the  patient  may  be  allowed  to  pass  water  at 
frequent  intervals  or  he  may  be  catheterized. 

During  the  removal  of  the  growth  by  this  method,  one  avoids 
the  risk  nf  infecting  the  peritoneum  with  the  septic  contents  of 
the  bladder,  as  a  cystitis  is  usually  present.  Should  leakage 
occui  through  the  bladdei  wound,  the  small  drain  will  guide 
tin  secretions  to  the  surface,  rather  than  allow  them  to  entei  the 
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abdominal  cavity  and  produce  a  peritonitis,  which  might  prove 
fatal. 

The  operation  may  be  rapidly  performed  and  takes  much 
less  time  than  it  does  to  describe  it. 

To  sum  up : 

i.   Anesthesia  with  nitrous  oxide  gas  and  oxygen. 

2.  Cystoscopic  examination,  to  determine  the  site  and  char- 
acter of  the  tumor. 

3.  Ureteral  catheterization.  The  catheter  is  left  in  the 
ureter  as  a  guide  during  the  operation. 

4.  The  high  Trendelenburg  position. 

5.  Opening  the  abdominal  cavity,  to  accurately  locate  the 
growth,  to  aid  in  separating  the  peritoneum  from  the  bladder 
over  the  site  of  the  tumor  and,  also,  to  allow  plenty  of  space  in 
which  to  operate. 

6.  An  assistant  locates  the  growth  in  the  bladder  with  a 
cytoscope  during  the  operation. 

7.  Closure  of  the  peritoneal  cavity,  the  growth  having  been 
removed  through  an  extraperitoneal  wound. 

8.  Immediate  suture  of  the  bladder. 

9.  The  patient  voids  urine  or  is  catheterized  at  frequent 
intervals. 

259  Benefit  Street. 

DISCUSSION. 

Dr.  C.  C.  Frederick,  of  Buffalo,  said  he  had  operated  upon 
three  cases  of  carcinoma  of  the  bladder,  the  last  one  about  three 
months  ago.  The  first  occurred  some  six  or  seven  years  ago, 
in  a  woman  and  the  tumor  was  located  in  the  posterior  wall  of 
the  bladder  just  back  of  the  trigone.  Cystoscopic  examination 
showed  an  eroded,  ulcerating  carcinoma  about  the  size  of  one's 
thumb-nail,  with  a  crater-like  formation  around  it,  and  elevated. 
The  tumor  could  be  easily  mapped  out  by  bimanual  palpation 
through  the  vagina  and  it  lay  just  anterior  to  the  uterovesical 
fold  in  the  vagina.  This  woman  was  quite  anemic.  She  had 
been  bleeding  more  or  less  for  a  considerable  time.  He  deter- 
mined in  this  case  to  operate  through  the  vagina.  He  went  at  it 
the  same  as  one  would  do  a  vaginal  hysterectomy,  opened  into 
1  Ik-  fornix,  stripped  up  the  vaginal  mucous  membrane,  peeled 
it  off,  separated  the  bladder  wall,  incised  the  tumor,  and  then 
closed  the  incision,  without  closing  the  bladder  wall,  with  two 
rmvs  df  sutures,  and  brought  the  vaginal  wall  upon  tin-  cervix 
without  draining.  The  woman  made  a  good  recovery.  She 
went  along  for  a  period  of  two  or  three  years,  and  he  supposed 
she  was  going  to  get  well,  but  eventually  she  had  a  metastasis 
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to   the  left  side  of  the  original  sear.     She  did  not  undergo  a 
secondary'  operation,  and  eventually  died  of  anemia. 

In  a  second  operation  he  did  a  total  extirpation  of  the  bladder 
with  the  uterus,  the  tumor  having  occurred  at  about  the  junction 
of  the  bladder  and  uterus  and  involved  the  anterior  wall  of  the 
uterus.  He  went  down  in  that  case  intraperitoneally,  removed 
the  uterus  and  bladder  in  toto,  turning  the  ureters  into  the 
vagina,  leaving  the  urethra,  hoping  eventually  to  do  an  operation 
which  he  had  seen  Pawlick  perform  of  making  an  artificial 
bladder  out  of  the  vagina.  The  woman  went  along  for  a  period 
of  two  months,  but  eventually  died  from  infection  which  traveled 
up  the  ureters  into  the  kidneys.  Dr.  Frederick  then  related 
a  third  case  upon  which  he  had  operated. 

Dr.  Ernst  Jonas,  of  St.  Louis,  pointed  out  that  with  the 
cystoscope  we  were  usually  able  to  settle  definitely  the  size 
of  the  tumor,  but  he  thought  it  advisable  not  to  be  too  sure 
in  regard  to  the  character  of  the  growth.  He  mentioned  a  case 
in  which  for  a  long  time  there  was  profuse  hemorrhage  from  the 
bladder.  He  was  unable  to  determine  that  there  was  a  tumor 
of  the  bladder,  and  much  less  that  it  was  malignant.  He  so 
told  the  patient,  and  the  patient  went  to  an  expert  in  cystoscopy 
in  this  country,  who  assured  him  that  he  had  a  cancerous  growth 
of  the  bladder.  The  patient  went  abroad  and  consulted  one  of 
the  best  authorities  there  who  told  him  the  same  thing.  The 
patient  returned  to  this  country,  operation  was  proposed  to 
him,  but  he  had  been  told  that  his  chances  for  recovery  were  so 
bad  that  he  made  up  his  mind  not  to  be  operated  on.  This 
patient  had  been  comparatively  well  for  four  years  after  the 
cystoscopic  examination,  with  the  exception  that  from  time  to 
time  lie  had  small  hemorrhages  from  the  bladder. 

Dr.  Maurice  I.  Rosenthal,  of  Fort  Wayne,  mentioned  a 
case  in  which  he  performed  a  radical  operation  for  cancer  of  t  Ik- 
uterus  which  involved  the  bladder.  In  this  case  he  removed 
a  piece  of  the  bladder.  The  woman  was  fifty-eight  years  of  age, 
the  operation  having  been  done  some  four  years  ago.  She  came 
to  the  hospital  with  a  large  fixed  uterus,  and  examination 
revealed  that  it  was  necessary  to  resort  to  immediate  tamponad( 
to  control  hemorrhage.  The  softened  cervix  was  rapidly  curetted 
cauterized  thoroughly,  and  her  abdomen  opened.  I  he  bladder 
had  failed  to  give  way  from  the  uterus  as  usual,  so  that  he  removed 
two  lubes  of  the  uppei  half  01  more  ol  the  vagina,  together  with  a 
piece  of  the  bladder  about  as  large  as  a  silver  dollar.  It  was 
necessary  to  excisi  .1  portion  of  the  ureter,  and  he  immediately 
implanted  the  ureter,  after  having  closed  the  bladder.  He 
illustrated  the  method  of  implanting  the  ureter  on  the  black 
board. 

Dr.  Keefe,  in  closing  the  discussion,  said  he  would  like  to 

have  heard  an  expression  of  opinion   from   the  members  with 

ace  to  this  method  of  removal  of  tumors  from  the  bladder. 
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OPERATIVE    ENLARGEMENT   OF   THE   PELVIS   OF 
THE    NONPREGNANT    WOMAN-1 

BY 

J<  )HN  X.  BELL,  M.  D., 

Detroit.    Mich. 

(With  one  illustration.) 

The  operation  of  pubiotomy  as  a  means  of  effecting  delivery 
in  moderately  contracted  pelves,  where  a  trial  at  labor  has 
taken  place  and  efforts  to  deliver  with  the  forceps  have  failed, 
is  now  an  established  operation,  and  is  rapidly  coming  to  the 
front  as  the  proper  procedure  in  such  cases.  The  dangers  inci- 
dent to  the  operation,  however,  are  by  no  means  insignificant, 
and  this  fact  led  the  writer  to  inquire  into  the  methods  at  our 
disposal  to  obviate  them. 

To  that  end  it  was  thought  that  the  pelvis  might  be  enlarged 
by  operating  in  the  nonpregnant  state,  and  thus  prepare  the 
woman  for  future  delivery.  This  thought  at  first  seemed  un- 
tenable, but  we  all  know  that  in  years  past  operations  on  the 
pregnant  and  parturient  woman  were  only  done  in  the  most 
urgent  cases,  whereas  nowadays  it  is  considered  little  short  of 
criminal  to  allow  such  extreme  indications  to  arise  before  sur- 
gical measures  are  adopted. 

The  writer  does  not  wish  to  be  placed  in  the  position  of  advo- 
cating this  procedure  in  preference  to  premature  delivery  at 
the  eighth  month,  or  primary  Cesarean  section  at  term,  but 
rather  in  order  to  bring  the  subject  squarely  before  the  Asso- 
ciation for  discussion,  would  assume  that  the  operation  is  a 
justifiable  one,  and  to  that  end  presents  arguments  tending  to 
such  a  conclusion.  What,  then,  are  the  dangers  and  disadvan- 
tage of  the  operation  at  term? 

First — Hemorrhage,  owing  to  the  turgid  condition  of  the 
pelvic  vessels  in  the  pregnant  state.  This  danger  is  entirely 
eliminated   when  operating  in  the  nonpregnant  state. 

Second. — Sepsis.     When   operating   in   the   nonpregnant  state 

more  care  can  be  exercised  in  securing  a  cleaner  field  for  the 

operation,  and  the  well-known  susceptibility  to  infection  in  the 

puerperal   state  is  avoided. 

1  at  the  Twerrt  i      ing  oi  the  American  Assoi 

ii  inns  and  Gynecologists  at  Fort  Way]  ,  ig   9. 
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Third.  —  Injury  to  the  vaginal  attachments  and  bladder  due 
to  passage  of  the  child's  head  against  the  severed  ends  of  the 
bone,  and  undue  separation  of  the  divided  ends,  are  all  avoided 
when  the  operation  is  done  in  the  nonpregnant  state. 

Fourth. — The  difficulties  of  handling  the  patient  after  the 
operation  at  term  are  materially  lessened. 


i.     i  Iperative  enlargement  of  the  pelvis  of  the  nonpregnant  woman. 

ations  foi  th  <  '  ra  ion  The  indications  for  the  operation 
are:  a  history  of  two  or  more  difficull  deliveries  with  child 
born  dead,  further  attempts  to  secure  a  living  child  1>\  pie 
mature  delivery,  a  true  conjugati  oi  ;  i  2  i"  8  1  2  cm.,  a 
dread  oi  ^  1  irean  section,  and  a  strong  desire  on  the  pari  ol  the 
patient  to  give  birth  to  a  living  child.  It  is  granted  that  only 
a  comparatively  small  increase  in  the  pelvic  diameters  can  be 
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secured  when  operating  in  the  nonpregnant  state  yet,  in  a 
properly  selected  case,  the  increase  is  just  sufficient  to  convert 
an  otherwise  dangerously  contracted  pelvis  into  a  comparatively 
normal  one  for  future  childbearing. 

Try  has  shown  that  small  children  are  generally  born  to 
small  mothers,  yet  this  is  not  always  the  case,  for  it  has  been  the 
experience  of  many  of  us  that  large  children  are  frequently  born 
to  small  mothers  whose  husbands  are  large  men.  This  fact 
should  also  be  taken  into  consideration  when  summing  up  the 
indications  for  doing  this  operation.  The  case  which  I  wish 
to  report  is  as  follows: 

Mrs.  R.,  aged  twenty-seven,  has  never  been  pregnant  but  is 
very  desirous,  as  is  also  her  husband  and  mother,  that  she  give 
birth  to  a  living  child.  On  examination,  I  found  a  uterus  of 
normal  size  and  anteflexed.  She  gave  a  history  of  dysmenor- 
rhea, but  otherwise  the  genital  functions,  except  for  the  apparent 
sterility,  were  normal.  Thinking  the  condition  might  be  reme- 
died by  curettage,  divulsion  and  the  wearing  of  an  intrauterine 
stem  pessary,  I  advised  this  treatment.  Noting  also  that  the 
pelvis  was  small,  I  made  pelvimetric  measurements  and  found 
the  following  diameters: 

External  conjugate 17  cm. 

Interspinous    19  cm. 

Intercristal 21  cm. 

I  explained  to  the  patient  and  her  mother  the  difficulties 
which  she  would  be  likely  to  encounter,  should  she  be  obliged  to 
give  birth  to  a  child  through  such  a  small  pelvis,  and  suggested 
that,  while  she  was  under  the  anesthetic  for  the  curettage,  I 
could  saw  through  the  bone  and  enlarge  the  pelvis  at  the  same 
time.  They  both  readily  consented,  and  I  operated  at  Harper 
Hospital  May  23,  1908,  during  clinic  week. 

In  doing  the  operation  I  followed  the  method  of  Doderlein  in 
his  operation  of  pubiotomy  at  term,  and  spread  the  severed  ends 
of  the  bone  1  1/2  cm.,  holding  them  apart  with  a  small  steel 
retractor  which  was  left  in  situ  for  ten  clays.  There  was  very 
little  hemorrhage.  Healing  was  slow;  the  wound  became 
infected  and  convalescence  was  further  complicated  by  a 
vulvovaginal  abscess  which  developed  about  the  twelfth  day 
after  the  operation,  the  discharge  from  which  yielded  the  gono- 
coccus.  She  then  acknowledged  having  had  a  similar  swelling 
of  the  left  labium  several  months  before  sin-  entered  the  hospital. 
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She  also  developed  a  typical  attack  of  scarlet  fever,  which  ran 
the  usual  course,  followed  by  desquamation.  She  has  com- 
pletely recovered,  however,  and  walks  without  any  discomfort. 
The  pelvic  measurements  now  are: 

External  conjugate, 17  cm. 

Interspinous 20  cm. 

Intercostal, 22  cm. 

This  shows  an  increase  of  1  cm.  in  the  transverse  diameters. 
It  is  fair  to  presume  that  the  flaring  out  of  the  left  side  of  the 
pelvic  ring  would  give  greater  space  on  that  side  for  engagement 
of  the  head  at  the  superior  strait. 

The  author  is  free  to  confess  that  the  indications  for  the  opera- 
tion in  this  case  were  only  relative,  as  the  woman  had  never 
been  subject  to  a  trial  at  labor,  and  the  operation  in  this  case 
was  only  attempted  after  a  thorough  understanding  with  the 
patient,  her  husband  and  mother.  The  skiagraph,  taken  six 
weeks  after  the  operation,  shows  a  light  line  of  only  about 
1/3  cm.  in  width  at  the  point  of  separation  of  the  bone,  while 
the  pelvimetric  measurement  of  the  transverse  diameters  shows 
an  increase  of  a  full  cm.  This  is  accounted  for  by  the  fact  that 
the  bone  was  sawed  through  in  an  oblique  direction  from  the 
median  line  outward,  and  the  ray  of  light  consequently  shows 
only  through  the  newly  formed  bone  between  the  apices  of  the 
severed  ends. 

This  proves  conclusively  that  a  distinct  enlargement  of  the 
pelvis  can  be  obtained  by  operating  in  the  nonpregnant  state 
.mil  preparing  the  woman  for  future  childbirth.  The  question 
of  the  advisability  of  this  procedure  remains  to  be  determined. 

418  Fourth  Avenue. 

DISCUSSION. 

Dr.  E.  Gustav  Zinkk,  of  Cincinnati,  Ohio,  said  that  this  was 
evidently  an  entirely  new  departure  in  the  practice  oi  obstetrics. 
lie  had  always  hailed  with  delight  anything  new  which  would 
;^i\  (  relief  to  the  trials  of  labor.  I  [e  could  not  see  what  was  to  be 
gained  by  attempting  to  enlarge  the  pelvic  ring  in  the  nonpreg- 
nant state  in  the  hope  of  facilitating  labor  at  the  end  ot  term 
The  skiagraph  presented  by  the  author  showed  very  little  space 
gained  in  the  line  of  separation  oi  the  bone  by  the  pubiotomy  that 
lerformed.  The  amount  of  room  gained  (one  centimeter) 
in  the  external  measurements  would  indicate  that  some  room 
I,  hi  in  1  d  gained  in  the  diameters  of  the  bony  ring  of  the  pelvis, 
but  not  enough  in  his  opinion  to  give  birth  to  a  full-term  child. 
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Personally,  he  was  opposed  to  this  procedure,  although  he  was 
not  speaking  from  personal  experience.  He  was  only  discussing 
the  question  theoretically  and  from  what  he  had  learned  after 
listening  to  the  paper,  he  had  received  no  encouragement  to 
adopt  the  procedure  recommended. 

Dr.  Albert  Goldspohn,  of  Chicago,  agreed  with  Dr.  Zinke  in 
regard  to  the  indications  for  pubiotomy.  As  to  the  technic  of 
performing  such  an  operation,  if  he  regarded  it  as  proper,  he 
thought  he  would  saw  the  pubic  bone  very  much  on  the  slant, 
so  that  it  could  be  separated,  and  yet  keep  parts  of  the  bone  in 
contact,  even  though  it  could  be  fastened  with  wire,  having  closed 
the  wound,  and  not  predisposing  the  woman  to  infection  by 
having  a  foreign  body  between  the  severed  ends  of  the  bone. 
By  cutting  or  sawing  the  pubic  bone  markedly  on  a  slant,  one 
could  separate  it  and  keep  certain  relations  together. 

The  chief  objection  to  this  procedure  was  that  when  such  a 
separation  in  the  pelvic  ring  was  made  at  the  time  of  childbirth, 
a  very  much  greater  separation  of  this  bone  occurred  during 
the  transit  of  the  child,  a  separation  of  two  inches  occurring  in 
extreme  cases,  that  is,  the  gap  adapted  itself  to  a  very  much 
greater  accommodation  by  the  needs  of  the  case  than  was  possible 
if  one  simply  secured  a  couple  of  centimeters  greater  distance  in 
a  fixed  bony  pelvis. 

Dr.  Ralph  Waldo  Louenstine,  of  New  York,  could  not  see 
any  possible  advantage  in  doing  this  operation  in  such  a  case, 
with  all  due  respect  to  the  author.  He  thought  if  the  woman 
had  been  subjected  to  the  test  of  labor  the  dilatation  would  be 
sufficient  to  allow  the  baby  to  go  through  without  such  an  opera- 
tion. In  this  particular  type  of  justo-minor  pelvis,  it  was 
surprising  to  witness  the  results  that  occurred  without  any 
operation.  Where  there  was  an  external  conjugate  of  seventeen 
centimeters,  and  the  other  measurements  corresponded,  in  a 
justo  minor  pelvis  there  was  a  tremendous  flexion  of  the  child's 
head  whether  one  had  to  deal  with  anterior  or  posterior  position, 
and  this  flexion  was  sufficient  to  permit  the  head  of  the  child  to 
be  driven  through  such  a  pelvis. 

Dr.  Bell,  in  closing  the  discussion,  said  he  did  not  want  to 
take  the  position  of  advocating  this  procedure.  However,  he 
thought  this  particular  case  was  favorable  for  this  operation. 
All  felt  safe  in  operating  <>n  these  patients  in  a  well  equipped 
hospital,  where  the  women  would  be  properly  cared  for,  and 
everything  as  clean  as  possible.  In  view  of  the  fact  that  lu- 
got  the  consent  of  the  mother  and  patient,  he  thought  he  was 
justified  under  the  circumstances  in  resorting  to  pubiotomy. 
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CHYLOUS  CYST  OF  THE  ILIAC  MESENTERY. 

BY 
CHARLES  E.  CONGDON,  M.  D., 

Buffalo,  N.  V. 

The  patient  is  a  boy  five  years  and  eleven  months  old  at  the 
time  of  operation,  born  of  an  Italian  lather  and  a  German 
mother,  the  latter  having  been  born  in  the  United  States. 
Both  parents  are  young,  healthy  and  with  an  entirely  .negative 
family  and  personal  history.  The  mother  was  unusually  well 
during  pregnancy  and  both  labor  and  puerperium  were  normal. 
The  child  was  breast  fed.  In  spite  of  these  favorable  conditions, 
he  was  cross,  suffering  from  so-called  stomach  cramps,  for  which 
a  physician  was  consulted  when  the  child  was  three  months  old. 
At  this  time,  the  diagnosis  of  bubonocele  was  made  and  a  starch 
bandage  was  applied  but  it  was  removed  after  three  days  and 
the  improvement  in  symptoms  which  ensued  can  scarcely  be 
attributed  to  it.  Indeed,  the  entire  absence  of  any  sign  of  an 
open  ring  at  present  casts  doubt  on  the  diagnosis,  although  it  is 
conceded  that  spontaneous  closure  is  of  frequent  occurrence. 

Following  this  procedure,  the  child  was  quite  well  for  about 
two  years  when,  at  the  age  of  about  two  and  a  half  years,  he  fell 
down  five  or  six  steps  and,  although  there  was  no  apparent 
traumatism,  he  began,  after  a  few  days,  to  suffer  with  pains 
referred  to  the  abdomen  and  running  down  the  left  leg.  The 
pains  gradually  increased  in  severity,  though  continuing  inter- 
mittently, and  the  abdomen,  always  large,  became  more  pro- 
tuberant. At  different  times,  different  physicians  treatol  the 
child  under  various  diagnoses,  such  as  trichinosis,  stone  in  the 
bladder,  kidney  trouble,  colic,  and  the  like,  but  without  much 
amelioration  of  the  symptoms. 

Dr.  Hugh  S.  Townsend  was  called  August  <>.  1909,  on  account 

of  pain  in  the  stomach,  which  was  relieved  by  castor  oil.     August 

14,  at  6  a.  m.  lu-  was  again  called  on  account  of  .1   recurrence  of 

the  pain,  with  vomiting,  ascribed  to  eating  green  apples  the  day 

before,     lie  gave  calomel  followed  by  salts.     At    1    p.   m  .  on 

account    of    increased    pain,    continued    vomiting,    increasing 

abdominal  distention  and  failure  of  the  cathartic,  he  gave  an 

1  Read  al  the  Twenty-second  Animal  Meeting  <>i  the  American  Association  "f 
Obstetricians  and  Gynecologists  at  Fort  Wayi  ■  -'■   23,  iuoy. 
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enema.  This  was  repeated  during  the  afternoon  without 
success.  While  the  abdomen  was  too  sensitive  for  careful 
palpation,  both  the  swelling  and  the  tenderness  were  more 
marked  over  the  region  of  the  appendix  and,  though  the  tem- 
perature was  normal,  the  pulse  had  become  extremely  rapid, 
therefore,  with  the  evident  intestinal  obstruction  present,  it  was 
decided  that  an  operation  was  necessary.  Accordingly,  mor- 
phine was  given  to  relieve  the  pain  sufficiently  to  remove  the 
child  to  the  City  Hospital. 

I  operated  at  10  p.  m.,  making  the  usual  incision  for  appendix 
operations.  On  opening  the  abdomen,  a  tense  cystic  tumor 
presented.  The  tumor  resembled  an  ovarian  cyst  but  was 
more  elastic  and  it  had  the  color  of  omentum.  On  enlarging 
the  abdominal  incision,  the  tumor  was  found  to  be  the  distended 
iliac  mesentery  beginning  about  eighteen  inches  above  the 
ileoceceal  valve.  It  was  ovoid,  with  a  valley  lodging  the  bowel, 
and  dwindling  toward  the  posterior  mesenteric  attachment  into  a 
wedge-shaped  separation  of  the  mesenteric  layers.  The  ileum 
corresponding  to  the  mesenteric  cyst  was  compressed  into  a 
white  cord  while,  above,  it  was  distended.  After  incising  the 
cyst,  about  two  quarts  of  milky  fluid  gradually  drained  away, 
the  reduction  of  tension,  allowing  the  vessels  of  the  bowel  to  fill 
and  the  pallor  to  disappear,  while  the  relief  of  pressure  caused 
the  lumen  of  the  bowel  to  become  patulous  and  the  distention 
above  passed  away. 

The  cyst  was  sutured  to  the  abdominal  incision  and  was 
drained  by  a  rubber  tube  held  in  place  by  a  stitch.  Otherwise, 
the  abdominal  incision  was  closed  by  through-and-through 
sutures  of  silkworm-gut.  The  relief  was  almost  immediate, 
the  vomiting  ceased  and  the  patient  slept  well  all  night.  On 
the  following  day,  two  soap  and  turpentine  enemas  were  given, 
returning  clear  except  for  small  particles  of  fecal  matter,  no 
gas  being  passed  with  the  injections.  On  the  second  day,  the 
pati  nt  complained  of  severe  abdominal  pain,  especially  when 
urinating.  Calomel  followed  by  magnesium  sulphate  was  given 
and,  during  the  third  day  after  the  operation,  the  bowels  moved 
twice,  the  stm, Is  being  light  brown  and  mainly  liquid  with  some 
hard  particles.  The  maximum  temperature  was  101.20  F. 
in  the  night  following  ope  ration,  falling  to  normal  within  two  days. 
The  pulse  for  the  first  two  days  of  hospital  treatment  ranged 
between  100  and  120,  thereafter  between  80  and  90. 

Two  days  after  operation,   August    16,  the  blood  showed   a 


756  TRANSACTIONS    OF   THE   AMERICAN   ASSOCIATION 

moderate  lymphocytosis,  the  physical  examination,  so  far  as  it 
could  be  made  at  this  time,  being  negative.  The  fluid,  examined 
by  Dr.  Benedict  with  the  assistance  of  Herbert  M.  Hill, 
Ph.  D.  chemist,  showed  the  characteristics  of  chylous  effusions 
but  with  the  absence  of  sugar  in  each  of  thetwosamplesfurnished. 

The  tube  was  removed  August  26.  The  dressing  was  changed 
again  August  29,  the  wound  draining  freely  but  slightly.  Be- 
ginning September  4,  there  was  a  recrudescence  of  pain  and 
vomiting  and  the  temperature  varied  between  98.4  and  100.2. 
Palpation  revealed  a  reaccumulation  of  fluid  though  not  nearly 
as  great  as  at  first.  Accordingly,  on  September  S,  the  drainage 
wound  was  reopened  by  means  of  a  grooved  director  and  canula 
and  nearly  a  pint  of  milky  fluid  was  removed.  Following  this, 
the  patient  became  more  comfortable  and  left  the  hospital 
September  14,  1909. 

L.  Napoleon  Boston,  in  the  Journal  of  the  American  Medical 
Association,  vol.  xliv,  1905,  reviews  the  literature  of  chylous 
effusions,  collecting  126  cases  and  adding  two  original  ones. 
All  of  these  were  ascitic  except  four  which  were  cystic.  All 
four  were  in  infants  of  five  months  or  less,  all  were  drained,  all 
recovered,  and  all  were  considered  congenital.  I  have  been 
unable,  thus  far,  to  find  records  of  true  chylous  cysts  in  the 
adult  or  even  at  an  age  equal  to  that  of  the  present  case.  The 
parents  state  that  this  child  has  always  had  a  large  belly  and  the 
history  corroborates  the  idea  that  the  cyst  was  congenital.  I 
have  also  been  unable  to  find  any  definite  observations  as  to 
etiology  of  the  obstruction  of  the  lymphatic  current  which  is 
obviously  the  direct  cause  of  the  formation  of  a  cyst  or  of  a 
peritoneal  effusion.  An  anomaly  of  development  is  the  probable 
explanation,  so  far  as  it  can  be  considered  an  explanation,  in 
c;im  s  discovered  early  in  life,  while  in  adult  cases  of  chylous 
ascites,  cancer,  tuberculosis  and  various  other  lesions  are  present. 
The  boy  has  always  been  well  nourished,  indicating  that  there 
could  not  have  been  a  complete  obstruction  of  the  thoracic  duel, 
while  the  very  limitation  <>\  the  cysl  to  one  part  of  the  ileum 
would  indicate  that  only  part  of  flic  mesenteric  Luteals  are 
involved.  Clinical  cases  of  interruption  of  the  thoracic  duct  in 
the  neck,  where  the  absence  of  effusion  into  the  great  serous 
cavities  excludes  indirect  factors  of  depression  as  well  as  ex 
perimental  section  and  ligation  of  the  thoracic  duct,  have  I'd  to 
rathei  rapid  inanition. 

Tin.  M  \rk  1 
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DISCUSSION. 

Dr.  Miles  F.  Porter,  of  Fort  Wayne,  reported  the  case  of  a 
young  man,  fifteen  years  of  age,  who  gave  a  history  of  having 
had  a  number  of  attacks  of  what  were  pronounced  intestinal 
colic,  but  when  he  saw  him  at  night  there  was  a  clear  clinical 
history  of  obstruction  of  the  bowels,  with  well  advanced  peri- 
tonitis. Upon  opening  the  abdomen,  he  found  that  he  had  to 
deal,  first  of  all,  with  volvulus,  but  in  unraveling  this  volvulus  it 
was  found  to  be  due  to  what  proved  to  be  chylous  cysts  of  the 
mesentery,  these  cysts  varying  in  size  from  the  end  of  his  finger 
to  the  size  of  a  large  walnut.  These  evidently  had  been  the  cause 
of  tin  volvulus.  He  made  a  resection  of  the  gut,  but  patient 
died  from  the  continued  progress  of  his  peritoneal  infection. 

Dr.  Ernst  Jonas,  of  St.  Louis,  said  it  was  utterly  futile  to 
try  and  relieve  a  true  obstruction  of  the  bowels  by  medicines 
given  by  mouth.  Such  medicines  aggravated  the  condition  of 
the  patient,  they  made  the  distention  greater  above  the  seat  of 
obstruction  and  carried  the  infection  through  the  intestinal 
wall  into  the  free  abdominal  cavity,  producing  in  this  way 
peritonitis. 

The  only  cases  where  really  we  could  accomplish  anything 
with  medicines  would  be  in  fecal  impaction,  and  even  in  these 
cases  we  should  not  give  cathartics. 

Dr.  Alexander  Hugh  Ferguson,  of  Chicago,  stated  that 
he  had  never  encountered  a  case  of  chylous  cyst  of  the  mesen- 
tery in  his  surgical  experience  and  he  thought  it  was  well  in  dis- 
cussing a  paper  like  this  to  speak  of  the  relative  infrequencv  of 
these  cases. 


EMBRYO  ABDOMINAL  SURGEONS  WITH  INADEQUATE 
PREPARATION   AND   KNOWLEDGE.1 

BY 
J.  H.  CARSTENS,  M.  I)., 

Detroit,  Mich. 

WHEN  a  medical  student  hears  of  a  thousand  dollar  fee 
received  by  the  surgeon  for  an  operation  requiring  only  ten  or 
fifteen  minutes,  In-  makes  up  his  mind  that  he  will  be  an  abdom- 
inal surgeon. 

If  lie  is,  ui   Incomes  a  senior  and  knows  all  about  anatomy, 

and   then   attends   the   clinics   and   sees   the   professor  do  these 

difficult    and    complicated    operations    with    great    ease,    in    a 

short   time   he   becomes   still   more   impressed,   and   is  convinced 

that    he   is  cut   out   for   an   abdominal   surgeon.      He   does   not 

know  anything  about  the  trials  of   the   work,   the   study,   the 

practice  on  the  cadaver  and  the  lower  animals  which  the  pro- 

1  Read  at  the  Twenty-second  Annual  Meeting  of  tin-  American  Association  of 
Obstetricians  and  Gynecologists  at  Kurt  \\  .1  .  1909. 
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fessor  has  done.  All  he  knows  is  what  he  sees  immediately 
before  his  eyes,  and  then  the  story  of  the  big  fees.  Hence,  when 
he  graduates,  without  further  preparation,  he  goes  out  and 
operates  whenever  he  can.  His  facilities  are  generally  poor, 
the  environment  worse,  and  the  technic  beyond  description. 
Some  patients  recover,  some  die,  but  he  keeps  right  at  it.  It  is 
wonderful  how  many  diseased  ovaries  and  inflamed  appendices 
a  young  doctor  finds.  Every  painful  monthly  flow  indicates  a 
diseased  ovary  which  must  be  promptly  removed;  every  belly- 
ache is  appendicitis.  His  diagnostic  abilities  have  not  been 
developed.  Careful  differential  diagnosis  he  does  not 'need  to 
make.  The  professor  told  him,  pain  in  a  certain  region  is  indica- 
tive of  this,  that,  or  the  other,  and  he  enters  in  "where  angels 
fear  to  tread."  That  is  one  class  of  inadequately  prepared 
abdominal  surgeons. 

Another  class,  and  I  think  the  worst,  is  the  general  prac- 
titioner who  has  been  practising  twenty  or  thirty  vears  and 
treated  very  properly  everything  that  came  along,  but  whose 
surgery  has  been  limited  to  fractures,  dislocations  and  lacerated 
wounds  of  various  kinds.  If  he  is  especially  fortunate,  he  has 
perhaps  operated  for  strangulated  hernia.  Such  practitioners 
also  hear  of  the  wonderful  fees  and  little  work.  They  perhaps 
take  patients  to  a  medical  center  where  the  operator  receives  a 
good  fee;  they  make  up  their  minds  that  they  can  do  the  work 
themselves,  and  they  would  be  glad  to  get  one-half,  or  one- 
quarter  the  fee  received  by  the  specialist. 

Away  they  go  to  a  post-graduate  school  and  take  a  course, 
and  in  from  four  to  five  weeks  return,  full-fledged  specialists. 
They  were  at  the  celebrated  U.  Y.  Z.  Post-Graduate  School, 
and  have  seen  a  great  number  of  operations — through  an  opera- 
glass,  a  hundred  feet  away  from  the  table.  They  have  been  told 
how  easy  it  is — in  fact,  they  saw,  themselves,  how  easy  it  was, 
and  they  are  now  ready  for  business,  and  are  ready  to  do  any- 
thing, from  a  suppurating  kidney  to  an  obstructed  pancreatic 
duct.  They  treat  smallpox  and  diphtheria,  in  fa<  I .  all  contagious 
diseases.  Their  instruments  are  few  and  rusty;  without  proper 
assistants  or  nurses,  they  operate  in  the  house,  w  here  sterilization 
is  alw  :i\  s  imperfect. 

They  do  just  like  the  young  surgeon  first  mentioned — if 
anything,  worse.  As  .1  general  rule,  when  a  number  of  patients 
have  died  on  theii  hands,  and  their  reputation  is  injured,  they 
quit,  and  know  enough  to  put  the  responsibility  on  somebody  else 
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These  are  the  principal  types  of  embryo  surgeons  we  meet. 
and  serve  to  illustrate  the  point  I  wish  to  make.  If  you  called 
the  attention  of  these  men  to  the  errors  they  make,  they'll 
immediately  say:  "Why,  you  made  mistakes  when  you 
started;  we've  got  to  learn  just  as  you  did."  Now  this  is 
true.  We  did  make  mistakes  when  we  developed  abdominal 
surgery.  We  were  blazing  a  new  path;  nothing  was  known, 
figuratively  speaking,  of  the  conditions — we  had  to  feel  our  way 
along.  But  we  were  careful.  We  operated  only  on  those  cases 
where  every  other  means  had  failed.  In  all  our  writings  of 
twenty  or  twenty-live  years  ago,  every  one  reiterated  the  need 
of  careful  diagnosis,  trial  of  all  other  means  before  resorting  to 
surgery.  In  the  beginning  we  naturally  made  mistakes,  but  we 
worked  carefully  and  cautiously,  and  slowly,  and  called  attention 
to  our  errors,  and  learned  from  one  another  how  to  avoid  these 
in  the  future,  and  gradually  the  path  became  clearer,  and 
broader,  and  thus,  in  the  course  of  time,  we  got  more  courage, 
we  were  more  able  to  make  a  diagnosis,  we  could  operate  with 
less  danger  to  the  patient,  and  we  more  and  more  cleared  up  all 
the  moot  points  in  the  diagnosis  of  the  cases  and  technic  of 
operations. 

Simply  because  we  made  mistakes  to  show  others  the  way, 
simply  because  we  cleared  the  underbrush  and  made  a  road 
possible  is  not  to  say  that  every  Tom,  Dick  and  Harry  should 
come  along  and  make  those  same  mistakes,  because  we  made 
them.  All  of  our  mistakes  are  placed  on  record,  and  we  have 
warned  our  successors  of  the  pitfalls.  Moreover,  every  one  of 
us  will  always  be  perfectly  glad  to  help  any  young  man,  for  that 
matter  any  old  man,  how  to  do  abdominal  surgery  or  any  other 
kind  of  surgery,  if  they  will  only  be  willing  to  take  the  time  to 
undertake  it,  as  we  did,  step  by  step,  and  little  by  little,  mastering 
one  point  after  another. 

In  order  to  become  a  surgeon,  and  especially  an  abdominal 
surgeon,  it  seems  to  me  that  it  is  absolutely  necessary  that  the 
young  diietnr  should  take  a  special  course  after  graduating,  not 
by  looking  at  operations,  but  by  helping,  and  doing  operations 
himself.  He  must  enter  a  hospital,  and  stay  there  for  at  least 
two  years.  The  first  year  should  be  devoted  to  the  laboratory, 
study  of  internal  medicine,  gn  ing  of  anesthetics,  serving  with  the 
ambulance,  and  seeing,  perhaps,  operations,  close  by.  The 
second  year  he  should  assist  at  the  operations  of  a  good  many 
different  surgeons,  so  as  to  learn  variations  of  technic,  and  also 
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should  do  operations  whenever  possible,  under  the  immediate 
supervision  and  direction  of  the  surgeons.  He  should  operate 
on  cadavers  and  the  lower  animals.  By  this  means  he  will,  in 
course  of  a  year,  see  various  kinds  of  surgery,  divers  types  of 
surgical  dexterity,  and  will  also  acquire  the  power  of  working 
promptly  and  quickly  himself.  Then  he  should  be  in  private 
practice  for  five  to  ten  years  and  do  some  surgery. 

On  another  occasion  I  have  called  attention  to  the  fact  that 
it  does  not  pay  the  general  practitioner,  as  the  instruments 
and  equipment  are  expensive,  and  people  will  pay  him  only  a 
very  small  fee,  and  the  few  cases  he  may  have  in  a  vear  will 
hardly  make  him  even  financially.  On  still  another  occasion 
I  have  shown  that  the  rich  specialist  is  not  as  rich  as  he  appears 
to  be. 

On  different  occasions  I  have  called  attention  to  the  necessity 
of  specialists  to  investigate  a  particular  group  of  diseases,  to 
clear  up  the  various  facts  of  etiology,  diagnosis  and  treatment. 
The  general  practitioner,  by  this  knowledge  furnished  him  by 
the  specialists,  would  have  his  usefulness  increased,  his  earning 
capacity  augmented,  and  his  standing  in  the  community  raised. 
Thus  the  specialists  after  solving  the  disputed  questions,  have 
returned  into  the  general  practice  of  medicine  the  knowledge  ac- 
quired in  their  special  field. 

Although  there  are,  in  every  department,  special  complicated 
difficult  cases  which  it  is  necessary  for  the  specialist  alone  to 
treat,  still  the  general  practice  of  medicine  has  profited  by  the 
specialist.  This  is  particularly  true  of  surgery.  A  great  deal 
more  surgery  can  be  dime  by  the  general  practitioners  than  they 
formerly  could  do,  but  there  is  a  limit  to  this,  and  some  surgery 
requires  special  training.  It  cannot  be  read  up  in  a  text-book 
or  tested  in  the  crucible.  It  must  be  based  on  actual  experience 
by  the  attending  physician. 

1 1  seems  to  me  that  in  every  large  center,  say  the  county  seat, 
there  should  be  a  hospital  equipped  with  a  surgeon,  or  surgeons, 
who  have  been  prepared  for  their  work  by  a  thorough  course 
of  hospital  training;  and  it  seems  to  me  further  that  they  should 
limit  their  practice  to  surgery,  and  not  compete  with  their  col- 
[eagues  in  other  fields  of  medicine.  It  also  seems  to  me  that 
state  boards  should  consider  this  question,  and  perhaps  issue  a 
special  license  to  those  who  desire  to  practise  special  lines  of 
surgery.     In  conclusion  I  would  say: 
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1.  Abdominal  surgery  by  embryo  surgeons  should  be  pro- 
hibited. 

2.  Thorough  preparation  in  a  proper  hospital,  as  assistant  for 
one  year,  should  be  the  minimum  requirement. 

3.  Those  who  wish  to  practise  abdominal  surgery  should 
furnish  evidence  of  qualification. 

4.  Xothing  contained  in  this  paper  should  prevent  any  gen- 
eral practitioner  from  doing  abdominal  surgery  in  an  emergency. 

62O  W'OOPWARD  AVEXIE. 

DISCUSSION. 

Dr.  Robert  T.  Morris,  of  New  York  City,  said  that  this  was 
not  a  question  that  could  be  settled  by  legislation.  There  was  a 
great  moral  question  involved  in  connection  with  this  subject 
and  it  was  this:  who  should  be  allowed  to  operate,  not  accord- 
ing to  the  law  of  the  legislature,  but  the  unwritten  law  recognized 
in  the  community?  It  seemed  to  him  that  this  might  be  said — 
namely,  any  young  man  who  had  availed  himself  of  opportunities 
of  the  proper  sort,  who  began  practice,  might  begin  to  do  sur- 
gery, but  he  must  bend  all  his  energies  in  the  direction  toward 
surgery  alone  with  the  idea  of  giving  up  all  general  practice,  so  far 
as  possible,  as  rapidly  as  he  could  and  concentrate  his  efforts  upon 
surgery.  If  a  man  started  out  with  a  good  equipment  and  with 
the  idea  of  gradually  doing  nothing  but  surgical  work,  he  had 
a  right  to  do  surgery,  although  at  first  he  might  lose,  say  15  per 
cent.,  of  his  gallstone  cases.  This  percentage  would  gradually 
decrease  to  10  or  5  per  cent,  as  he  became  experienced  in  surgical 
work,  so  that  eventually  his  death  rate  might  dwindle  down  to 
2  per  cent,  for  gallstone  cases. 

The  speaker  did  not  think  it  right  at  the  present  time  for  the 
general  practitioner  to  operate  on  a  patient  if  competent  surgical 
services  were  at  hand  for  the  reason  that  he  (the  general  practi- 
tioner) could  so  much  better  devote  himself  to  important  sub- 
jects within  the  range  of  internal  medicine.  There  was  a  feeling 
among  many  practitioners  that  they  could  not  maintain  their 
dignity  unless  they  did  an  occasional  operation,  but  this  was  a 
false  conception  of  tin-  meaning  of  the  word  dignity,  and  people 
in  the  community  would  accord  the  proper  place  to  the  man  who 
di  '  oted  his  time  to  becoming  a  good  diagnostician. 

Dr.  C.  C.  Frederick,  of  Buffalo,  had  always  felt  thai 
thing  ought  to  be  done,  if  possible,  to  prevent  so  much  unskilful 
operating.  The  surgeon  saw  the  ill-results  of  such  operative 
work,  but  lie  did  not  think  it  could  ever  tie  regulated  by  legisla- 
tion. The  only  way  we  could  do  was  to  lend  our  influence  in  the 
direction  of  inculcating  a  higher  sense  of  moral  responsibility  on 
tlii-  put  of  the  men  who  embarked  in  occasional  surgery.  He 
agreed  witli  Dr.  Morris  that  ii  a  man  was  duly  qualified  and  had 
had  sufficient  practical  experience  as  an  assistant   with  a  compe- 
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tent  surgeon,  he  could  devote  himself  to  surgical  work.  He  had 
a  right  to  do  it,  although  he  might  have  a  larger  percentage  of 
mortality  in  the  earlier  stages  of  his  surgical  career  than  the 
surgeon  of  larger  experience. 

Dr.  H.  W.  Longyear,  of  Detroit,  said  in  this  day  when  we 
were  turning  out  physicians  by  the  wholesale  all  over  the  country 
and  when  so  many  were  trying  to  operate  without  adequate 
preparations,  he  thought  that  such  men  were  stimulated  and 
encouraged  in  taking  up  surgical  work  bv  the  very  men  who 
taught  them.  In  the  city  of  Detroit  they  had  a  very  large 
general  hospital  and  any  physician  in  good  standing,  a  man  who 
was  a  regular  graduate,  could  bring  any  kind  of  patient  there 
and  do  any  kind  of  operation  he  saw  fit.  He  thought»Ihis  was 
wrong.  This  was  a  class  of  practitioners  which  the  author  of  the 
paper  should  ha\-e  included.  He,  the  speaker,  was  a  member  of 
the  staff  of  that  hospital,  while  the  essayist  was  the  chief  of  the 
staff,  and  he  suggested  that  he  (Dr.  Carstens)  discourage  this 
kind  of  immature  work  as  much  as  he  could. 

Dr.  James  Edgar  Sadlier,  of  Poughkeepsie,  Xew  York,  said 
there  was  one  point  that  appealed  to  him  and  it  was  this:  if  the 
everyday  operator  would  report  sometimes  his  cases  more  fully 
than  he  did,  he  would  not  inculcate  the  idea  that  operations  were 
quite  as  easy  as  they  really  seemed.  He  had  in  mind  an  operator 
of  large  experience  who  some  time  ago  reported  over  100  con- 
secutive prostatectomies  that  he  had  made  without  a  death. 
Those  who  were  familiar  with  the  former  work  of  this  surgeon 
knew  that  he  could  not  have  done  this  number  of  operations  of 
this  character  without  a  death.  A  point  he  wished  to  make  was 
that  the  experienced  operator  was  doing  harm  in  reporting  a 
magnificent  series  of  successful  results,  without  giving  the  other 
side  of  the  picture. 

Dr.  Alexander  Hugh  Ferguson,  of  Chicago,  said   h 
given  a  good  deal  of  attention  to  the  embryo  surgeon. 

live  surgeon  to-day  was  ;it  one  time  an  embryonic  surgeon.  The 
former  methods  of  dealing  with  them  were  past.  The  present 
methods  were  inefficient.  It  was  for  those  who  did  surgery  to 
outline  a  proper  method  of  developing  these  embryonic  - 
to  be  equal  to  the  occasion  that  happened  to  arise.  Lei  tin 
public  know  who  the  surgeon  was  and  who  the  physician  was, 
and  who  the  general  practitioner  was.  How  wen-  we  to  ac- 
complish this?  According  to  the  Standard  of  education  and 
license.  How  were  we  to  deal  with  tlie  embryo  surgeon?  We 
must  teaeli  him  bv  examinations  and  by  practice  and  show  to 
the  public  what  lie  had  done  and  that  he  was  endorsed  by  the 
best  men  in  the  countr]  ;  thai  he  had  had  the  facilities  to  he 
reckoned  as  a  hisi  elass  surgeon  and  this  was  the  one  way  to 
develop  them  The  embryonic  surgeon  must  he  edi 
livery  practitioner  ought  to  he  allowed  the  privilege  of  entering 
m\  hospital  with  any  patient  that  he  had  a  license  to  treat  and 
then   it    was  n|i  In   the  men   who  were  Controlling   these  hospitals 


OF  OBSTETRICIANS   AND    GYNECOLOGISTS.  763 

to  see  to  it  and  guard  the  reputation  of  the  hospital  by  precept 
and  example. 

Dr.  Albert  Goldspohn,  of  Chicago,  thought  a  law  would 
do  some  good.  If  the  law,  created  by  a  higher  authority  than 
the  individual,  stated  that  so  and  so  should  be  the  standard  it 
certainly  would  be  good,  but  it  could  not  govern  and  control 
every  individual  case.  This  whole  matter  brought  to  his  mind 
what  he  had  felt  very  keenly,  which  was  a  mistake  in  the  choice 
of  a  specialty.  The  teachers  of  medicine  in  the  various  medical 
schools  permitted  their  pupils  even  before  they  graduated,  or 
perhaps  before  they  were  half  through  with  their  course,  to  look 
around  like  merchants  and  see  what  paid  the  best,  what  made 
the  least  labor  and  which  the  most  convenient  line  of  practice, 
and  such  graduates  selected  their  specialty  from  such  motives. 
Their  teachers  should  teach  them  that  they  had  no  eyes  and 
had  no  right  to  see  in  making  such  a  choice.  The  business  of 
these  teachers  was  to  educate  them  to  become  practitioners,  to 
learn  in  a  direct  way  every  affection  or  disorder  that  existed  and 
n<>t  learn  it  simply  from  books,  and  they  should  have  enough  of 
general  practice  to  get  a  practical  familiarity  with  the  whole 
domain  of  medicine.  After  a  considerable  general  practice  one 
would  find  in  what  particular  branch  of  medicine  he  was  likely 
to  succeed  best,  and  then  he  could  concentrate  all  his  energies 
and  thought  in  that  particular  channel. 

Dr.  E.  Gustav  Zinke,  of  Cincinnati,  said  that  after  ten  years' 
general  practice  he  had  the  hardihood  to  venture  upon  the  field 
of  obstetrics  and  gynecology  as  a  specialty.  He  thought  the 
fault  lay  in  our  system.  The  same  difficulty  was  encountered 
in  every  other  branch  of  industrv.  When  he  was  a  boy  and 
began  to  recognize  tilings  lie  saw  that  the  man  who  became  a 
shoemaker  had  to  work  at  it  a  certain  number  of  years  as  an 
apprentice  and  perform  certain  work  to  make  himself  a  journey- 
man, and  then  alter  lie  had  worked  years  he  had  to  perform  a 
special  task  to  become  a  master  of  his  art.  And  so  it  was  with 
the  carpenter,  with  the  tailor,  with  the  butcher.  The  privilege  of 
killing  an  ox  was  not  given  to  everybody  and  anybody.  Men 
who  killed  animals  had  to  show  their  skill  and  they  got  this 
skill  from  the  masters  whom  they  served. 
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WHEN  SHALL  WE  OPERATE  FOR  RUPTURED  ECTOPIC 
GESTATION?1 

BY 

RALEIGH  R.  HUGGINS,  M.  D., 

Pittsburg,  Pa. 

The  habit  of  the  writer  has  always  been  to  delay  operation  for 
a  few  hours  in  ruptured  tubal  pregnancy  when  p.ll  signs  pointed 
toward  a  temporary  cessation  of  the  hemorrhage.  In  tfie  mean- 
time preparation  is  made  for  operation.  Morphia  is  administered 
to  quiet  the  patient  and  gentle  stimulation  begun.  If  the 
surroundings  prohibit  operation  at  the  home  of  the  patient,  she 
is  removed  to  the  hospital  with  the  greatest  possible  care  in 
transportation.  If  improvement  continues  there  is  no  great 
hurry;  but  operation  has  usually  been  done,  not  later  than 
twelve  to  eighteen  hours  after  the  onset  of  serious  symptoms. 
In  this  class  of  cases  recurrence  of  the  hemorrhage  has  not  been 
noted  in  this  length  of  time. 

During  operation  salines  and  diffusable  stimulants  are  given 
intravenously  and  under  the  skin.  The  severe  hemorrhage  and 
the  morphia  previously  administered,  so  relax  the  patient  that 
little  ether  is  necessary,  and  its  administration  for  a  few  minutes 
only  makes  it  an  additional  stimulant  of  great  value.  The 
condition  of  the  patient  under  this  treatment  is  better  when  leav- 
ing the  operating  room  than  before,  and  the  mortality  in  this 
class  of  cases  has  been  nil.  There  can  be  no  doubt  that  in  the  vast 
majority  of  instances  the  hemorrhage  has  ceased  temporarily 
when  the  consultant  is  called.  The  length  of  time  which  has 
transpired  since  the  hemorrhage  began  varies.  The  more 
serious  the  symptoms,  the  sooner  the  consultant  is  likely  to  be 
called.  The  attending  physician  will  usually  say  that  when  he 
5i  i  a  a  the  pat  nut  she  was  in  a  state  of  collapse,  but  that  now, 
which  is  several  hours  later,  there  is  some  improvement.  The 
pulse  is  slightly  better  and  the  air  hunger  has  disappeared. 
A  pulse  which  was  hardly  perceptible  when  he  lust  saw  the  patient 
is  now  easily  counted  and  is  of  better  volume.  Reaction  has 
already  begun.  The  formation  of  a  clot  in  the  pelvis  has  plugged 
the  bleeding  point  and  the  force  of  the  blood  stream  is  now  so 
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low  that  for  a  time  at  least,  there  is  little  danger  of  recurring 
hemorrhage. 

Who  can  say,  and  by  what  means,  are  we  to  determine,  how 
long  this  period  of  apparent  rescue  from  death  by  nature's  efforts 
may  continue?  Doubtless  in  many  cases  hemorrhage  does  not 
recur,  but  the  experience  of  the  writer  in  the  study  of  his  own 
cases  and  many  that  are  reported  in  literature  convince  him  that 
some  further  advance  must  be  made  in  diagnostic  skill  before 
it  can  be  said  that  hemorrhage,  severe,  and  even  fatal,  may  not 
recur  in  a  given  case.  The  report  of  two  cases  where  operation 
was  postponed  is  the  excuse  for  a  paper  upon  this  subject  at  the 
present  time. 

Case  I. — This  patient  was  not  seen  for  twelve  hours  after  the 
onset  of  symptoms  which,  judging  from  the  history  and  condi- 
tion of  the  patient,  had  been  most  grave  in  character,  and  she 
was  still  in  a  critical  condition;  pulse  rate  of  160  to  170;  hemo- 
globin, 30.  The  surroundings  absolutely  prohibited  operation 
in  her  home  and  the  only  hope  of  recovery  lay  in  a  change  of 
environment.  She  was  removed  to  the  hospital  without  ap- 
parent harm.  Thinking  this  was  a  case  "par  excellence"  for 
delay  in  operation,  if  it  were  a  safe  procedure,  this  patient  was 
kept  under  constant  personal  observation  for  the  next  eighteen 
hours.  During  this  time  there  was  a  gradual  improvement  and 
under  gentle  stimulation  the  pulse  rate  had  improved  to  130. 
The  patient  was  not  allowed  to  stir,  and  was  kept  absolutely 
quiet  in  every  way.  At  the  end  of  this  time,  when  reaction  seemed 
to  be  progressing  nicely,  all  the  symptoms  of  recurring  hemorrhage 
ensued.  The  pulse  became  almost  imperceptible,  there  was  great 
restlessness  and  the  patient  gasped  for  air.  She  was  at  once 
taken  to  tin-  operating  room.  The  pelvis  and  abdomen  were 
filled  with  clots  and  fluid  from  the  first  hemorrhage  and  fresh 
blood  oozed  from  a  cavity  in  the  tube  which  had  ruptured,  one 
inch  from  the  uterus.     This  patient  made  a  good  recovery. 

Case  II. — A  short  time  later  a  patient  was  brought  into  the 
1  who  had  taken  suddenly  sick  eighteen  hours  before. 
Can  ml  study  of  the  history  and  symptoms  present,  when  admit- 
ted, made  a  diagnosis  of  ruptured  tubal  pregnancy  certain. 
While  the  hemoglobin  was  quite  low,  38,  the  pulse  was  found 
good,  [20.  It  was  evident  that  there  had  been  a  great  improve- 
ment in  lu-r  condition  and  that  reaction  had  been  very  satisfactory 
indeed.  The  operation  could  have  been  performed  at  this  time 
with  comparative  safety.  The  desire  to  wait  for  further  im- 
provement having  a  firm  hold  on  me  I  decided  to  postpone  opera- 
tion until  resistance  might  be  greater.  The  patient  was  placed 
in  "cold  storage"  and  morphia  given  to  promote  sleep  and  quiet. 
The  next  morning  there  was  further  improvement.  In  the 
afternoon,  just  forty  eight  hours  after  the  primary  hemorrhage, 
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she  became  suddenly  worse  with  all  the  signs  of  recurring 
hemorrhage,  and  although  immediately  summoned,  when  I 
reached  the  hospital  the  patient  was  in  arlkulo  mortis  and  died 
before  operation  could  be  performed.  Thus  was  lost  a  mother 
and  is  the  only  death  in  a  series  of  forty  cases  of  ectopic  gestation, 
the  majority  of  whom  were  operated  upon  in  conditions  when  the 
risk  was  greater  than  it  would  have  been  in  this  woman  when 
she  was  admitted  to  the  hospital. 

This  experience  teaches  that  in  some  cases  at  least  when  the 
increased  blood  pressure  incident  to  reaction  occurs  hemorrhage 
may  again  ensue.  The  further  delay  in  operating  upon  these 
patients  was  induced  by  a  paper  read  by  Dr.  Hunter  Robb.  A 
series  of  experiments  upon  dogs  led  him  to  conclude  that  death 
seldom  occurs  from  hemorrhage  accompanying  the  rupture  of  an 
ectopic  gestation,  and  that  many  deaths  which  follow  operation 
might  be  avoided  if  a  longer  time  elapsed  after  primary  hemor- 
rhage before  operative  measures  were  undertaken.  He  accord- 
ingly advised  delay  in  operation  for  several  days  until  there  is  a 
safe  margin  of  resistance.  Other  writers  have  since  extended 
this   time   to  several   weeks. 

Doubtless  every  one  has  observed  that  nature  has  given  to  the 
dog  a  greater  protection  against  hemorrhage  than  exists  in  the 
human.  In  doing  blood  counts  upon  dogs  it  is  often  difficult 
because  of  the  rapid  coagulation  of  the  blood.  The  writer  noting 
this  fact,  the  time  of  the  coagulation  of  the  blood  was  taken  in 
fifty  dogs  and  found  to  average  3  min.  2S  1/10  sec.  The  average 
time  for  coagulation  in  the  human,  as  taken  by  the  same  instru- 
ment in  fifty  individuals  was  6  min.  45  seconds. 

Length  of  time  required  for  the  coagulation  of  the  blood  of 
fifty  dogs. 

Coagulating 
No.  time. 

1.  Setter 4:30 

2.  Cur 

3-   Cur 2:55 

4.    I' ox   terrier 3:00 

5     B 3:15 

6.  Fox  and  bull 3:00 

7.  White  fox  T 3 145 

8.  Cur 3:30 

9.  I; 3:00 

10.  ] ;.  Russian 3 130 

1 1 .  Cur 5  :oo 

12.  Cur 4 :oo 

13.  W.  spaniel ;    1  5 
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Coagulating 

No.  time. 

14.   Cur 3:o° 

15-    B 3:00 

16.  B 2:45 

17.  Yellow  B 4:00 

18.  Fox  B 4:00 

19.  Fox  B 1 :5c 

20.  Cur 4;oo 

21.  W.  Spaniel 2  40 

22.  Cur 3:10 

23.  Cur 3:10 

24.  Cur .    3:I° 

25.  Cur 3:10 

26.  Bull 3:2° 

27.  Bull 3:30 

2  -     Yellow  cur       3 :20 

29.  Cur 4:I° 

30.  B 4:15 

31.  Fox .    3:05 

32.  Cur 2:05 

33-  Cur 3:15 

34.    B.  terrier 1:35 

35-  Cur 4:05 

36.  Fox  terrier 3  105 

37.  \\".  spaniel 1:55 

$8.   Cur 2:10 

39-  Cur 3:10 

40.  Cur 5:45 

4 1 .  Fox 3  :o° 

42.  Cur 3:30 

43.  Cur 4:00 

44.  W.  spaniel •  •      3:l5 

45.  Setter 5:00 

46.  Cur 3:30 

47.  Cur 4:00 

48.  Fox 3:00 

49.  Bull 4  :oo 

50.  Bull 4:00 

Average  3  min.  28  1/10  sec. 

There  is  therefore  considerable  difference  in  the  time  of  coagu- 
lation of  the  blood  of  the  dog  as  compared  to  the  human.  There 
is  undoubtedly  greater  protection  against  continued  hemor- 
1  iii'  in  the  dog  because  of  this  rapid  coagulability  of  the  blood. 
Again  only  one  of  the  bitches  was  pregnant  which  was  operated 
upon  by  severing  the  uterine  and  ovarian  vessels  in  Dr.  Robb's 
series. 

Experiments  upon  dogs  by  the  writer  show  that  hemorrhage 
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thus  induced  is  much  more  profuse  in  pregnant  bitches  than  in 
the  nonpregnant,  and  while  it  seems  impossible  to  kill  by  divid- 
ing the  uterine  and  ovarian  vessels  in  the  nonpregnant,  death 
occasionally  results  from  the  procedure  in  the  pregnant  bitch. 
In  ten  experiments  of  this  nature  upon  pregnant  bitches  one 
died  and  the  loss  of  blood  as  demonstrated  by  the  pulse  rate, 
was  much  greater  than  in  a  similar  number  of  experiments  in  ten 
nonpregnant  bitches.  We  all  know,  owing  to  the  increased 
blood  supply  of  the  pelvic  organs  during  pregnancy,  how  pro- 
fusely a  small  wound  made  in  the  uterus  or  in  fact  in  any  part  of 
the  pelvis  will  bleed. 

Without  careful  consideration  of  the  above  demonstrated 
facts,  experiments  upon  animals  in  the  study  of  this  subject  are 
of  no  practical  importance.  It  is  irrelevant  to  compare  hemor- 
rhage from  other  parts  of  the  body  to  that  which  occurs  from 
the  torn  vessels  of  a  congested  pregnant  tube.  The  amount  of 
blood  effused  into  the  peritoneal  cavity  from  tubal  rupture  or 
abortion  varies  with  each  individual  case  and  depends  usually 
upon  the  portion  of  the  tube  which  has  been  ruptured  or  eroded. 
Even  in  tubal  abortion  the  amount  of  blood  poured  into  the  ab- 
dominal cavity  is  sometimes  very  great  and  may  equal  in  amount 
that  occurring  in  the  most  severe  form  of  tubal  rupture.  A 
case  recently  operated  upon  by  the  writer  eight  hours  after  the 
initial  hemorrhage  showed  the  abdomen  filled  with  blood,  which 
had  escaped  from  the  fimbriated  end  of  the  tube.  The  ovum 
however  was  located  within  i  inch  of  the  uterus.  The  tube  at 
this  point  was  still  unruptured  and  the  attachment  of  the  decidua 
had  not  been  disturbed.  Doubtless  later,  but  just  when  would 
be  impossible  to  estimate,  a  second  hemorrhage  would  have 
occurred. 

Our  methods  of  diagnosis  do  not  permit  at  present,  there 
fore,  to  determine  always  the  exact  point  of  hemorrhage  pre 
vious  to  operation.  It  is  the  opinion  of  most  men  that  in  the 
vast  majority  of  cases  the  amount  of  blond  thrown  into  the  peri- 
toneal cavity,  either  from  abortion  or  rupture,  is  not  sufficientto 
produce  death  at  the  time  of  the  primary  hemorrhage.  In  5  or  6 
per  cent,  of  the  cases  of  ruptured  tubal  pregnancies  the  hemor- 
is  tremendous  and  the  symptoms  correspondingly  grave. 
We  find  tin-  patient  pulseless  and  usually  ustless  with  the 
anxious  look  so  characteristic  of  extreme  hemorrhage.  The 
blanched  mucous  membranes  and  deathl)  pallor  indicate  the 
gravitj    of   the  condition   and    at    once    suggest   the  diagnosis. 
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There  must  always  be  grave  doubt  whether  hemorrhage  in  the 
latter  class  of  cases  will  cease  unaided,  and  it  is  the  consensus  of 
opinion  that  death  usually  ensues  in  a  few  hours  if  operation  is 
not  performed.  The  gravity  of  the  symptoms  indicate  that  the 
hemorrhage  must  escape  from  a  large  vessel  or  from  an  area 
which  is  extremely  vascular.  The  writer  has  seen  two  of  this 
variety  where  immediate  operation  was  considered  necessary, 
and  was  performed  with  recovery. 

In  order  to  show  what  progress  has  been  made  in  the  treat- 
ment of  this  accident  in  the  last  forty  or  fifty  years  let  us  refresh 
our  memory  by  referring  briefly  to  literature  of  that  date. 
Meigs  in  his  book  on  "Woman  and  her  Diseases"  1859,  after  a 
graphic  description  of  death  from  hemorrhage  in  several  cases  of 
ectopic  pregnancy  says  "What,  alas!  can  we  do  in  these  cases? 
We  could  make  an  incision  in  the  abdomen  and  clear  away  the 
coagula  and  serum;  but  who  is  he  bold  enough  to  do  so?  There 
is  no  such  wise  and  bold  surgeon,  and  therefore  nothing  remains 
for  us  but  to  extend  all  the  relief  within  the  narrow  boundaries 
of  our  power  and  submit  to  the  inevitable  end."  This  quotation 
expresses  the  sentiment  of  the  leading  men  of  that  time. 

Parry,  in  1876,  gathered  the  statistics  of  499  cases  of  ectopic 
gestation.  Of  these  336  died  and  163  recovered — a  mortality 
of  76.2  percent.;  174  died  at,  or  a  short  time  following  rupture, 
an  immediate  mortality  of  52.8  per  cent.  He  says:  "The 
opinion  has  long  prevailed  that  tubal  pregnancies  are  peculiarly 
i;it ;il,  and  there  can  be  no  doubt  that  it  is  correct — of  149  cases 
in  which  the  ovum  was  located  in  that  portion  of  the  tube  which 
does  not  traverse  the  tissues  of  the  uterus,  145  died."  It  seems 
evident  that  the  cases  which  were  recognized  in  those  days  were 
severe  in  nature.  Hemorrhage  from  tubal  pregnancy  is  doubl 
less  recognized  more  frequently  now  because  of  our  improve 
ment  in  the  interpretation  of  symptoms.  Thus,  very  mild  cases 
are  seen  which  formerly  passed  unnoticed.  Parry  said,  "Here 
is  an  accident  which  may  happen  to  any  wife  in  the  most  useful 
period  of  her  existence,  which  good  authorities  have  said  is  never 
(nod  and  for  which  even  in  this  age  when  science  and  art  boa  I  ol 
such  high  attainments,  no  remedy  cither  surgical  or  medical  has 
been  tried  with  a  single  success." 

Lawson  rail  itates  that  lie  was  concerned  directly  and  in- 
directly in  tin-  postmortem  examination  of  t went}-  six  women, 
who  had  died  from  hemorrhage  into  the  peritoneal  cavity  from 
ruptured  ectopic  gestation.     In  the  year   (883  this  daring  and 
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brilliant  operator  taught  us  that  it  is  possible  to  reduce  the 
mortality  of  this  terrible  accident  to  less  than  3  per  cent,  for,  in 
the  six  succeeding  years,  he  operated  thirty-nine  times  with  but 
one  death. 

History  teaches  us  therefore  that  before  the  days  of  abdominal 
section  many  women  died  from  this  accident.  A  search  of  the 
literature  of  the  present  day  shows  that  many  deaths  still  occur. 
The  mortality  has  undoubtedly  been  reduced  from  the  high  rate 
above  referred  to»  to  less  than  8  per  cent,  and  this  percentage 
is  taken  from  the  work  of  many  operators.  Some  operators  re- 
port a  rate  of  2  per  cent,  and  less.  This  great  improvement  in 
mortality  shows  that  the  results  from  operative  treatment  have 
been  most  brilliant.  Also,  that  the  greatest  consideration  must 
be  extended  toward  all  theoretical  statements  tending  to  change 
our  views  upon  this  important  subject.  In  the  case  where 
hemorrhage  has  ceased  and  when  reaction  is  taking  place  there 
is  doubtless  little  danger  of  recurring  hemorrhage  for  a  few 
hours.  The  cases  above  reported  demonstrate  that  when 
arterial  tension  becomes  higher  hemorrhage  may  recur.  When 
this  may  happen  is  entirely  speculative.  That  it  does  not  recur 
in  a  large  percentage  of  the  cases  does  not  justify  the  teaching 
that  it  will  not  recur  in  any. 

Recent  papers  have  served  an  important  purpose,  because  they 
have  emphasized  the  fact  that  the  patient  usually  rallies  from 
the  primary  hemorrhage  and  that  it  is  unnecessary  as  a  rule  to 
operate  while  the  patient  is  in  extreme  shock.  It  is  undoubtedly 
true  that  in  a  iar<,re  percentage  of  the  cases,  a  few  hours  can  be 
well  spent  in  allowing  a  patienl  to  react  so  thai  operation  will 
be  attended  by  less  danger.  That  it  can  be  postponed  indefinitely 
without  great  risk  to  the  patient  has  not  been  true  in  the  experi- 
ence of  tin-  writer.  It  is  unnecessary  to  dwell  on  the  dangers 
of  peritonitis,  intestinal  obstruction  and  prolonged  convalescence 
which  will  result  occasionally  if  operation  i>  indefinitely 
postponed. 

In  thi'  graver  forms  where  there  is  evidence  of  eon  tinned  hemor- 
rhage immediate  operation  should  be  performed.  Additional 
shock  caused  by  operation  should  not  be  considered,  for  here,  as 
in  hemorrhage  in  any  other  pari  of  the  body,  the  only  treatment 
that  can  he  advised  is  to  ligate  the  bleeding  vessel.  An  opening 
into  the  abdominal  cavity  is  .1  small  mattei  ami  the  result  will 
depend  entirely  upon  the  method  of  this  procedure.  There  is 
no  time  t'01   deliberation  01   precise  and  careful  technic  in  the 
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performance  of  this  operation.  The  limbs  of  the  patient  should 
be  firmly  bandaged.  Saline  transfusion  is  begun,  while  the  ether 
is  being  administered.  Light  ether  anesthesia  for  fifteen  or 
twenty  minutes  is  a  good  stimulant.  It  is  unnecessary  to  stand 
the  patient  on  her  head  by  using  the  extreme  Trendelenburg 
ii.  thus  increasing  shock  by  pressure  against  the  diaphragm 
and  a  lagging  heart. 

Thirty  seconds  only  are  required  to  open  the  abdomen.  There 
are  no  vessels  in  the  abdominal  wall  to  ligate,  as  the  tissues  are 
blanched  and  free  from  blood.  To  grasp  the  bleeding  tube  and 
remove  it  requires  less  than  five  minutes.  To  clear  the  pelvis  of 
the  largest  clots  and  close  the  abdomen  should  be  done  in  a  few 
minutes  and  the  operation  is  complete.  There  is  improvement  in 
the  condition  of  the  patient  while  on  the  operating  table.  No 
harm  is  caused  by  the  blood  left  in  the  abdomen,  and  additional 
shock  incident  to  its  removal  has  been  avoided.  This  operation 
can  be  safely  performed  in  the  home  of  the  patient  if  the  sur- 
roundings are  not  prohibitive.  Few  assistants  are  necessary 
and  now  when  good  nurses  are  so  plentiful  it  is  a  mistake  to  insist 
absolutely  upon  removal  of  the  patient  to  a  hospital.  It  is 
especially  true  in  this  operation  that  the  more  expert  the  operator 
the  better  will  be  the  result.  I  desire  to  thank  Dr.  W.  A.  Nealon 
lor  his  kind  assistance  in  this  work. 
Westinghouse  Building. 

DISCUSSION. 

Dr.  H.  W.  Longyear,  of  Detroit,  said  there  should  be  no 
hesitation  by  the  abdominal  surgeon  in  expressing  the  same 
opinion  as  the  author  of  the  paper,  regarding  the  necessitv  for 
immediate  operation  in  cases  of  recently  ruptured  tubal  preg- 
nancy. There  was  only  one  class  of  cases  in  which  he  would 
defer  immediate  operation  and  those  were  instances  of  old 
ruin  tin-.  Hi-  had  seen  very  lew  such  eases  where  the  rupture 
had  occurred  three  or  four  weeks  before,  and  where  there  had 
not  been  a  correct  diagnosis  made  at  the  time,  and  where  the 
patients  had  gotten  up  and  he  had  been  called  in  to  see  them 
subsequently.  In  these  cases  there  was  no  question  about 
ruptured  ectopic  gestation  having  taken  place  with  hemorrhage 
into  the  abdominal  cavity,  but  these  hemorrhages  did  not 
recur.  In  those  cases  where  the  absorption  of  the  clots  had 
taken  place,  it  might  not  be  necessary  to  operate,  but  in  recent 
cases  of  ruptured  tubal  pregnancy,  operation  was  justifiable 

Dr.  Hugo  O.  Pantzer,  of  Indianapolis,  said  that  standing 
as  we  (lid  in  the  presence  of  this  class  of  cases  oftentimes,  too 
in    the   presence   of   doubt,    we  could   hardly   decide  otherwise 
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where  life  was  menaced   than   to  chance  it  with  the  doubt  in 
favor  of  an  operation.     He  heartily  endorsed  the  paper. 

Dr.  William  H.  Humiston,  of  Cleveland,  said  there  should 
be  very  little  trouble  in  making  a  diagnosis  of  ruptured  ectopic 
pregnancy.  A  careful  taking  of  the  history,  followed  with  the 
symptoms  that  constantly  came  on,  the  condition  of  the  patient, 
supplemented  with  a  careful  examination,  would  leave  scarcely 
any  doubt  in  the  great  majority  of  cases  as  to  the  condition 
present.  If  the  rupture  was  sufficient  to  cause  shock,  one  could 
not  tell  whether  the  shock  would  be  overcome  or  not,  and  he 
did  not  hesitate  to  operate  upon  all  of  the  cases  that  came  into 
his  hands  whether  the  patients  were  in  shock  or  not.  . 

A  very  important  patient  in  Cleveland  was  allowed  to  die  by 
waiting  twenty-four  hours  for  reaction  from  the  shock  to  occur. 
The  operation  was  started  after  twenty-four  hours  while  the 
woman  was  still  in  shock  and  she  died  upon  the  table.  In  this 
case  there  were  twenty-four  hours  of  time  wasted.  He  had 
taken  these  patients  when  they  were  almost  pulseless,  and 
largely  with  submammary  injections  of  hot  saline  solutions  and 
with  the  effect  of  the  stimulation  of  ether  by  the  drop  method, 
had  opened  the  abdomen  in  a  few  seconds,  felt  the  fundus  of  the 
uterus,  found  on  each  side  whether  rupture  had  taken  place  or 
not,  put  a  clamp  on  the  cornu  of  the  uterus  and  another  on  the 
broad  ligament  near  the  pelvic  wall  to  control  hemorrhage 
temporarily  at  least,  and  from  that  moment  the  patients  would 
begin  to  revive;  then  one  could  perform  the  operation  in  a  few 
minutes,  and  if  he  was  aseptic  in  his  technic  in  closing  in  the 
clots,  the  peritoneum  would  take  care  of  them.  He  had  been 
blessed  with  a  nil  mortalitv  in  his  ectopic  pregnancy  work  thus 
far. 

Dr.  Thomas  B.  Noble,  of  Indianapolis,  said  that  a  year  ago 
or  more,  Dr.  Robb,  at  Chicago,  presented  his  paper  relative  to 
this  subject  in  which  he  advocated  procrastination  in  some 
cases.  The  speaker  took  occasion  at  that  time  to  take  decided 
issue  with  him  and  said  that  it  was  bad  teaching;  that  women 
would  die  as  the  result  of  such  teaching.  He  subscribed  in 
toto  to  the  views  advanced  by  the  essayist  and  affirmed  again 
thai  practitioners  would  have  to  be  taught  and  re-taught  that 
these  cases  should  he  operated  on  immediately.  By  this  he 
meant  as  soon  as  the  diagnosis  was  reached,  preparation  should 
be  immediately  made  to  do  a  quick  and  proper  operation. 
Some  operators  would  have  a  mortality  along  this  line  greater 
than  Others  because  some  would  OCCUpy  twice  or  three  times  as 
much  time  in  doing  the  same  work  as  others.  These  cases  would 
not  hear  Long  tedious  tinkering  or  extra  careful  surgery,  hut 
they  would  hear  direct,  prompt,  quick  work. 

Mr    A,   1'..  Miller,  of  Syracuse,  X.  Y.,  favored  operating  on 
these  cases  of  ruptured  ectopic  pregnane}   as  soon  as  tin   diag 
nosis  was  made,  and  said   that   his  success  in   treating  this  ela^s 
had  been   very  fortunate  from  early  operative  inter 
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ference.  In  over  a  hundred  cases  that  he  had  operated  on 
there  were  only  three  deaths.  When  it  came  to  the  technic  and 
method  of  operating  he  endorsed  in  toio  what  the  author  of  the 
paper  had  said,  believing  that  he  had  adopted  the  proper  method. 

Dr.  John  Young  Brown,  of  St.  Louis,  Mo.,  said  that  during 
the  last  six  or  seven  years  he  had  been  in  a  position  where  he  had 
come  frequently  in  contact  with  cases  of  intraabdominal  hemor- 
rhage as  seen  in  gunshot  wounds  of  the  liver,  of  the  mesentery,  of 
the  spleen,  and  quite  a  large  number  of  cases  of  ectopic  preg- 
nancv  in  which  rupture  had  taken  place,  and  he  had  never  been 
able  to  figure  out  from  this  experience  why  it  was  that  the 
gynecologists  differed  as  to  the  proper  time  for  treating  such  con- 
ditions. With  the  modern  methods  we  had  of  combating  shock, 
and  particularly  the  use  of  salt  solutions,  of  hypodermoclysis 
by  the  method  which  Andrew's  had  accentuated  in  the  treat- 
niini  of  gunshot  wounds,  where  the  hemorrhage  was  severe,  in 
buttonholing  the  upper  abdomen,  as  soon  as  the  abdomen  was 
open  and  starting  salt  solution  to  flow  immediately  upon  the 
opening  of  the  abdomen  to  combat  the  shock,  if  not  for  the  pur- 
pose of  irrigating,  a  large  majority  of  these  patients  could  be 
saved  by  prompt  action. 

Dr.  Albert  Goldspohn,  of  Chicago,  referred  to  recurrent 
hemorrhages  in  these  case  and  said  that  in  over  eighty  cases 
of  ectopic  pregnancy  that  he  had  dealt  with  in  one  way  or  another 
he  had  only  known  twro  patients  to  die  from  that  affection  who 
were  not  operated  on.  This  showed  that  nature  under  these 
disadvantageous  circumstances,  where  infection  was  almost 
certain  to  follow,  where  bungling  was  pretty  sure  to  occur  on 
account  of  the  ignorance  of  the  operator,  would  do  better  than 
these  imperfect  substitutes  of  surgery. 

Dr.  C.  C.  Frederick,  of  Buffalo,  had  seen  about  135  or  140 
cases  of  ectopic  pregnancy  in  his  city.  About  5  per  cent,  of 
these  had  been  rapidly  bleeding  cases;  the  other  95  per  cent,  were 
cases  in  which  rupture  had  taken  place  and  the  patients  had  re- 
current hemorrhages  sometimes  for  a  period  of  two  or  three  or 
four  weeks,  or  five  or  six  months.  He  had  operated  on  women 
who  had  had  recurrent  hemorrhages  five  or  six  months  after 
primary  rupture  had  taken  place.  In  one  case  hemorrhage 
1  and  the  woman  never  had  another  rupture,  and  was  not 
d  on.  He  had  operated  on  patients  for  ruptured  tubal 
pregnanes-  leu  years  ago  and  found  the  remains  of  these  preg- 
nancies in  the  abdomen.  So  there  was  a  class  of  cases  in  which 
tin-  hemorrhage  would  occur  once  or  twice  and  then  stop.  There 
was  another  class,  the  5  per  cent,  class,  in  which  hemorrhage 
would  begin  and  they  would  bleed  off  and  on  until  they  died. 
He  had  seen  five  such  women  die  within  twenty-four  hours  from 
the  time  the  hemorrhage  started.  He  took  the  position  that 
every  ease  of  ruptured  tubal  pregnancy  should  be  operated  on  at 
the  beginning,  and  if  such  women  had  recurrent  hemorrhage 
they  should  be  operated  on  anyway. 
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Dr.  Maurice  I.  Rosenthal,  of  Fort  Wayne,  emphasized  the 
point  that  in  practically  all  of  the  cases  the  moment  hem- 
orrhage stopped  the  pulse  began  to  improve.  He  had  done 
a  number  of  these  operations,  several  of  them  every  year  for  ten 
or  fifteen  years.  He  recalled  three  cases  in  which  death  occurred. 
These  were  all  cases  that  had  gone  on  for  some  time  after  the  first 
evidences  of  ectopic  rupture.  Since  then  he  had  made  it  a  rule 
to  operate  at  as  early  a  date  as  possible.  He  reported  two  cases 
of  mistaken  diagnosis. 

Dr.  E.  Gustav  Zinke,  of  Cincinnati,  said  he  had  no  desire  to 
take  part  in  this  discussion,  but  knowing  that  the  proceedings 
were  being  reported  and  would  be  read  abroad  as  well  as  in  this 
country,  we  could  not  afford  to  have  the  discussion  closed  with- 
out shedding  light  upon  a  few  points  which  might  elucidate  some 
of  the  questions  at  issue.  In  his  opinion  it  was  just  as  wrong  to 
say  that  every  case  of  ectopic  gestation  should  be  operated  on, 
as  it  was  that  every  case  of  ectopic  gestation  did  not  need  opera- 
tion. There  were  patients  who  recovered  without  operation, 
and  this  fact  should  not  be  forgotten.  He  knew  of  instances,  as 
did  other  members  of  the  Association,  in  which  operation  was 
proposed  with  counsel  and  without  counsel,  was  refused  by  the 
family,  and  the  patients  recovered.  1 1  was  very  essential  to 
understand  the  pathology  of  ectopic  gestation.  Speaking 
merely  of  ruptured  tubal  pregnancy  was  not  correct.  It  did  not 
cover  the  ground.  In  one  instance  there  was  a  rupture  into  the 
peritoneal  cavity,  while  in  another  there  was  a  rupture  between 
the  walls  of  the  broad  ligament  which  was  an  entirely  different 
matter,  and  then  there  was  tubal  abortion  without  rupture  of 
the  tube.  The  ovum,  young  as  it  was.  might  be  discharged 
from  the  tube  into  the  peritoneal  cavity  and  be  absorbed  and 
the  patient  recovered  without  operation.  Time  and  again 
cases  had  been  reported  of  tubal  rupture  between  the  layers  of  the 
broad  ligament,  the  hemorrhage  arrested,  hematoma  formed, 
and  the  patients  had  recovered  without  operation.  Even  ad- 
hesions in  these  cases  had  been  known  to  disappear. 

Dr.  J.  11.  Carstens,  of  Detroit,  said  that  when  a  woman  was 
suffering  from  an  internal  hemorrhage  she  ought  to  lie  opi  rated 
on  whether  the  hemorrhage  was  dm-  to  a  tubal  abortion,  a  rup- 
tured tube,  or  to  the  forcing  of  the  fetus  into  the  broad  ligament. 
Unless  lie  operated  on  these  cases  of  ruptured  ectopic  gestation 
promptly  and  arrested  the  hemorrhage,  lie  did  not  sleep  well. 
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ARTIFICIAL   ANUS  FOLLOWING  OPERATION  FOR   IN- 
TUSSUSCEPTION.    THREE    YEARS    COMPLETE 
OCCLUSION    OF   LARGE    BOWEL;    METHOD 
OF  RESTORING  CONTINUITY.1 

BY 
JOHN  YOUNG  BROWN,  M.  D., 

St.  Louis,  Mo. 

During  a  visit  to  my  old  home  in  Kentucky  last  June,  I  was 
called  in  consultation  by  Dr.  Archibald  Dixon,  and  Dr.  Webb, 
of  Henderson,  to  see  a  most  remarkable  and  interesting  case 
which  I  wish  to  report  very  briefly.  Taking  the  case  all  in  all, 
it  is  one  of  the  most  interesting  I  have  ever  encountered. 

The  patient's  first  attack  was  diagnosticated  as  one  of  appen- 
dicitis. During  the  second  attack,  for  seven  or  eight  days  he 
had  obstruction  of  the  bowels,  possibly  due  to  the  peritonitis 
which  resulted  from  an  appendicitis  operation  which  was  per- 
formed on  him.  This  operation  was  done  in  the  country  by  a 
country  physician,  who  took  a  trocar  and  stuck  it  in  the  median 
line,  and  then  began  to  enlarge  the  opening  with  his  knife. 
Through  the  enlarged  incision  there  was  evacuated  quite  a  large 
quantity  of  pus  and  fecal  matter,  and  the  artificial  anus,  which 
was  established,  with  the  fecal  fistula,  undoubtedly  saved  the 
patient's  life.  When  I  saw  the  patient  the  conditions  I  found 
were  these:  there  were  the  remains  of  the  median  incision,  and 
ding  from  this  median  incision  was  the  everted  bowel, 
the  bowel  being  turned  wrong  side  out,  and  at  the  location  of 
the  intestine  with  the  skin  margin  there  was  an  artificial  anus 
through  which  all  fecal  matter  had  passed  for  three  years  and  a 
half,  there  being  complete  exclusion  of  the  entire  large  bowel 
for  that  length  of  time.  The  patient  had  not  had  a  natural 
bowel  movement  during  all  this  time. 

I  had  an  opportunity  of  examining  this  case  and  demonstrated 

it  before   the  county   medical   society.     The  boy   undoubtedly 

'lid    not    have    appendicitis,    but    the    Original    condition    was    an 

intussusception.     The    second     attack    resulted     in     intestinal 

obstruction,    with   peritonitis   and   toxemia   incident    to   the   dis- 

i  Read  at  th     l       ity-second  Annual  Meeting  of  the  A  ociation  of 

Obstetrii  ia  Fort  ber  21-23,  I9°9- 
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tention  of  the  bowel  above  the  peritonitis.  The  use  of  the  trocar 
in  this  case  had  relieved  the  obstruction  by  making  an  artificial 
anus,  and  the  intussuscepted  bowel  protruded  at  the  point  of 
least  resistance.  The  next  morning  I  operated  on  the  patient 
at  the  city  hospital  in  Henderson,  making  a  median  incision, 
and  the  conditions  I  found  demonstrated  the  correctness  of  my 
conclusion. 

One  of  the  most  interesting  features  of  this  case  was  the  con- 
dition of  the  ileum  from  an  obstructed  band  to  the  ileocecal 
valve.  As  I  have  said,  this  entire  large  bowel  was  out  of  com- 
mission for  three  and  one-half  years.  This  most  remarkable 
condition  was  an  ileoitis  obliterans,  the  ileum  having  contracted 
and  swollen  to  such  an  extent  that  it  was  almost  impossible 
to  get  a  small  grooved  director  through  it.  The  appendix,  as  I 
thought  prior  to  the  operation,  had  not  been  responsible  for  this 
condition.  The  appendix  was  free,  but  showed  that  it  had 
participated  in  the  peritonitis  brought  about  by  the  intussuscep- 
tion and  the  fecal  leakage,  but  to  all  appearances  this  was  a 
secondary  and  not  primary  incident. 

The  question  came  up  as  to  how  the  intestinal  continuity 
could  be  restored.  I  did  not  know  when  I  started  the  operation. 
Many  adhesions  confronted  me,  and  prior  to  that  I  demonstrated 
the  various  methods  by  which  bowel  continuit  y  could  be  restored. 
On  opening  the  abdomen  I  found  there  were  very  few  adhesions, 
and  without  the  slightest  difficulty  I  was  able  to  resect  well  back 
Into  healthy  tissue,  cut  off  the  ileum  at  this  point  (illustrating 
on  black  board),  obliterated  the  ileum,  and  treated  it  in  the  same 
waj  as  I  would  the  stum])  of  an  appendix.  I  cut  it  off,  put  a 
purse-string  suture  around  it,  removed  the  appendix,  blind 
pouching  the  end  of  the  ileum .  and  with  a  clamp  and  suture  1  did 
;i  lateral  anastomosis,  turning  the  fecal  current  back  into  the 
large  bowel.  There  was  some  contraction  in  the  lumen  of  the 
large  bowel,  but  nol  enough  to  interfere  with  the  lateral  anas 
i  omusis. 

lint  the  most  interesting  feature  of  the  rase  was  the  obliterated 
ileum.  1  feel  thai  one  of  the  principles  we  should  observe  in  all 
•luilui  we  resecl  a  gangrenous  bowel,  or  resecl  the  bowel 
mucosa,  which  may  be  protruding,  is  to  go  will  back  into  healthy 
tissue.  If  ]  had  attempted  to  restore  this,  the  probabilities  are 
intestinal  obstruction  would  have  resulted.  I'>\  blind  pouching 
this,  it  would  put  back  into  commi  sion  the  large  bowel.  In 
twelve  hours  aftei    the  operation  the  patient   was  passing  gas, 
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and  in  twenty-four  hours  he  had  a  profuse  diarrhea,  which  was 
cheeked  with  considerable  difficulty. 

I  am  becoming  more  and  more  convinced  every  day  that 
the  statement  which  has  been  made,  namely,  that  the  large 
bowel  is  absolutely  useless,  is  correct.  On  many  occasions  I 
have  put  out  of  commission  the  entire  large  bowel,  and  it  has 
not  particularly  interfered  with  the  functions  of  the  patient 
other  than  that  of  passing  fecal  matter  through  his  anus.  I 
recall  a  case  that  I  reported  at  St.  Louis  before  this  association, 
where  I  took  the  entire  large  bowel  out,  and  did  an  end-to-end 
anastomosis  to  the  ileum  and  sigmoid.  This  patient  was  a  very 
large  woman,  and  was  operated  on  for  a  strangulated  umbilical 
hernia.  She  weighs  between  two  and  three  hundred  pounds. 
She  was  reoperated  for  peritonitis,  her  abdomen  being  simply 
opened  and  drained.  I  do  not  know  what  the  peritonitis  was 
due  to;  but  she  has  no  appendix;  she  has  no  large  bowel  except 
the  sigmoid,  and  possibly  the  peritonitis  was  due  to  her  tubes. 

I  have  been  doing  a  good  deal  of  intestinal  work,  especially 
with  reference  to  partial  exclusion  of  the  large  bowel  by  per- 
forming lateral  anastomosis  in  cases  of  mucous  colitis,  with 
gratifying  results.  Lane,  of  England,  who  has  written  exten- 
sively on  this  subject,  thinks  that  many  cases  of  chronic  consti- 
pation are  amenable  to  no  method  of  treatment  except  surgery. 
From  some  skiagraphic  work  I  have  done  after  injections  with 
bismuth,  and  having  examined  cases  carefully  with  a  view  to 
the  mechanics  of  the  condition,  I  am  inclined  to  think  that 
he  is  correct  in  his  conclusions.  He  was  the  first,  1  believe,  to 
advocate  the  removal  of  the  entire  large  bowel  for  cases  of 
obstinate  chronic  constipation  and  intestinal  toxemia  as  the 
result.  He  lias  since  then  receded  a  little  from  his  first  attitude 
and  now  resorts  to  lateral  anastomosis.  Lateral  anastomosis  is 
imple  operation,  and  the  work  to  be  done  in  the  future 
in  this  regard  must  be  governed  very  largely  by  what  is  done  on 

the    1;'; 

i  his  as  a  unique  case,  this  patient  being  now- 
in   perfect    health.      All   of  his  functions  are  practically  normal. 
I  interest,  as  l  have  previously  said,  is  the  fact 
went    on    with    the   large   bowel    out    of  commission    for 
i  ars  and   a  half.      The  other   point    of  interest    is  the  ob- 
literative    condition    of    the    ileum    and    the    method    l>v    which 
'  inuity  was  restored. 

DING. 
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The  President,  Dr.  William  Henry  Humiston,  of  Cleveland, 
Ohio,  then  delivered  the  annual  address. 

THE    GILLIAM     OPERATION    FOR    RETRODISPLACEMENT    OF 
THE    UTERUS.1 

DISCUSSION. 

President  Humiston  expressed  a  desire  to  have  his  address 
discussed. 

Dr.  Albert  Goldspohn,  of  Chicago,  said  he  was  very  glad 
that  some  one,  who  did  not  advocate  the  Alexander  operation, 
or  bi-inguinal  laparotomy  for  retroversion  of  the  uterus,  but 
advocated  some  other  procedure,  was  following  the  tactics  of 
some  twenty  other  Alexander  men,  who  were  driven  by  the 
pressure  of  the  general  profession  opposed  to  the  Alexander 
operation  to  follow  up  their  cases  carefully  years  after  such  opera- 
tion and  examine  the  women.  The  Alexander  men  had  got 
hold  of  more  than  25  per  cent,  of  their  cases,  and  personally 
he  had  kept  track  of  as  high  as  45  per  cent,  of  his  own  cases. 
This  was  the  only  method  of  establishing  facts  in  regard  to  this 
operation.  He  had  repeatedly  challenged  the  gentlemen  of  the 
Baltimore  School,  who  were  the  fathers  in  America  of  ventro- 
suspension,  to  go  after  their  cases,  report  them  after  the  women 
had  been  confined  and  see  what  the  position  of  the  organs  was. 
These  gentlemen  had  taken  these  challenges  in  a  wonderfully 
meek  manner,  as  their  results  were  such  that  they  had  better  not 
be  published. 

Dr.  H.  W.  Longyear,  of  Detroit,  did  not  think  a  uterus  that 
was  retrodisplaced  in  the  third  degree  before  pregnancy,  whether 
it  was  in  the  nature  of  a  retroversion  or  a  retroflexion,  ever  got 
well  after  pregnancy  had  occurred,  without  operation. 

Dr.  Alexander  Hugh  Ferguson,  of  Chicago,  thou- In 
we  should  avoid  mentioning  nanus  in  connection  with  the 
technic  of  any  operation  and  stick  to  the  principles  involved. 
hoi  instance,  for  the  Alexander  operation,  we  should  speak 
of  the  inguinal  operation  on  the  round  ligaments,  and  when  the 
uterus  was  broughl  forward  and  kept  in  place  by  the  round  liga- 
ments being  taken  up  through  the  recti  muscles,  then  the  proper 
name  was  anterior  transplantation  of  the  round  ligaments  for 
the  support  and  suspension  of  the  uterus. 

Dr.  Edwin  Walker,  of  Evansville,  Indiana,  said  thai  one 
difficulty  he  had  encountered  after  all  of  these  operations,  and 
he  had  peri  irmed  all  of  them,  was  that  the  cervix  hung  down 
too  much,  and  patients  frequentl)  were  not  relieved  of  their  symp- 
toms. He  believed  that  the  Gilliam  and  other  operations  would 
soonei  01  later  be  given  up  as  none  of  them  quite  tilled  the 
indications,  but  lie  did  not  know  what  the  solution  was  going  to 
be.     Some  operators   wen    now    utilizing   the   round   ligaments 
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behind   the  uterus,   but  he  did   not  know  whether  this  would 
prove  to  be  satisfactory  or  not. 

Dr.  Carstens,  in  closing  the  discussion  for  Dr.  Humiston, 
who  was  called  out  of  the  room,  said  there  were  all  kinds  of  cases, 
hence  the  reason  why  so  many  different  operations  had  been 
devised  and  advised  to  meet  the  indications  in  each  particular 
case.  In  some  cases  he  did  an  anterior  Diihrssen  operation,  or 
a  Mackenrodt  operation  through  the  vagina,  but  only  one  or 
two  a  year.  In  other  instances  he  might  see  fit  to  do  a  ventro- 
fixation, particularly  in  women  who  had  passed  the  menopause, 
or  a  vaginal  hysterectomy.  All  things  considered,  it  was  a 
question  of  natural  selection,  the  survival  of  the  fittest  and  adap- 
tation to  environments. 


SOME    PERSONAL    EXPERIENCES    IN    GALL-BLADDER 
SURGERY.' 

BY 

HERMAN  E.   HAYD,   M    D.,  M.  R.  C.  S.  KM,  . 

Buffalo.    N.   V. 

Biliary  drainage  is  exceedingly  important  in  the  treatment 
of  the  associated  complications  of  cholecystitis  and  chole- 
lithiasis, and  is  best  accomplished  through  the  gall-bladder.  A 
few  years  ago  many  good  surgeons  and  operators  advocated  the 
removal  of  the  gall-bladder  when  this  viscus  was  diseased,  and 
in  doing  so  they  did  not  then  realize  that  they  were  robbing  the 
patient  of  the  most  powerful  agent  for  the  cure  of  his  symptoms — 
namely,  biliary  drainage.  At  that  time,  in  support  of  the  idea 
that  the  gall-bladder  was  a  useless  appendage  and  was  simply  a 
reservoir  for  the  storage  of  bile,  there  appeared  numerous  articles 
in  the  journals,  written  by  biologists  and  comparative  anatom- 
ists, (notably  one  by  Woods  Hutchinson  in  the  Medical  Record, 
May  16,  1903),  by  analogy  contending  that  because  certain  ani- 
mals had  no  gall-bladders,  man  could  do  without  his,  and  this 
was  especially  plausible  when  it  could  be  shown  that  a  number  of 
persons  had  had  their  gall-bladders  removed  and  were  in  good 
health.  Soon,  however,  the  pathologist  and  clinician  found  that 
with  acute  and  chronic  gall-bladder  disease  there  often  existed 
secondary  and  dangerous  complications,  as  cholangitis  and  peri- 
cholangitis, hepatic  congestion  and  biliary  cirrhosis,  jaundice  and 
pancreatic  affections;  that  drainage  was  a  necessary  and  per- 
haps all-important  part  in  their  treatment,  and  that  it  could  be 
best  done  through  the  cholecyst. 

1  Read  at  the  Twenty-second  Annual  Meeting  of  the   \  mi ion  .,i" 

Obstetricians  and  Gynecologists  at  For)  W  a  1   21-23,  1909. 
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Some  surgeons  have  taken  the  position  that  equally  effective 
drainage  could  be  accomplished  through  the  choledochus,  but 
Deaver  has  well  said  that  such  a  procedure  is  not  good  surgery. 
First  of  all,  it  is  not  scientific  to  drain  foul  and  septic  bile  into 
the  duodenum;  not  only  because  it  might  irritate  the  bowels,  but 
because  absorption  might  again  take  place  through  its  mucous 
membrane,  and  that  the  most  effective  way  to  get  rid  of  this 
dangerous  material  is  to  discharge  it  from  the  body  through  the 
gall-bladder  at  the  abdominal  wall. 

Bland  Sutton  in  a  very  interesting  paper  which  he  read  be- 
fore the  surgical  section  of  the  British  Medical  Association  in 
1907,  and  which  provoked  a  very  spirited  and  animated  discus- 
sion, took  the  position  that  the  gall-bladder  is  a  useless  organ 
without  function,  a  menace  to  life  when  diseased,  and  should 
always  be  removed.  Three  weeks  after  this  discussion  there  ap- 
peared in  the  British  Medical  Journal,  October  26,  1907,  an 
equally  important  paper  by  Mayo  Robson,  who  maintained  that 
the  gall-bladder  served  a  very  useful  purpose,  and  should  always 
be  retained  unless  too  seriously  damaged ;  and  Deaver,  in  a 
masterly  article  printed  in  the  American  Journal  of  the  Medical 
Sciences,  April,  1908,  argues  in  a  most  conclusive  manner  thai 
the  gall-bladder  should  only  be  removed  under  certain  grave 
conditions,  or  when  its  walls  are  so  seriously  involved  and  thickened 
as  to  render  it  absolutely  useless;  not  alone  because  if  left,  it  is  the 
most  direct  and  best  drainage  channel,  but  because  it  is  needed 
by  the  economy  to  propel  the  bile  on  into  the  intestines  by  rea- 
son of  its  tension  bulb-like  action  and,  in  proof  of  this  function, 
he  cites  the  fact  that  when  the  organ  has  been  removed  the  stump 
is  often  found  considerably  dilated  into  a  sort  of  diverticulum  or 
sea  mdary  gall-bladder. 

Anothei  interesting  point  which  adds  weight  to  leaver's  con 
tention,  I  have  observed  in  my  own  work  namely,  that  after  the 
removal  of  the  gall-bladder  and  also  after  a  simple  cholecystos- 
tomy,  the  abdominal  incision  has  broken  open  some  weeks  after 
it  had  been  fimih  united,  from  this  great  back  pressure  of  bile; 
and  in  cases  where  a  patent  common  duel  existed,  which  was 
proven  by  the  fact  that  much  free  bile  was  always  present  in 
thi  stools,  cleat  urine  was  voided  and  there  existed  no  jaundice 
even  in  the  conjunctiva. 

The  old  argument  thai  stones  recurred  in  the  gall-bladder 
alter  drainage  had  been  practised,  has  been  pretty  well  disproved 
by  the  work  of  Kehr,  Mayo,  Murphy,  and  Deaver,  who  combin- 
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edly  have  dnuc  over  three  thousand  gall-bladder  operations,  and 
in  their  experience  a  recurrence  of  gallstones  has  been  so  rare  as 
to  make  them  believe  that  they  were  overlooked  at  the  time  of 
operation  and  were  not  due  to  reformation  or  a  recrudescence  of 
the  original  inflammatory  process.  Kehr  had  2  1/2  per  cent. 
return. 

Another  objection  to  the  retention  of  the  gall-bladder  was 
the  long  drain  of  bile  for  weeks  and  sometimes  months,  which 
was  not  only  annoying  but  very  distressing,  and  possibly  caused 
the  existence  of  a  permanent  fistula.  Biliary  fistulas  which 
require  operative  measures  for  their  relief  are  exceedingly  rare, 
owing  to  a  better  technic  in  the  performance  of  cholecystostomy. 
Hen  tofore  the  gall-bladder  was  sewed  securely  to  the  abdominal 
wall,  but  now  the  careful  surgeon  sews  his  drainage  tube  into  the 
gall-bladder,  and  then  pursestrings  the  tube  so  as  to  avoid  leakage 
of  bile,  and  in  case  the  gall-bladder  falls  some  distance  away  from 
the  abdominal  wall,  he  surrounds  the  tube  with  a  little  gauze  which 
is  carried  through  the  incision  and  thus  a  drainage  canal  is  made 
by  adhesions  and  not  by  permanent  fixation  of  the  gall-bladder. 
Mucous  fistula,  on  the  contrary,  require  the  removal  of  the  gall- 
bladder, because  they  have  a  different  pathology,  and  in  order 
to  stop  the  chronic  oozing,  the  contracted,  distorted  gall-bladder, 
which  usually  has  a  stone  or  stricture  in  the  cystic  duct,  must  be 
ablated. 

It  is  now  generally  accepted  that  gall-bladder  disease  is  the 
result  of  bacterial  invasion,  not  only  from  the  intestines  through 
the  common  duct-  which  is  perhaps  the  most  frequent  avenues 
— but  also  by  way  of  the  portal  circulation.  Organisms  of  various 
kinds  are  absorbed  by  the  tributaries  of  the  portal  vein,  are 
carried  into  the  liver  substance,  and  then  find  their  way  into  the 
gall-bladder  and,  under  farvorablc  conditions,  develop  a  catarrhal 
or  inflammatory  process  with  their  associated  products.  If  the 
infection  is  severe,  an  acute  cholecystitis  results,  with  the  forma- 
tion of  mucus  and  pus,  but  not  gallstones,  and  the  inflammatory 
action  may  be  so  destructive  as  to  cause  ulceration  and  gangrene 
and  perforation  of  the  bladder  wall.  Gallstones,  however,  require 
for  their  production  a  low  grade  infection  with  a  certain  degree 
of  bile  stasis,  and  as  a  result  of  this  infection  \\c  get  a  prolifera- 
tive inflammation  of  the  lining  membrane  of  the  gall-bladder, 
and  the  cells  thus  produced  undergo  myelin  degeneration,  with 
the  formation  of  cholesterin.  The  deposition  of  this  cholesterin 
upon  an  organic  nucleus  of  blood,  pus,  mucus,  bacteria  or  any 
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foreign  material  like  silk  or  catgut,  together  with  accretions  of 
the  different  bile  salts,  produces  stones  of  various  colors,  sizes 
and  composition. 

Gallstones  usually  form  in  the  gall-bladder,  but  they  are  occa- 
sionally found  in  the  hepatic  ducts  and  bile  radicals,  and  from 
these  different  sources  find  their  way  into  the  common  duct, 
where  they  may  remain  lodged  in  its  lumen  or  at  the  ampulla  of 
Vater;  or  make  their  way  into  the  duct  of  Wirsung;  or  they 
may  be  discharged  into  the  bowel,  and  are  then  often  collected  by 
sieving  the  stools.  Gallstones  may  exist  and  ren.ain  in  compara- 
tive innocence  in  the  gall-bladder  and  produce  very  f&w  symp- 
toms other  than  perhaps  the  various  digestive  disturbances  pecu- 
liar to  chronic  gall-bladder  disease,  but  if  for  any  reason  the  bile 
ducts  become  more  or  less  obstructed  so  that  the  free  flow  of 
bile  cannot  take  place,  then  symptoms  varying  from  slight  dis- 
tress to  the  greatest  agony  are  complained  of.  It  is  believed  that 
attacks  of  pain  are  usually  the  result  of  the  movement  of  the 
stones  either  in  the  bladder  itself  or  in  their  passage  into  the 
cystic  duct,  or  in  their  exit  through  the  common  duct,  together 
with  the  co-incidental  irritation,  inflammation  and  distention  of 
the  gallbladder  and  the  ducts,  so  that  biliary  colic  or  pain  is  the 
most  common  and  distressing  symptom  of  calculus  disease,  but 
it  is  also  frequently  present  in  gall-bladder  disease  without  stones. 
The  pain  is  usually  referred  to  the  region  of  the  gall-bladder  and 
the  pit  of  the  stomach.  It  often  extends  to  the  base  of  the  right 
scapula  or  between  the  scapula;  and  runs  sometimes  into  the 
right  shoulder  and  down  the  right  arm  and  but  rarely  to  the  left 
side. 

Jaundice  is  a  very  important  symptom,  and  varies  in  intensity 
from  a  slight  staining  of  the  conjunctiva  to  the  most  intense 
bronzing  of  the  skin.  It  is  a  variable  symptom,  and  its  impor- 
tance and  frequency  is  variously  estimated  by  different  observers. 
Some  say  that  it  exists  in  only  20  per  cent,  of  the  cases,  while 
Others  claim  that  it  is  present  at  some  time  in  the  history  of  (In- 
case very  much  oftener.  It  is  due  to  obstruction  of  tin-  common 
or  hepatic  ducts,  either  from  within  by  stones  or  stricture,  or  to 
adventitious  bands  and  adhesions  or  growths,  angulations  and 
distortions  pressing  upon  their  lumen  from  without.  It  may 
also  be  due,  however,  to  a  large  stone  perhaps  impacted  in  the 
cystic  duct  and  pressing  upon  the  hepatic  at  or  near  its  junction 
tu  Form  tin  common  duct.  It  may  be  temporary  oi  persistenl 
in  character,  and  depends  whether  the  cause  remains  stationary 
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or  transitory,  and  the  degree  is  usually  in  direct  proportion  to 
the  amount  of  obstruction.  Nevertheless,  it  is  often  not  present 
and  many  capable  practitioners  have  been  led  into  fatal  mistakes, 
and  useful  lives  have  been  jeopardized  and  sacrificed  by  waiting 
for  jaundice  before  a  correct  diagnosis  was  made  of  calculus 
disease. 

I  wish  here  briefly  to  give  the  history  of  a  case  which  is  by 
no  means  uncommon  because,  in  my  experience,  many  of  my 
most  dangerous  operations  were  performed  on  persons  in  whom 
no  jaundice  was  present,  nor  could  I  get  any  account  of  its  previ- 
ous existence. 

Mrs.  L.,  aged  fifty-one;  the  mother  of  ten  children;  a  large, 
stout,  fleshy,  active  woman,  whom  I  saw  in  consultation  with  Dr. 
Hitzel,  and  diagnosticated  gall-bladder  disease  with  gallstones. 
She  had  been  in  bed  for  two  weeks,  and  her  suffering  at  times 
was  so  intense  that  half  a  grain  of  morphia  was  injected  hypo- 
dermically.  The  pains  usually  came  on  at  night  about  three  or 
four  hours  after  eating  supper.  She  stated  that  in  none  of  her 
confinements  did  she  suffer  as  in  one  of  these  paroxysms.  I 
sent  her  to  the  German  Hospital,  and  kept  her  under  observation 
for  a  few  days.  She  had  no  temperature  at  any  time,  and  twice 
it  was  necessary  to  inject  morphine  to  relieve  her  pain,  and  at  no 
time  could  I  elicit  pain  even  upon  deep  pressure  over  the  gall- 
bladder, nor  could  the  distended  organ  be  felt  through  the  thick 
abdominal  wall.  <  >n  the  morning  of  the  operation,  March  13, 
1909,  she  was  slightly  jaundiced  in  the  conjunctiva  and  skin. 
Upon  opening  the  abdomen  along  the  line  of  the  right  rectus 
muscle,  the  gall-bladder  was  seen  to  be  very  distended  and  dark 
in  color.  After  packing  gauze  carefully  and  deeply  into  the 
fossa  (behind  the  liver),  the  gall-bladder  was  opened,  thirty-eight 
stones  were  removed,  together  with  considerable  brownish,  ropy 
fluid.  After  all  the  stones  were  withdrawn  by  forceps  and  spoon 
and  the  bladder  made  as  clean  as  possible  by  very  free  irrigation, 
the  gauze  packs  were  taken  out,  the  ducts  carefully  examined, 
and  two  large  stones  wire  fell  deep  in  the  cysticus.  An  attempt 
was  made  to  milk  them  back  into  the  gall  bladder,  but  this  was 
only  partially  successful ;  one  was  dislodged  and  delivered  through 
the  bladder,  but  the  other  was  so  firmly  wedged  that  every  effort 
to  move  it  was  of  no  avail,  so  the  dun  was  opened  from  without, 
and  thi  removed  through  the  opening       It  was  large 

me  shaped,  and  evidently  Idled  to  distention  the  apex  of 
the  duct,  pressed  upon  the  hepaticus  and  caused  the   jaundice 
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The  gall-bladder  was  then  separated  from  the  liver  and  removed 
after  the  stump  had  been  carefully  tied  off  and  a  drainage  tube 
wrapped  in  gauze  was  placed  to  the  bottom  of  the  cavity. 

The  woman  reacted  well  and  had  an  uninterrupted  convales- 
cence; on  the  eighth  day  the  drain  was  removed  and  a  smaller 
piece  of  tubing  was  pushed  into  the  wound,  as  no  bile  had  es- 
caped thus  far.  On  the  eighteenth  day  she  complained  of  great 
pain  over  the  wound,  so  hot  linseed  poultices  were  applied  and 
frequently  changed,  and  on  the  following  day  bile  discharged 
freely  from  the  incision  which  had  opened  up.  It  increased  in 
amount  for  several  days,  and  then  gradually  ceased. 

In  this  case  the  bladder  was  not  seriously  crippled,  and  I  ne- 
moved  it  simply  because  I  had  split  the  wall  so  far  down,  in 
order  to  get  the  stone  out  of  the  cystic  duct.  A  stricture,  no 
doubt,  existed  in  the  duct,  as  no  bile  flowed  immediately  after  the 
stone  was  extracted,  and  it  evidently  did  not  yield  for  many  days, 
because  no  bile  was  discharged  along  the  drainage  tract  until  the 
eighteenth  day,  when  either  the  cut  in  the  cystic  duct  opened  or 
the  edges  of  the  tied-off  gall-bladder  separated  from  the  great 
vis  a  iergo  pressure  of  the  bile  current. 

Another  patient  upon  whom  I  operated  January  29,  1907,  had 
a  history  of  repeated  attacks  of  pain  for  three  years,  and  then 
periods  of  comparative  comfort,  occasional  chills  and  fever  for 
a  few  days,  but  no  jaundice.  I  removed  from  a  healthy-looking 
bladder  four  beautifully  facetted  stones  deep  down  in  the  cystic 
duct,  which  when  approximated  made  one  large  round  concre 
tion  the  size  of  a  hickory  nut.  At  the  time  of  the  operation  I 
thought  the  cysticus  was  open  and  expected  that  bile  would  How 
freely  I'nun  the  drainage  tube,  which  was  pursestringed  into  the 
bladder.  No  bile  was  ever  discharged,  but  a  mucous  fistula  con- 
tinued for  nine  months  with  periods  of  acute  suffering;  and  on 
September  1,  1907,  I  operated  a  second  time  and  removed  the 
gall-bladder  and  found  one  small  stone  deep  in  the  cystic  duct, 
which  was  overlooked  at  the  lii  t  operation,  rhe  bladder  was 
small  and  contracted,  but  its  coats  were  not  specially  thickened, 
and  I  have  no  doubt  there  would  have  been  no  trouble  occasioned 
by  its  retention.  It  was.  however,  easier  to  gel  the  stone  when 
the  bladder  wall  was  split  down  and,  therefore,  a  cholecystectomy 
was  performed.  The  slump  was  tied  off  carefully,  but  the  liga 
ture  slipped  and  a  profuse  hemorrhage  resulted ;  a  iter  some  little 
time  tin-  vessel  was  found  and  securel)  occluded,  and  the  wound 
uklv  closed   with  drainage.     Bile  discharged   from   the 
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wound  on  the  sixth  dav  and  continued  to  flow.  The  patient  did 
well  and  has  remained  in  excellent  health. 

These  are  the  only  two  cases  in  a  series  of  twenty-eight  in 
which  cholecystectomy  was  done,  and  of  the  remaining  twenty- 
six  many  were  acute  empyemas,  and  six  had  thickened  and  con- 
tracted gall-bladders,  but  bile  oozed  through  the  duct  after  the 
stones  were  removed,  so  it  was  thought  best  to  leave  the  bladder 
and  drain.  All  did  well  and  have  enjoyed  good  health  since  the 
operations. 

One  case  was  an  inoperable  cancer  of  the  gall-bladder  in  a 
woman  sixty-two  years  of  age.  Two  patients  died,  one  a  stout, 
young  man  of  forty  years  of  age,  whom  I  had  treated  for  years 
for  syphilis. 

I  saw  him  first  on  March  22,  1906.  He  was  dressed  and  about 
his  room,  but  complained  of  pain  and  tenderness  in  the  pit  of  the 
stomach  and  was  vomiting,  which  he  had  attributed  to  bowling 
the  night  before  and  a  little  too  much  beer.  I  made  the  diagnosis 
of  gall-bladder  disease,  and  put  him  to  bed.  His  temperature 
was  99  4.5.  On  the  following  day  he  was  worse,  his  temperature 
had  risen  to  102  2.5  and  his  pulse  was  116;  I  saw  him  again  in 
the  evening,  as  I  considered  him  seriously  ill,  and  on  the  following 
day  his  temperature  was  104  and  pulse  130.  There  was  no 
jaundice.  I  took  him  at  once  to  the  German  Deaconess's 
Hospital  and  operated.  I  found  a  very  acutely  inflamed, 
enormously  distended  bladder,  with  no  stones  and  no  adhesions, 
but  there  was  considerable  brownish  fluid  in  the  peritoneal  cav- 
ity; over  a  pint  of  pus,  mucus  and  bile  was  washed  out  of  the 
bladder,  a  tube  was  sewed  into  the  viscus  and  the  wound  closed. 
I  In  operation  was  simple  and  done  with  dispatch,  yet  the  man 
died  four  hours  afterward.      A  postmortem  was  not  permitted. 

The  second  was  a  woman  thirty-eight  years  of  age,  the  mother 
of  six  children,  youngest  nine  years  old,  whom  I  operated  upon 
April  10.  1908,  ai  the  German  Hospital.  She  bad  been  in  bed 
fine  week,  was  jaundiced  although  not  deeply  and  was  suffer- 
ing  from    pain    and    tenderness   over    the    pit    of    the    stomach, 

witli  nausea  and  vomiting.     She  had  a  temperature  of  ■ 

and  pulse  90.  Upon  opening  the  abdomen,  I  found  the  gall- 
bladdei  very  -mail  and  contracted,  in  a  dense  bed  oi  adhesions. 
I '[>on  seei  ion  it  was  found  to  contain  t  \\o  small  stones  and  a  little 
mucus.     After  separating   wh  1    to  be  a   solid   mass  of 

exudate,  I  came  upon  the  head  of  the  pancreas,  which  was  much 
enlarged  and  hard  as  a  stone,  probably  a  carcinoma.  Bleeding 
5 
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was  very  free,  and  the  abdomen  was  closed  after  leaving  a  piece 
of  gauze  in  the  wound.  The  woman  died  twelve  hours  after  the 
operation  from  shock  and  hemorrhage,  and  upon  postmortem 
examination,  the  pancreas  was  found  to  be  the  seat  of  scirrhous 
cancer.  This  fact  I  did  not  know  until  I  had  done  much  damage 
by  fruitless  tearing  of  adhesions,  because,  finding  a  contracted 
gall-bladder,  I  proceeded  to  expose  the  ducts. 

Courvoirsier's  law,  which  is  a  very  useful  guide  for  the  sur- 
geon, would  have  misled  me  in  this  case.  He  says  "  that  in  84 
per  cent,  of  the  cases  of  chronic  jaundice,  due  to  obstruction  of 
the  common  duct,  a  contraction  of  the  gall-bladder  signities  that 
the  obstruction  is  due  to  stones;  a  dilatation  of  the  gall-bladder, 
that  the  obstruction  is  due  to  causes  other  than  stones."  My 
patient  evidently  had  an  old  gall-bladder  trouble  with  the  pro- 
duction of  stones,  and  a  gradual  contraction  of  the  organ  took 
place  with  stricture  of  the  cystic  duct  and  superadded  cancer  of 
the  pancreas. 

In  the  practice  of  surgery  certain  methods  of  procedure  come 
.  to  us  as  a  result  of  our  own  experience,  together  with  the  study 
and  careful  analysis  of  the  work  of  other  men,  and  therefore  as 
a  general  proposition  to  which,  of  course,  there  are  some  excep- 
tions, I  would  say  that,  in  my  judgment,  the  gall-bladder  should 
be  removed. 

1.  For  acute  cholecystitis  with  gangrene. 

2.  In  chronic  cholecystitis  when  the  organ  is  so  thickened 
and  contracted  that  its  future  function — if  there  be  one — could 
not  be  restored,  and  where  the  cystic  duct  is  closed,  and,  there- 
fore, it  could  be  of  no  use  as  a  drainage  channel. 

3.  In  hydrops  where  we  have  a  large  bladder  and  cystic  duct 
obstruction. 

4.  In  cancer. 

5.  In  gunshot  injuries  or  perforations  from  accidental  causes, 
if  a  partial  cholecystectomy  is  not  advisable  or  possible. 

In  conclusion  I  beg  to  add  that  the  argument  which  I  have 
endeavored  to  make  in  this  paper  is  that  cholecystectomy  has 
been  performed  altogether  too  frequently  during  the  past  ten 
years,  and  that  it  is  often  an  unnecessary  operation.  That  it  lias 
a  higher  mortality  than  simple  cholecystostomy ;  that  ii  lakes 
much  longer  to  perform;  that  the  percentage  cures  of  our  patients 
are  greater  when  good  drainage  is  sought  for  and  carried  out 
ami  thai  this  drainage  is  most  effectual  through  the  gall-bladder 
by  way  of  the  abdominal  wall;  and  that  the  [lost-operative  ad 
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hesions  after  cholecystectomy  are  greater  than  after  cholecystos- 
tomy,  and  as  a  result,  perhaps  future  suffering.  And,  finally,  if 
for  any  reason  surgery  may  again  be  necessary,  the  dangers  and 
difficulties  are  much  increased  by  reason  of  the  absence  of  the 
gall-bladder,  which  is  always  of  service  as  a  landmark  to  dis- 
tinguish adjacent  structures. 

Deaver  says 

When  in  doubt,  I  say  drain  rather  than  remove  a  gall-bladder 
which  may  recover  itself;  better  do  this  even  at  the  expense  of 
a  fistula  (mucus)  which  will  call  for  a  second  operation,  than 
take  out  a  gall-bladder  which  may  again  normally  functionate. 
Better,  I  say,  do  two  operations,  in  an  attempt  to  save  a  gall- 
bladder that  may  recover  itself,  and  in  not  a  few  of  these  in- 
stances save  a  human  life  at  the  same  time,  than  do  an  operation 
which  will  certainly  sacrifice  the  one,  if  not  both. 
I  I]  lawake  Avenue. 

IK  >YV  CAN  WE  BEST  EDUCATE  WOMEN  TO  SEEK  RELIEF 
EARLY  FROM  CARCINOMA  OF  THE  UTERUS?1 

BY 

CARLTON  ('.  FREDERICK,  M.  D., 

Buffalo.   X.  V. 

As  such  a  very  large  proportion  of  cases  of  carcinoma  of  the 
uterusr  each  the  operator  too  late  for  successful  radical  opera- 
tion, its  eems  that  the  various  factors  which  are  at  work  produc- 
ing tin,  state  (if  alfairs  should  be  studied  and  analyzed,  with  the 
view  ofan  attempt  to  define  some  plan  of  procedure  or  educa- 
whieh  a  change  of  such  conditions  may  be  brought  about. 

All  pelvic  and  abdominal  surgeons  will  agree  that  more  than  50 
per  cent,  of  all  cases  of  carcinoma  of  the  uterus  and  more  nearly, 
80  per  cent,  to  90  per  cent,  present  themselves  at  a  stage  too 
far  advanced  for  the  operator  to  promise  success.  With  malig- 
nant neoplasms  of  the  breast,  the  same  used  to  be  true,  but  the 
public  are  becoming  more  alive  to  the  necessity  of  early  operation 
and  a  very  small  percentage  of  women  now  allow  a  lump  in  the 
breast  to  go  far  before  consulting  a  physician. 

To  a  limited  extent,  the  more  intelligent  women  arc  coming  to 
a  realization  of  the  urgent  necessity  of  early  operation  for  carci- 
noma of  the  uterus  and  are  learning  some  of  the  symptoms  of 
thai  dire  malady.  If  a  woman  were  to  lose  as  much,  or  even 
a  minor  percentage  of  blood  from  any  other  orifice,  as  she  does 

at  tlic  Twenty-second  Annual  Meeting  of  tin-  American  Association  of 
ins  and  Gynecologists  at  Fort  Wayne,  September  21-23,  *9°9- 


<J56  TRANSACTIONS    OF    THE   AMERICAN   ASSOCIATION 

from  the  vagina  when  flowing  excessively,  how  long  would  she 
refrain  from  consulting  her  physician?  It  is  the  old  story  of 
familiarity  which  breeds  contempt. 

Gradually  as  carcinoma  or  any  other  pathological  lesion  of 
the  uterus  grows,  the  flow  increases  in  quantity  and  duration 
and  the  woman  becomes  familiar  with  it  and  thinks  this  time 
that  it  will  stop  just  as  it  did  before,  hence  hopes  it  will  be  better 
next  time.  Besides  all  this,  is  she  not  at  the  period  of  the  meno- 
pause, between  forty  and  fifty"  and,  Mrs.  Smith,  her  neighbor, 
used  to  flow  profusely  when  she  had  her  change  but  is  now  all 
right.  She  may  have  consulted  her  docter;  he  didn't  examine 
her  and  suggested  the  same  idea,  change  of  life,  which  would 
relieve  her  of  all  her  troubles  when  she  has  once  finished  it.  It 
is  this  fetish  of  the  menopause,  and  the  belief  in  necessity  of 
profuse  bleeding  at  that  period,  which  holds  so  strong  a  place 
in  the  mind  of  the  laity,  which  has  been  fostered  by  the  medical 
profession,  and  which  has  been  the  cause  of  the  sacrifice  of  so 
many  lives  among  women  of  all  nations  and  all  times. 

If  we  could  but  teach  the  family  doctor  to  insist  on  an  exami- 
nation of  his  patient,  and  to  point  out  the  well  attested  fact  that 
too  frequent  and  too  profuse  bleeding  from  the  uterus  is  patho- 
logical, and  that  its  cause  should  be  sought  out,  it  would  be  well. 
He  should  not  gloss  over  the  condition  by  surmising  that  it  is 
due  to  the  period  through  which  the  woman  may  or  may  not  be 
passing.  True,  it  is,  that  sometimes  women  do  flow  profusely 
at  the  time  of  the  climacteric  and  escape  without  having  any 
severe  pathological  lesion  to  account  for  it.  but,  fight  here,  there 
is  usually  a  condition  which  is  not  taken  into  account  and  with- 
out being  given  due  thought  and  reasoning  is  considered  to  be 
a  parallel  case  to  that  of  the  woman  who  has  a  pathological  lesion 
and  flows  not  only  too  much  and  too  long,  but  also  too  frequently 
— namely,  the  woman  who  flows  profusely  at  her  period  when  she 
probably  has  not  menstruated  for  two  or  three  or  four  months, 
lias  a  physiological  reason  for  its  being  profuse,  and  the  old 
neighbor  woman  and  the  complacent  family  doctor  do  not 
recognize  the  difference  between  too  profuse  a  How  at  regulai 
or  too  frequent  inter\  als  and  that  which  comes  months  apart,  tine 
to  the  irregularity  of  (lie  "dodging  period,"  which  is  simply  a 
compensatory  flow,  making  up  the  general  average.  That 
flow  is  not  due  to  a  pathological  lesion;  it  is  simply  natural 
to  lose  in  one  period  all  she  would  have  lost  in  the  two  oi  three  01 
four  she  has  passed.      Hut  even  that  woman  should  lie  examined; 
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for  I  would  lay  down  and  enforce  the  rule,  were  it  possible  so  to 
do,  that  every  woman,  young  or  old,  should  be  thoroughly 
examined,  whenever  she  Hows  too  frequently  or  too  profusely 
I'm  any  number  of  periods  in  succession. 

We  all  have  had  patients  brought  to  us  by  the  attending  physi- 
cian, telling  the  tale  that  he  wanted  to  examine  his  patient  when 
she  first  came  to  him  a  year  or  so  ago,  but  she  would  not  submit 
to  it.  and  this  is  his  excuse  for  not  having  found  out  the  true 
condition.  We  all  believe,  we  all  know  that  this  is  the  merest 
foolishness.  If  the  doctor  whom  a  woman  consults  insists  and, 
at  the  same  time,  forcefully  explains  the  necessity  of  his  finding 
out  at  once  the  conditions,  not  one  woman  in  a  hundred  \\  ill 
dissent. 

But  what  shall  we  say  of  the  doctor  who  does  examine  his 
patient,  finds  an  eroded,  thickened  and  easily  bleeding  cervix, 
and  who  treats  that  patient  locally  for  months  while  he  sees  the 
growth  increasing  and  the  patient's  condition  getting  progress- 
ively worse3  Such  occurrences  are  not  a  rarity.  If  the  growth 
is  not  in  the  cervix,  but  in  the  endometrium,  there  is  more 
excuse  for  his  delay;  even  then  he  is  not  doing  his  whole  duty 
by  his  patient. 

What  constitutes  a  thorough  examination?  Certainly,  if  a 
digital  examination  finds  no  cause  for  the  bleeding,  the  endo- 
metrium must  be  investigated.  Therefore,  if  the  cause  of  the 
bleeding  is  not  found  in  the  cervix,  and  is  not  due  to  some 
other  growth  like  a  fibroid,  the  physician's  duty  plainly  is  to 
curet  and  submit  the  scrapings  to  careful  microscopical  examina- 
tion by  a  competent  pathologist.  Every  general  practitioner  is 
capable,  or  should  be,  of  doing  this,  but  if  he  feels  that  he  does 
not  desire  to  do  it,  he  should  at  once  refer  the  patient  to  one  who 
can  and  will  do  it  properly.  We  have  known  of  such  a 
physician  who  curets  a  patient  in  his  office  without  an  anesthetic, 
hoping  thereby  to  ascertain  the  true  condition.  This  is  an  im- 
propi  i  procedure  and  one  calculated  to  lead  to  failure;  there  is 
only  one  way  to  do  it  properly  and  successfully  and  that  is  under 
anesthesia  and  not  in  the  office.  If  she  has  not  a  carcinoma  01 
a  fibroid,  curetment  will  probably  cure  her. 

Be  it  far  from  me  to  find  too  much  fault  with  the  general 
practitioner  who  is  usually  intelligent  and  wide  awake  to  the 
best  interests  of  his  patient.  I  am  only  speaking  of  the  small 
minority  who  do  such  things  or  neglect  to  do  anything,  wishing 
to  show  them  the  error  of  their  ways.      There  is  also  a  need  for  a 
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crusade  of  popular  instruction  of  our  women  and  the  medical 
profession  alone  can  do  this.  The  laity  is  alive  to  the  necessity 
of  early  operation  for  acute  appendicitis;  the  laity  is  alive  also 
to  the  necessity  of  early  operation  for  breast  tumors  which  are 
located  where  they  can  see  and  feel  them.  But  because  they 
cannot  see  or  feel  the  malignant  growth  of  the  uterus,  and 
because  they  are  so  familiar  with  genital  bleeding,  they  allow  it 
to  grow  unheeded.  What  we  need  to  do  is  to  teach  women  the 
dangers  of  delay  when  they  have  abnormal  genital  discharges 
of  any  kind,  especially  if  they  be  offensive  or  consist  of  too  free 
or  too  frequent  discharges  of  blood. 

This  paper  is  too  elementary  for  this  presence  and  I  ask  your 
pardon  for  inflicting  it  upon  you  but  we  here,  as  everywhere  in 
our  professional  work,  must  act  to  a  certain  extent  as  teachers 
to  the  great  body  of  medical  men  whose  lines  of  practice  do  not 
bring  them  into  contact  with  so  large  a  number  of  these  cases 
as  is  our  fortune,  or  more  properly  put,  our  misfortune.  It  is 
our  duty  to  teach  them  and  through  them,  our  women.  Can 
we  do  any  more  than  to  publish  our  papers  and  the  discussion 
of  them  in  the  current  medical  journals?  I  have  chosen  this 
subject  particularly  with  the  hope  that  it  will  lead  to  a  discussion 
of  ways  and  means  by  which  we  may  do  something  more  promptly 
than  by  waiting  for  the  slow  evolutionary  changes  which  time 
brings  about.  Is  it  not  feasible  to  put  this  subject  before 
some  committee  of  the  American  Medical  Association  and 
through  them  secure  the  distribution  by  Boards  of  Health 
bulletins  which  can  be  placed  in  the  hands  of  women  generally? 
State  and  local  boards  of  health  are  instructing  the  general 
public  on  other  questions  of  sanitation  and  preventive  medicine. 
Tuberculosis  and  other  communicable  diseases  are  on  the  list, 
but  do  we  ever  see  anything  about  cancer,  the  scourge  which  is 
doing  so  much  fatal  work  everywhere?  Of  course,  nothing 
can  be  said  of  its  prevention,  but  much  can  be  said  to  instruct 
the  people  as  to  its  prevalence  and  of  its  symptoms  when  it 
.it t acks  t he  uterus. 

The  statistics  of  operations  done  for  carcinoma  of  the  uterus 
are  much  bettei  from  German  clinics  than  in  this  country,  nol 
b(  i  in  ie  they  have  more  skilful  operators  but  because  the  women 
are  operated  upon  earlier,  theii  women  have  been  taught  to 
consult  the  surgeon  earlier  when  they  have  symptoms  of  malig 
nant  disease  of  the  uterus.  I  think  there  is  a  belief  among 
general    practitioners   in    this   country,    that    hysterectomy    for 
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carcinoma  of  the  uterus  is  an  unsuccessful  operation  in  so  far 
as  it  prevents  recurrence.  Such  has  been  the  case  and  will 
continue  to  be  so  long  as  women  so  suffering  are  not  operated 
upon  earlier  than  they  have  been  in  the  past.  Early  radical 
operations  do  give  good  results,  and  they  ought  progressively 
to  give  better  and  better  results.  Hysterectomy  for  carcinoma 
of  the  body  gives  notably  better  results  even  in  late  cases  than 
when  the  cervix  is  involved.  Our  women  should  not  only  be 
taught  that  early  operation  gives  better  results,  but  also  that  the 
severity  of  the  operation  and  the  mortality  and  the  morbidity 
are  decreased  thereby. 
64  Richmond  Avenue. 


CALCAREOUS   DEGENERATION   OF  THE  FIBROID 

UTERUS   WITH   THE   PRESENTATION 

OF  A  SPECIMEN.1 

BY 
WALTER  B.  DORSETT,  M.  D., 

St.  Louis. 
(With  one  illustration.) 

Very  little  has  been  written  on  this  subject  of  late.  The 
older  writers  produced  some  literature  which  is  interesting  only 
so  far  as  the  rarity  is  concerned.  Aside  from  difficulties  that 
may  be  encountered  in  doing  vaginal  hvsterectomies,  namelv, 
the  bisection  of  the  large  fibroid  and  the  ligation  or  clamping  of 
the  broad  ligaments,  it  is  not  of  interest  now  unless  by  its  presence 
symptoms  demanding  operative  intervention  are  presented. 
Such  was  the  case  in  the  instance  that  demanded  the  operation 
I  am  about  to  report. 

CLINICAL    RECORD. 

Mrs.  O.;  age,  seventy-four;  nativity,  United  States.  Social 
condition,  widowed;  number  of  children,  four.  Number  of  mis- 
carriages, none.  Principal  symptoms:  severe  pain  in  the  back, 
dragging  sensation  in  the  pelvis,  and  interference  with  the 
function  of  the  bladder  and  rectum.  Rectal  tenesmus  at  times 
was  very  severe.  Menopause  at  the  age  of  fifty-six;  bowels 
constipated;  vaginal  secretions,  none;  urination,  painful  and 
intermittent ;  urine  analysis,  negative. 

1111  bimanual  examination  the  uterine  body  could  be  moved 
about  with  .ureal  ease  and  when  pressure  with  the  vaginal  finger 
was  removed,  the  mas,  would  drop  downward  in  the  lower  pelvis 
and  the  mass  then   became  wedged  in  between   the  rectum  and 

I  econd  Annual  Meet  \"<«iation  of 

Ob  ■■'■!  ologists  at  Fori  Wa  :,  1909. 
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bladder,  thus  explaining  the  interference  with  the  functions  of 
the  bladder  and  the  rectum.  On  account  of  her  advanced  age 
and  general  enfeebled  condition  the  operation  was  done  with  more 
dispatch  than  usual,  chloroform  and  ether  being  the  anesthetics 
used. 

On  opening  the  abdomen  the  tumor  was  found  lying  loosely  in 
the  pelvis  and  unattached.  On  grasping  the  mass,  the  operator 
was  reminded  of  the  sensation  usually  imparted  in  the  handling 
of  uterine  fibroids  with  a  long  pedicle.  A  supravaginal  amputa- 
tion was  done  and  the  abdomen  closed  within  a  few  minutes. 
The  patient  made  an  uninterrupted  recovery  and  left  the  hospital 


Calcan  ous  d  gi  m  i  ition  oi  fibroid  uterus.     (Sawn  through  center.) 

within    eighteen    days,    well   and    relieved    of    her   distressing 
symptoms. 

I  Ik  ligation  <>i  the  renal  artery  of  the  rabbil  by  Litterj  and  his 
subsequenl  discovery  of  deposition  of  calcium  sails  in  tin-  renal 

tubules,  probablj  i /es  thai  the  true  etiology  of  calcareous  de 

posits  lies  in   a   retrograde  process  due   \>>  deficiency  of  blood 
supply.     It  can  then  be  readily  seen  that   (lining  the  normal 
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atrophic  changes  in  the  uterus  due  to  decreased  determination 
of  blood  toward  the  uterus,  degenerative  changes  are  apt  to  occur. 
The  following  cases  have  been  gleaned  from  medical  literature 
at  hand : 

CALCAREOUS    DEGENERATION    OF    FIBROID    TUMORS. 

John  X.  Upshur,  of  Richmond,  Ya.,  records  in  the  Amer. 
J'TK.  Oust.,  isSi,  xiv,  108-m,  a  calcified  fibroid  of  the 
uterus  removed  at  autopsy.  In  the  October  number  of  the 
Amer.  Jour.  Obst.,  1879,  Dr.  J.  T.  Everett  reports  the  success- 
ful removal  of  a  tumor  of  this  kind  with  a  plate  of  the  specimen 
removed  and  makes  the  statement  that  a  review  of  medical 
literature  since  the  davs  of  Hippocrates  shows  but  fifty-one 
cases  and  of  these  only  thirty-three  are  well  authenticated. 

Dr.  Gibb  for  Mr.  J.  T.  Paul,  Xovember  15,  1859,  reports  in  the 
proceedings  of  Path.  Soc.  Phila.,  i860,  a  small  bony  tumor 
attached  to  the  upper  part  of  the  uterus  in  a  woman  fifty  years 
(lid  who  had  never  born  children. 

In  the  Amer.  Jour.  Obst.,  1891,  xxiv,  595,  G.  M.  Edebohls 
reports  three  myomata  extensively  calcified  removed  by  enu- 
cleation from  the  uterus  of  a  widow,  aged  sixty-three,  who 
menstruated  until  fifty.  Three  years  later  she  noticed  a  hard 
lump  in  the  lower  abdomen  which  slowly  increased  in  size  with 
pelvic  pain  and  pressure  symptoms. 

J.  Xeill,  Am.  J.  M.  Sc,  Phila.,  1867,  in  v.  lviii,  p.  43s,  reports 
the  case  of  an  unmarried  woman  fifty-eight  years  old,  who  had 
noticed  for  fifteen  years  a  swelling  in  abdomen;  had  no  trouble 
until  last  five  months,  at  death  the  tumor  was  six  inches  in 
diameter.  The-  tumor  surface  was  irregular,  covered  with 
patches,  nodules  and  cysts  containing  mostly  fetid  pus,  uterus 
impacted  in  the  pelvis  and  adherent  to  additional  morbid 
growths  originating  in  the  broad  ligaments.  Contained  several 
loculi  or  sacs  containing  greenisb  pus,  walls  were  extremely 
hard  and  infiltrated  with  lime. 

John  Bostock,  May  27,  [834,  in  Med.  Chir.  Tr.,  Lond.,  1835, 
tells  of  calculi  discharged  from  the  uterus  during  life.  These 
were-  small  bodies  the  size  of  a  pin's  he-ad  and  larger,  irregular 
and  resembling  decayed  teeth,  yellowish-white  in  color,  hard, 
could  not  be  cut.  They  were-  examined  and  found  to  contain 
phosphate  of  lime  and  a  small  quantity  of  the-  carbonate. 

Dr.  Robert  Lee,  in  the  same  journal  describes  several  cases 
and  mentions  one  where  a  portion  of  the-  tibia  of  a  chicken  was 
found  in  the  center.     Hippocrates,  Vesalius,  Salius,  Marcellus, 
Donatus  and  others  tell  of  many  wonderful  cases  oi    toi 
I  from  t  he  uterus  dui  ing  life. 

Charles  1'.  Noble,  Phila.,  in/.  Am.  Ass.,  Chic,  1906,  xlvii,  [88] 
1886,  presents  a  paper  entitled  "A  study  of  the  degenerations 
and  complications  in  2,274 cases,  also  a  study  of  4,880  consecutive 
cases  in  their  relation  to  carcinoma  and  sarcoma  of  the  uterus." 
Including  337  cases  of  the  writer,  Martin  205,  Noble  337,  Cub 
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lingworth  ioo,  Frederick  125,  Watt-Keen  (Hofmeiers)  Clinic  300, 
Hunner  100,  McDonald  2S0,  Lauwers  200,  Eastman  1 17,  Webster 
210,  Martin,  F.  H.  200,  total  2,274  cases.  Under  the  heading 
of  complications  and  degenerations  in  2,274  cases  relative  to 
the  tumor  and  uterus  he  states  that  Calcareous  infiltration  was 
present  in  thirty -nine  cases  or  1.7  per  cent,  calcification  of  the 
ovary  was  present  in  one  case.  In  Noble's  337  cases  calcareous 
infiltration  was  present  in  seven  cases. 

In  the  Cyclopedia  of  the  Practice  of  Medicine,  edited  by  D.  H. 
Von  Ziemssen,  1875,  vol.  x,  Schroeder  says:  "Induration  ac- 
companied as  it  is  by  arrest  of  growth  is  followed  by  the  deposit 
of  the  salts  of  lime.  The  presence  of  lime  in  irregular  veins  is 
first  observed  in  the  middle  of  the  tumor,  at  a  later  period  the 
deposit  may  be  more  considerable  so  it  is  difficult  to  saw  through 
the  tumor  and  maceration  betrays  the  existence  of  something 
like  coral  formation;  it  is  exceptional  for  the  process  to  begin 
on  the  outer  surface  forming  a  shell.  Calcareous  degeneration 
occurs  only  in  the  subperitoneal  and  interstitial  fibroids  and  is 
usually  only  met  with  in  smaller  interstitial  tumors.  Calcareous 
myomata  which  have  been  set  free  within  the  uterus  have  en- 
gaged the  attention  of  physicians  from  earliest  periods  under  the 
name  of  uterine  stones.  Hippocrates  stated  that  a  Thessalian 
maid  sixty  years  old  was  seized  with  pains  resembling  those  of 
labor  after  eating  leeks  and  that  a  rough  stone  was  extracted 
from  the  vagina.  Salin  tells  of  a  woman  delivered  of  a  stone 
resembling  a  duck's  egg  in  size  and  shape.  Louis  knew  of  eigh- 
teen cases  of  uterine  stone.  Yelpeau,  de  Coze,  Courty,  Duncan, 
and  Arnott  tell  of  cases." 

Saxinger  reported  a  case  in  which  the  surgeon  applied  forceps 
and  delivered  a  uterine  stone  the  size  of  a  child's  head. 

In  Medico-Chirurgical  Transactions  xxiii,  [840,  the  story  is  told 
of  a  stone  of  fifty  pounds  which  tore  the  rectum  by  its  own  weight 
on  the  occasion  of  a  fall.  In  the  museum  of  pathological  anatomy 
at  Erlangen  is  a  large  submucous  fibroid  measuring  13  inches 
by  8  1/2  inches  in  diameter  which  has  become  so  calcareous 
throughout  that  a  piece  of  the  tumor  which  has  been  sawed  out 
and  macerated,  simulates  the  structure  of  a  coral.  The  specimen 
was  furnished  by  Dr.  Bohn,  of  Gunzenhausen,  the  fibroid  weighed 

11  pounds  and  was  taken  from  the  body  of  an  unmarried 
woman  sixty  one  years  old,  who  never  bore  children  and  who 
died  of  marasmus.  She  first  noticed  it  when  about  thirt)  years 
old.  Il  lay  in  a  sacculated  portion  of  the  immensely  distended 
abdominal  walls,  between  the  upper  portions  of  the  thighs  in- 
clining particularly  to  the  lefl  side. 

Gusserow,  in  Cyclopedia  of  Obstetrics  and  Gynecology,  18871 
vol.  \.  says  "Calcification  is  the  last  step  in  regressive 
metamorphosis;  it  forms  a  barrier  to  the  further  development 
of  these  tumors.  Connective  tissue  impregnated  with  lime  salts 
is  an  amorphous  petrifaction   and  is  composed  of  phosphates, 

carbonates    and    sulphates,    they    are    frequently    expelled,    were 
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formerly  regarded  as  genuine  calculi  and  were  supposed  to  have 
originated  like  vesical  calculi.  We  sometimes  meet  concretions 
in  the  vagina  having  some  foreign  body  as  a  nucleus  as,  for 
example,  bone,  pessary  and  the  like,  thus  resembling  vesical 
calculi,  but  stones  from  the  uterus  are  probably  calcified  fibro- 
mata. Avieta  Candura  discussed  various  conditions  favorable 
to  the  formation  of  true  calculi  asserting  that  the  employ- 
ment of  hard  water  was  particularly  noxious  in  this  respect. 
Calcification  usually  affects  the  connective  tissue  of  the  tumor 
and,  therefore,  we  often  find  concentric  strata  of  lime  salts 
traversing  the  tumor  irregularly,  but  in  the  main  following  the 
course  of  the  bundles  of  fibers.  Rarely  we  find  that  the  outer- 
most layers  of  the  tumor  or  connective  tissue  capsule  alone  are 
affected.  When  the  connective  tissue  components  of  the  tumor 
become  calcified  the  interspersed  muscular  elements  are  prone 
to  undergo  degeneration  as  is  often  observed.  As  calcification 
is  most  frequent  during  the  climacteric  these  processes  are  prob- 
ably influenced  to  a  great  extent  by  the  condition  of  the  vessels 
of  the  uterine  wall.  The  more  the  nutrient  vessels  of  the  tumor 
atrophy  the  greater  the  extent  to  which  they  are  affected  by 
atheromatous  degeneration,  and  the  more  readily  will  calcification 
develop.  Both  small  pedunculated  as  well  as  large  interstitial 
growths  are  found  calcified.  Turner  maintains  that  the  con- 
stitution of  the  pedicle  and  the  condition  of  its  vessels  are  factors 
of  prime  importance  in  this  respect,  but  adduces  no  evidence  in 
support  of  his  view.  Large  tumors  may  become  calcified.  In 
older  literature  the  subject  of  calcification  was  sometimes  held 
to  be  ossification,  but  the  formation  of  bone  is  not  met  with  in 
this  connection." 

G.  Brown  Miller,  Chap,  xv,  in  Bovee's  Gynec,  1906  Edit.,  says 
"calcification  of  the  tissues  of  fibroids  leading  to  the  formation  of 
womb  stones  at  times  occurs,  usually  with  increasing  age.  They 
are  usually  composed  of  the  carbonates  and  phosphates  of  cal- 
cium and  may  be  of  considerable  size." 

Chapter  xvii,  1907  Edit.,  Webster.  "In  rare  cases  a  deposit 
of  lime  salts  is  found  in  fibroids  especially  in  the  pedunculated 
growths  with  narrow  pedicles  and  in  the  detached  tumors. 
Such  transformed  masses  have  long  been  known  as  womb  stones. 
They  are  rare  in  interstitial  growths  and  very  uncommon  in 
submucous  polypoid  tumors.  They  are  most  frequent  in  women 
of  advanced  age.  The  change  is  associated  with  imperfect  blood 
supply  to  the  tumor  and  is  usually  preceded  by  more  or  less 
fibroid  transformation.  Calcification  may  begin  in  the  per 
ipheral  layers  of  a  tumor,  a  complete  shell  being  sometimes 
formed  in  this  way,  or  it  may  begin  in  various  points  throughout 
the  tumor." 

Dudley,  1902  Edit.,  "Calcification  occurs  most  frequently  in 
subperitoneal  tumors  both  large  and  small.  The  process  ma\  In- 
general  or  local  and  may  pertain  to  the  fibrous  septa  or  to  the 
capsule.  Exceptionally  the  entire  tumor  is  displaced  by  lime 
salts  and  converted   into  a  stone,   the    so-called    womb  stone. 
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Such  stones  sometimes  take  a  high  polish.  The  whole  arrange- 
ment of  the  fibrous  septa  and  capsule  will  then  appear  repro- 
duced in  the  lime  salts  and  will  identify  the  tumor.  More  com- 
monly the  spaces  between  the  septa  do  not  calcify  but  disappear 
by  some  other  degenerative  process.  This  gives  the  calcified 
part  a  porous  wormeaten  appearance  or  coral-like  formation. 
When  calcification  is  chiefiv  or  wholly  in  the  fibrous  capsule  the 
tumor  is  covered  by  a  thin  hard  crust  which  closelv  resembles 
the  fetal  skull.'*  The  writer  cites  a  case  where  in  removing  a 
tumor  from  the  corpus  uteri  it  felt  so  much  like  a  fetal  head 
through  the  peritoneal  and  subperitoneal  structures,  that  he 
almost  abandoned  the  operation. 

Ellice  McDonald,  M.  D.,/.  .4 m.  Ass.,  1904,  xlii,  1344  (May  21), 
and  Albany  M.  Ann.,  1904,  xxv,  515-532.  Complications  and 
degenerations  of  uterine  fibromyomata.  A  pathological  and 
statistical  study  of  280  cases.  In  78S  cases,  calcification  was 
present  in  eleven  cases.  In  280  cases  of  fibromyomata  there  were 
hyaline  and  calcareous  degeneration  in  eight  cases;  calcareous 
degeneration  in  fourteen  cases;  calcareous,  necrotic,  and  hem- 
orrhagic degeneration  in  two  cases.  Twenty-three  examples  of 
calcareous  degeneration  existed  in  old  women,  one  being  below 
fifty;  they  varied  in  consistence  from  those  of  the  wornb-stone 
type,  ten  centimeters  across,  to  those  with  discrete  moderate 
calcareous  deposits. 

Noble,/,  ,4  m.  Ass.,  1904,  xlii,  1350,  under  an  article  relating  to 
complication  and  degeneration  of  fibroid  tumors  completed  to 
January  31,  1904,  or  278  cases,  calcareous  degeneration  was 
present  in  six  cases. 

Under  the  same  head  is  an  article  by  Dr.  Mary  Scharlieb  and 
it  also  appears  in  J.  Obst.  andGynec,  British  Empire,  1902,  vol.  i, 
page  323.  In  100  consecutive  cases  calcareous  degeneration  was 
present  two  tunes. 

Dr.  J.  M.  YVithrow,  Chichi.  Lancet-Clinic,  1904,  page  35,  re- 
ports a  case,  widow,  age  fifty,  one  child.  About  eighteen  years 
previous  she  thought  that  she  was  pregnant,  no  menstruation  for 
three  months,  abdomen  enlarged  rapidly  for  seven  months. 
The  tumor  was  loose  and  soft.  She  took  electrical  treatment 
and  under  this  the  uterus  decreased  in  size,  and  menstruation 
appeared  regularly.  Thirteen  years  ago  she  had  a  miscarriage  at 
four  months,  also  another  eight  months  later  at  six  months, 
twins.  About  twelve  years  ago  a  hem'orrhage  from  the  vagina 
came  on  which  continued  until  the  present  time;  at  the  time  that 
the  hemorrhages  appeared  she  noticed  the  tumor  begin  to  in- 
crease in  si/e.  Pressure  symptoms  appeared  affecting  the 
rectum  and  bladder,  legs  fell  tired  and  heavy.  At  operation 
the  1  in  1101  was  removed  with  great  difficulty.  It  was  stony  hard; 
was  -awed  ami  proved  to  be  a  hard  shell  r/4  inch  thick;  inside 
was  semisolid,  pulpy  material. 

I '.  S.  Thome,  in  Calif.  State  J.  M.  San.  Fran.,  1905,  iii,  332,  re 
ports  a  case.     Mrs.  S.,  age  thirty-two,  married.     Fibromyoma 
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of  uterine  bodv  and  a  number  of  small  subperitoneal  growths, 
(ine  attached  by  a  slender  pedicle  was  necrotic.  An  oblong 
tumor  of  stony  hardness  was  found  attached  to  the  pubic  arch 
and  forming  part  of  the  anterior  bladder  wall.  It  was  examined 
by  Professor  Ophuls,  of  Lane  Hospital,  and  found  to  be  a  cal- 
careous muscular  tumor  the  size  of  a  hen's  egg,  it  containing 
some  involuntary  muscle  but  was  mostly  dense  fibrous  tissue. 
It  contained  large  areas  of  necrotic  and  irregular  calcification. 
One  of  the  calcified  areas  was  transformed  into  bone  tissue. 

26  LlNMAR  BuiLl'I 

DISCUSSION. 

Dr.  J.  Henry  Carstens,  of  Detroit,  stated  that  some  thirty- 
five  vears  ago  a  woman  came  to  the  dispensary  with  fibroid 
tumors  of  the  uterus.  In  those  days  these  tumors  were  not 
removed  as  frequently  as  they  were  to-day,  and  so  nothing  was 
done.  Five  years  ago  this  same  woman  returned  and  she  had  a 
tumor  which  was  almost  identical  with  the  one  described  by 
Dr.  Dorsett.  In  fact,  she  had  three  tumors  which  were  packed 
in  the  pelvis,  causing  obstruction  of  the  bowels  and  bladder. 
He  operated,  removing  the  tumors.  One  tumor  was  about 
six  inches  long  and  four  inches  in  diameter.  These  tumors 
were  so  hard  and  so  solid  that  lie  could  not  cut  them  open  with  a 
knife,  but  had  to  split  them  with  a  hatchet  to  show  the  calcareous 
deposits.  The  point  he  wished  to  make  was  this,  that  no  matter 
how  long  these  cases  were  allowed  to  go  without  operation, 
sooner  or  later  the  tumors  would  undergo  calcareous  or  malignant 
degeneration,  and  so  on  general  principles  all  fibroid  tumors 
ought  to  be  removed. 

I'k.  Hugo  O.  Pa.ntzer,  of  Indianapolis,  reported  a  case  which 
was  very  similar  to  the  one  related  by  Dr.  Dorsett. 

M'PHROCOLOPTOSIS.' 

BY 
HOWARD  W.  LONGYEAR, 

Detroit,    Mich. 
(With  twenty  illustrations.) 

In  presenting  this  subject  to  tin-  Association  for  the  fourth 
time,  I  offer  no  apology,  as  the  nephrocolic  ligament  luning  been 
bora  here,  it  is  no  more  than  natural  and  right  that  the  child 
should  return  to  its  home  from  time  to  time,  to  report  develop 
Hunt  and  the  story  of  its  experiences,  and  possibly  subject  itself 
to  needed  advice  and  discipline.  In  my  opinion,  this  return 
should  be  repeated  until  such  time  as  its  growth  shall  have  be- 
come adequate  to  give  promise  of  its  perfect  maturity. 

I  believe  that  in  the  nephrocolic  ligament  I  have  discovered  the 

■  Read    at  thi    i  Meeti  American  Vssoi  iation  of 

■    21-23,  1908. 
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principal  positive  etiologic  factor  in  nephroptosis.  Believing 
that  a  nephroptosis,  because  of  the  action  of  this  ligament,  must 
always  be  secondary  to,  and  the  result  of,  a  coloptosis  (except 
when  due  to  trauma),  and  consequently  should  not  be  considered 
separately,  but  of  necessity  with  the  prolapsed  colon,  explains 
my  reason  for  the  etiologic  basis  on  which  the  subject  is  treated. 

My  contention  regarding  this  action  of  the  nephrocolic  liga- 
ment gives  a  raison  d'itreior,  and  assists  materially  in  proving  the 
truth  of  the  observation  of  Glenard — namely,  "Enteroptosis 
without  nephroptosis,  but  never  nephroptosis  without  enteropto- 
sis." This  fact  being  accepted,  the  consideration  of  trie  subject 
of  displaced  kidney  by  itself,  ignoring  its  cause  and  unavoidable 
accompaniment,  in  the  displaced  colon,  would  be  a  serious 
pathologic  error  and  an  omission  of  a  full  statement  of  fact, 
which  would  tend  to  lead  to  the  unsatisfactory  therapeutic 
results  that  have  usually  attended  the  treatment  of  cases  of 
"nephroptosis"  in  the  past. 

The  use  of  the  terms  "splanchnoptosis"  and  "enteroptosis," 
while  describing  a  condition  which  may  exist  in  exceptional  cases, 
gives  an  erroneous  idea  of  the  pathology  when  applied  to  all  cases 
of  nephroptosis,  and  tend  to  lead  into  a  maze  of  uncertainly  and 
indefmiteness  regarding  both  etiology  and  treatment. 

Gastroptosis  may  be  present  with  a  nephroptosis,  but  not 
necessarily  so,  as  is  the  case  with  a  coloptosis,  and  when  so  present 
is  almost  inevitably  a  sequel  to  the  nephrocoloptosis  and  one  of 
the  later  developments  of  the  pathology. 

Hepatoptosis  has  no  anatomic  connection  to  be  influenced 
by  a  nephrocoloptosis,  and  may  occur  independently  of  any  of  the 
other  conditions.  To  get  at  a  working  basis  for  treatment  it  is 
true  that  all  of  these  conditions  ami  their  relations  to  each  other 
must  be  considered,  but  a  concentration  of  thought  upon  the 
beginning  of  the  involvement  of  the  pathology  is  necessaiv  to 
such  an  end.  and  it  is  upon  this  point  that  my  endeavors  are 
especially  focused. 

Still  more  misleading  is  it  to  look  into  the  pathologj  no  farther 
than  tlie  loose  kidney.  I  believe  that  because  of  the  commonly 
accepted  and  erroneous  idea  of  considering  the  displaced  kidney 
by  itself  tlu-  full  pathological  situation  is  misunderstood  as  well 

as  the  true  significance  ami  value  of  the  symptomatology.     It  is 

quite  commonly  asserted  by  a  number  of  authors  that  this  little 
body  when  movable  can,  by  the  pressure  of  its  weight,  cause  a 
variety  of  serious  disorders,  such  as  a  kink  in  the  colon  by  drag- 
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ging  it  down;  uterine  displacements  by  the  right  kidney  falling 
upon  the  organ;  appendicitis  by  its  weight  interfering  with  the 
circulation  of  the  organ;  ovaritis;  salpingitis;  menorrhagia; 
metrorrhagia;  hematocele;  cystitis,  and  the  like.  When  one  con- 
siders that  the  weight  of  the  kidney  is  but  from  four  to  six 
ounces,  this  all  seems  absurd,  and  when  the  fixation  of  it  by  the 
old  methods — even  when  anatomically  successful — so  often  not 
only  failed  to  relieve  the  numerous  manifestations  attributed 
to  it,  but  made  them  worse,  it  is  no  wonder  that  many  physicians 
have  become  skeptical  on  the  whole  subject,  and  advise  their  pa- 
tients to  rather  "bear  the  ills  they  have,  than  fly  to  those  they 
know  not  of." 

Patients  are  often  told  that  the  displaced  kidney  is  of  little 
importance,  and  that  all  that  is  necessary  is  for  them  to  get  fat 
and  they  will  be  all  right.  That  is  quite  a  safe  prognosis,  as 
these  patients,  usually,  cannot  get  fat,  but,  on  the  contrary, 
continue  to  loose  flesh,  regardless  of  wisely-directed  dietetic 
regimen,  change  of  climate,  tonics,  etc.  These  are  the  patients 
I  hat  may  be  temporarily  benefited  by  the  Weir-Mitchell  treat- 
ment of  forced  rest  and  feeding.  They  get  up  feeling  much  im- 
proved and  think  they  are  cured,  but  the  erect  position  soon 
begins  to  cause  a  return  of  the  irritation  of  the  digestive  organs, 
and  consequent  interference  with  nutrition,  and  the  fat  fades 
away  and  the  old  drag  of  colon  on  kidney  and  duodenum  begins 
again.  The  rest  treatment  is  not  to  be  decried  in  these  cases, 
but  an  operation  should  precede  it,  when  the  rest  and  feeding  will 
assist  materially  in  making  the  cure  permanent. 

1  believe  that  a  more  general  use  of  the  x-ray,  a  more  thorough 
palpation  technic,  and  a  due  appreciation  of  their  sympto- 
matology will  result  in  a  needed  improvement  in  the  early 
di  i  i'  i, is  of  these  cases  and  consequently  in  the  treatment  of  less 
of  them  for  neurasthenia,  intestinal  indigestion,  chronic  appendi 
citis,  cholelithiasis,  cholecystitis,  gastric  dyspepsia,  etc.,  and  the 
use  of  a  practical  therapeusis  based  on  the  existing  pathology 
— the  cause,  and  not  the  effect  will  then  receive  attention.  No 
one  can  foretell  the  stage  of  a  nephroptosis  in  which  tortion  of  the 
pedicle  may  occui  and  an  attack  of  Dietl's  crises  be  precipitated. 
\\  ithoul  fixation  by  surgical  means  all  cases  arc-  liable  to  the  ac- 
cident at  any  time.  The  attacks  are  not  only  severe  and  painful 
at  the  time,  but,  especially  when  long  continued,  sequelae  of  a 
serious  nature  arc  liable  to  eventuate 

Diagnosis    of    these    displacements    has    not     been    taught    to 
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students  in  any  practical  way  in  the  past,  and  of  recent  years  it 
is  but  superficially  done.  The  use  of  posture,  palpation  and  the 
x-ray,  in  abdominal  diseases,  should  be  as  thoroughly  taught 
clinically  as  the  physical  diagnosis  of  diseases  of  the  chest,  which 
receives  so  much  attention.  Very  few  general  practitioners 
know  how  to  examine  a  patient  for  nephroptosis,  so  they  do  not 
recognize  them,  and  then  they  wonder  where  the  other  fellow 
finds  so  many ! 

I  recently  operated  on  a  case  of  extreme  nephroptosis  suffering 
from  severe  neurasthenia  and  malnutrition  who  had  spent  the 
last  year  in  a  fruitless  search  for  health,  trying  sanitariums, 
osteopathic  and  other  kinds  of  treatment,  and  had  been  examined 
by  a  number  of  reputable  physicians,  but  only  one — a  neurolo- 
gist— told  her  she  had  a  floating  kidney,  and  he  only  barely  men- 
tioned it,  and  remarked  that  it  might  trouble  her  some  time! 
She  said  she  had  had  many  elaborate  examinations  of  her  chest, 
blood-tests  galore,  tuberculine  tests,  urine,  sputum,  etc.,  but  no 
one  even  suspected  the  kidney  and  colon.  She  had  been  treated 
by  them  all  for  neurasthenia  and  intestinal  indigestion.  The 
foregoing  is  only  one  of  many,  but  a  very  common  picture,  and  it 
should  not  be  so. 

The  diagnostic  obsi  tsi-ve  apathy  that  exists  among  the  rank  and 
file  of  the  profession  regarding  the  pathology  in  question  is  almost 
beyond  belief  or  explanation.  I  believe  the  tendency  to  neglect 
this  very  serious  pathologic  condition  is  simply  a  bit  of  everyday 
human  nature — a  natural  desire  not  to  find  things  which  are  not 
of  a  definitely  understood  character  and  which  cannot  be  remedied 
at  all  satisfactorily  when  found!  What  I  hope  to  be  able  to 
accomplish  is  to  assist  in  remedying  this  unsatisfactory  state  of 
affairs. 

The  prevalence  of  nophrocoloptosis  is  widespread  and  not 
wholly  confined  to  any  class,  nationality,  age,  or  sex.  The  floal 
ing  kidney  is  found  aim  nig  the  Bedouin  women  who  live  a  nomadic 
life  close  to  nature,  where  the  developmental  restraints  of 
civilization  and  the  corset  play  no  part,  as  well  as  among  the 
women  of  the  must  civilized  countries,  where  dress,  artificial 
ways  of  living,  etc.,  arc  so  much  in  evidence.  The  hard  working 
muscular  factory  girl  and  the  delicate  pampered  society  belle 
suffer  equally.  Many  cases  of  nephroptosis  have  been  noted  in 
young  children.  I  have  seen  a  well  marked  case  in  a  girl  of  eight 
years  of  age. 

\  comprehensive  understanding  of  tin-  subject   should  lead 
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to  more  thorough  diagnostic  effort  directed  to  the  kidney  and 
colon  than  is  usually  displayed  in  the  public  institutions  con- 
ducted for  the  treatment  of  those  suffering  from  nervous  and 
mental  disorders.  I  have  been  of  the  opinion  for  a  lout;  time  that 
our  asylums  and  sanitariums  have  many  chronic  invalids  whose 
mental  recuperation  could  be  given  a  start  by  the  discovery  and 
treatment  of  this  condition.  Many  may  also  be  saved  from  the 
asylum  by  the  early  recognition  of  the  condition,  as  the  long- 
continued  malnutrition,  intestinal  irritation  and  toxemia,  neuras- 
thenia, etc.,  caused  by  the  displacement,  are  so  frequently  the 
chief  factors  in  the  commencement  of  the  mental  break-down 
The  young  woman  who  has  a  sudden  nervous  break-down, 
preceded  i<<\  some  time  by  indigestion,  flatulence,  headaches. 
insomnia,  progressive  emaciation,  anaemia,  etc.,  may  be  suffer- 
ing from  nephrocoloptosis  and  nut  to  be  one  of  those  common 
cases  u  here  the  easy  diagnosis  of  "just  nerves"  is  made. 

The  perfect  construction  of  a  well- designed  machine  re- 
quires that  it  shall  be  so  made  as  to  perform  its  work  properly, 
and  at  the  same  time  to  continuously  do  its  work  for  a  reasonable 
period  of  lime  without  breaking  down  or  becoming  out  of  order. 
That  these  purposes  may  be  fulfilled,  the  first  requisite  that  the 
designer  insists  on  is  that  the  materials  used  shall  be  of  the 
quality  best  adapted  to  the  uses  of  the  various  parts  of  the 
mechanism.  An  imperfectly  tempered  spring,  die,  or  cam, 
results  in  impel  l<  d  work  of  the  machine,  if  not  in  utter  failure. 

The  human  body  the  most  perfectly  designed  of  all  machines 
—must  be  constructed  under  the  same  specific  requirements 
to  enable  it  to  perform  its  given  work  in  a  perfect  manner,  that 
rious  functions  shall  work  in  harmony,  and  the  purelj 
mechanical  parts  operate  without  friction  or  failure,  and  not 
break  or  give  way  when  subject  to  the  normal  strains  of  the 
working  machine  Hut  tight  there,  in  the  specification,  comes 
the  unsurmountable  difficulty,  flu-  great  Master  Mechanic  who 
designed  this  machine  made  the  specifications  perfect  and  plain 
to  understand,  but  they  art'  not  always  lived  up  to  in  the  con 
struction,  and  the  results  are,  naturally,  variable  one  will 
SUCCUmb  to  the  first  strain  almost  as  soon  as  finished  some 
\  ital  part  in  such  an  instance,  inheriting  the  tissue  too  fragile  to 
do  its  pail  in  the  work  of  life.  Defective  construction  in  others 
may  be  shown  in  functional  disorders  leading  to  incomplete 
olism,  gOUty  diathesis,  tubeleiilai  tendencies,  etc.,  or  the 
lack  of  structural  integrity  may  be  marked  in  the  purely  median 
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ical  tissues — those  which  have  to  do  with  the  binding  together 
of  different  parts — the  sustaining  tissues — aponeurosis,  fascia, 
tendon  and  muscle.  The  tendency  to  hernia,  uterine  displace- 
ments, lateral  curvature  of  the  spine,  prolapse  of  the  internal 
organs  of  the  body,  etc.,  may  be  transmitted  by  heredity  as  well 
as  a  crooked  nose,  imperfect  teeth  or  other  improperly  constructed 
anatomy.  A  man  says  he  has  a  hernia  caused  by  a  strain,  whereas 
the  strain  was  but  a  contributing  incident  while  the  real,  the 
fundamental  cause,  of  his  rupture  existed  before  he  was  born, 
even  at  the  inception  of  his  existence  concealed  in  the  germinated 
ovum.  Finely  drawn  theories  and  elaborate  arguments  are  not 
necessary  to  substantiate  this  position  as  clinical  evidence  in  its 
favor  is  abundant. 

On  the  other  hand,  it  does  not  seem  reasonable  that  the  small 
weight  of  the  kidnev  alone  is  sufficient  to  cause  its  displacement, 
even  when  loosely  secured,  and  so  we  must  look  to  the  secondary 
or  contributing  causes  for  the  link  to  complete  the  causative 
chain.  To  prove  it  when  found  it  must  be  always  present  with 
the  nephroptosis,  and  its  action  must 'be  positive — mechanically 
positive.  I  contend  that  in  coloptosis  and  the  action  of  the 
nephrocolic  ligament  these  conditions  are  fulfilled.  This  con- 
clusion is  substantiated  by  the  evidence  of  my  radiographic 
investigations,  which  show  coloptosis  present  in  all  of  a  large 
number  of  cases  of  nephroptosis  examined. 

That  the  kidney  is  influenced  by  the  bowel,  and  not  the 
bowel  by  the  kidne\r  is  proved  by  the  fact,  as  stated,  that  all  the 
cases  of  prolapsed  kidnev  had  also  prolapsed  bowel,  while  a 
number  of  radiographs  showed  prolapsed  bowel  with  normally 
placed  kidney  (endorsement  of  Glenard's  theory).  The  presence 
and  action  of  the  nephrocolic  ligamenl  makes  it  the  most  impor- 
tant factor  in  connection  with  the  secondary  or  contributary 
causes,  as  by  il  the  prolapsing  colon  pulls  the  kidney  out  of  place. 

I  he  factors  necessary  for  the  occurrence  of  nephrocoloptosis, 
I  believe  to  be  four  in  number,  namely:  (i)  Weak  hepato-colic 
ligament;  (2)  prolapse  of  cecum  and  ascending  colon;  (3) 
loose  attachment  of  kidney  at'its  hilum  and  to  Gerota's  capsule; 
1  |i  strong  and  short  nephrocolic  ligament. 

Without  this  combination  the  kidney  will  not  lie  displaced, 
If  the  kidnej  is  bound  strongly  to  the  back  by  the  tissues  around 

the  hilum  and  1>1 1  vessels,  and  well  adherent  toGerota'scapsule 

ias  usually  found  in  postmortem),  it  should  not  only  be  impossible 
to  dislodge  it   by  such  traction,  lait,  with  a  short  nephrocolic 
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ligament,  this  mechanical  arrangement  should  assist  in  pri    i  k 
ing  a  coloptosis,  and  I  believe  this  to  be  the  normal  mechanical 
actii  m  of  these  parts. 

Reference  to  the  radiographs  of  casus  will  show  that  the 
laxity  of  the  peritoneal  attachment  of  the  colon  at  the  hepatic 
flexure  is  the  key  to  the  whole  line  of  decensus.  \\  hen  this  gives 
way  the  cecum  and  ascending  colon  drop,  and  the  drag  on  the 
kidney  through  the  nephrocolic  ligament  begins.  Hence  I  be- 
lieve the  right  kidney  descends  or  not,  according  to  the  laxity  of 
its  supports  and  the  degree  of  traction  exerted  on  it  through  the 


-Right    kidney,  cecum,  and  ascending  colon.     Nephrocolic   ligament: 

or's  operation  of  nephrocolopexy.  The 

dn       and   bowel.     2.  The  edge  turned 

■      ■  [ts  ass  down  and 

merge  into  the  ligament. 


nephrocolic  ligament .  by  the  dropping  of  the  ascending  colon  and 
cecum,  which  is  permitted  by  a  lax  hepato  colic  ligament. 

Coloptosis  without  nephroptosis  1  believe  to  be  due  to  the 
presence  of  a  long,  loose  nephrolic  ligament,  which  allows  the 
bowel  to  descend  without  making  traction  on  the  kidney.  I 
have  found  this  to  be  true  in  three  operal  ions  done  for  the  cure  of 
constipation  and  colonic  irritability,  in  cases  of  coloptosis 
without  nephroptosis. 

Much  lias  been  said  of  late,  regarding  the  body  shape  as  a 
cause  of  nephroptosis,  and  deductions  made  based  on  elaborate 
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measurements  and  mathematic  calculations,  but  I  have  found 
this  theory  to  be  of  little  practical  use  from  either  an  etiologic  or 
diagnostic  standpoint.  While  a  large  number  do  have  a  con- 
formation of  body  described,  many  do  not  fill  the  requirements  at 
all,  so  that  I  have  come  to  look  upon  the  imperfectly  developed 
body  in  these  cases  as  due  to  the  same  primary  cause  as  the 
ptoses  which  are  so  frequently  found  associated  with  it — namely, 
hen  ditary  laxity  of  restraining  tissues.  Thus,  the  bodv  shape  is  in 
no  sense  a  cause,  but  simply  a  concomitant  condition. 

A  thorough  consideration  of  the  symptomatology  and  diagnosis 
would  alone  occupy  more  than  the  time  at  my  disposal,  there- 
fore, the  salient  points  only  under  these  heads  will  be  touched  on, 
and  most  profitably  in  connection  with  the  radiographic  reports 
of  cases.  I  cannot  be  too  emphatic,  however,  in  emphasizing 
the  value  of  early  diagnosis,  which  should  not  be  difficult  if  the 
meaning  of  the  symptoms  produced  by  the  condition  is  under- 
stood. All  obscure  cases  of  neurasthenia,  malnutrition,  derange- 
ment of  the  colonic,  gastric,  or  hepatic  functions,  etc.,  should  be 
carefully  examined  for  displacement  of  the  kidney  and  bowel — or 
that  of  the  colon  alone,  which,  while  the  most  difficult  of  diagno- 
sis, will  occasionally  be  found  to  be  at  the  bottom  of  the  trouble. 

TREATMENT. 

While  much  may  be  said  regarding  the  nonsurgical  treatment, 
especially  on  the  subject  of  prophylaxis — the  beginning  of  ob- 
servation and  treatment  of  cases  of  immature  development  in  the 
young  being  of  the  utmost  importance-  also  treatment  bj  rest 
and  forced  feeding,  massage,  mechanical  supports,  etc.,  could  lie 
profitably  considered,  but  the  time  will  not  permit,  so  1  shall 
simply  map  out  my  general  plan  of  treatment,  and  give  a  few 
illustrative  cases,  showing  \  ray  findings,  etc. 

I  consider  all  cases  of  nephroptosis  operative,  because  the  con- 
dition of  coloptosis  which  accompanies  it  i^  progressive,  and 
nutrition  is  bound  to  be  affected  by  it.  Operation  in  suitable 
cases  should  precede  all  other  treatment  Xo  patient  should  be 
operated  on  who  shows  indications  of  acute  irritation  oi  the 
kidneys  or  in  which  tin-  kidney  to  be  operated  is  known  oi  mis 
pected  to  be  pathologic  in  any  way  rhe  general  plan  of  treat- 
ment is  :is  follow  -,: 

The  day  prior  to  operation  the  bowels  are  completely  evacuated 
by  giving  ,i  double  seidlitz  powder  every  two  hours,  beginning 
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early  in  the  day,  until  five  or  siN  free  watery  evacuations  have 
been  induced.  The  early  administration  of  the  cathartic  is 
necessary,  so  that  the  bowels  may  become  quiescent  by  evening, 
thus  insuring  a  quiet  night  and  the  resumption  of  normal  con- 
ditions on  the  morning  of  operation. 


Fig.  2  — Longyear's  kidney  elevator. 

The  seat  of  operation  is  sterilized  in  the  evening  and  covered 
with  a  sublimate  pad,  which  is  removed  at  the  time  of  operation 


A     Position   >>f   prolapsed    kidney   showing   compression   of    ureter. 
I!.  Position  of  kidney  when  replaced  by  fixa  ephrocolii   ligament. 

and  the  skin  scrubbed  with  a  gauze  sponge  and  alcohol.  The 
operation  is  performed  in  the  usual  position  for  all  kidney 
operations,  using  the  simple  kidne)  elevatoi  which  1  show  you 


sue, 
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and  which  I  have  devised  for  this  work.  (Fig.  2.)  It  is  com- 
posed of  two  parts — a  metal  round-topped  dome  having  a  round 
hole  in  the  top  through  which  is  fitted  a  common  ice  cap,  which  is 
half-filled  with  warm  water  when  in  use.  The  appliance  can  be 
used  on  any  table. 

The  details  of  the  operation  are  practically  as  described  in  my 
previous  paper  published  in  our  transactions  for  1906,  so  I  will 
not  go  into  the  technic  at  this  time,  except  to  say  that  the 
success  of  the  operation  depends  largely  on  the  ability  of  the 
operator  to  secure  the  entire  nephrocolic  ligament  well_  below  the 
lower  pole  of  the  kidney  and  attach  it  in  such  a  way  that  it  will 
remain  secure  and  hold  up  the  kidney  and  immobilize  the  as- 
cending colon  and  cecum.      (Fig.  3. 1 


I-'h..  i-     I  .<  mg  iporter. 

The  wound  is  dressed  in  the  usual  manner,  and  then  a  large 
thick  pad,  filling  the  entire  abdominal  space  below  the  navel, 
is  firmly  applied  with  adhesive  plaster  and  a  binder,  which  is 
kepi  in  place  during  the  time  the  patient  is  in  bed.  The  patient 
is  kept  in  bed  for  eighteen  days,  lying  on  the  back  or  right  side 
for  operation  on  the  right  kidney,  or  the  back  only  For  double 
nephrocolopexy. 

1  hi  arising,  the  previously  fitted  abdominal  truss  band,  which 
I  show  \  mi,  is  applied.     I  Fig.  4.) 

The  truss  attachment  is  formed  of  thin  spring  brass  and  is  cut 
out  and  accurately  fashioned  to  each  patient  by  means  of  a 
previously  in.nU-  pattern  of  sheet  lead,  winch  permits  of  ac 
curate  adjustment  to  the  peculiarities  of  conformation  of  each 
individual.     A  pad  is  attached  to  the  under  surface  of  the  band. 
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above  the  pubis,  and  just  beneath  the  central  portion  of  the  truss. 
This  band  is  t < >  be  worn  until  the  patient  shall  have  gained  suffi- 
cient intraabdominal  fat  to  sustain  the  transverse  colon,  and 
thus  render  the  use  of  the  band  unnecessary.  I  consider  the  post- 
operative band  a  necessity,  because  the  colon  in  all  of  these  cases 
has  become  dilated  and  elongated  by  long-continued  distention 
and  needs  support  of  some  kind  until  its  future  cmiescence  shall 
result  in  a  possible  contraction  for  the  intraabdominal  fat  pad 
shall  support  it. 

A  most  important  part  of  the  postoperative  treatment  is 
that  relative  to  the  colonic  function.  As  the  use  of  cathartics 
tends  to  continue  the  long-standing  condition  of  irritability  of 
the  colon,  which  is  pathognomonic  in  these  cases,  their  use  is 
strictly  prohibited  unless  absolutely  necessary.  Instead  of 
cathartics  a  plan  of  lubrication  is  instituted,  and  for  this  purpose 
"petrolatum  oil"  is  used,  giving  a  tablespoonful  afternoons  and 
bedtime.  This  being  a  paraffin  and  not  a  fat,  it  is  not  saponified 
or  changed  in  the  alimentary  canal,  but  passes  through  un- 
altered, and  so  acts  in  a  mechanical  way  to  lubricateand  smooth 
out  the  angulated  and  irritable  bowel.  The  patient  is  directed 
to  assist  the  unloading  of  the  lower  bowel  by  a  low  enema  of  nor- 
mal salt  solution  every  evening,  if  no  movement  has  been  had 
during  the  day.  The  bowels  soon  act  regularly  without  the 
enema  and  then  the  oil  is  gradually  diminished  as  the  bowels  be- 
come normal  in  their  action,  as  they  soon  do,  almost  invariably 
after  this  operation. 

The  radiographs  of  the  reports  of  cases  which  follow  are 
selected  from  a  large  number  as  illustrative  of  certain  points  in 
pathology.  They  were  taken  for  me  by  Dr.  P.  M.  Hickey,  of 
Detroit.  Quite  a  number  of  our  earlier  efforts  were  failures, 
but  of  late  improved  appliances,  taking  the  radiograph  with  the 
subject  in  the  standing  position,  and  more  definite  knowledge  as 
to  the  use  oi  the  bismuth  necessary  to  produce  the  shadow,  have 
all  combined  to  give  better  results.  It  is  for  this  reason  that  the 
mosl  of  tin  radiographs  which  I  show  are  of  recent  date.  They 
show  diagnostic  possibilities  in  this  line  of  work  which  should  be 
used  more  generally  than  it  is.     To  better  bring  out  the  salient 

points  for  re] luction  of  the  photographic  prints,  the  important 

points  have  been  outlined. 

The  patient  is  given  one  ounce  of  C.  P.  subnitrate  of  bismuth 
suspended  in  a  pint  of  milk — or  still  better,  a  pint  of  kumiss.  A 
radiograph   is  taken  of  the  stomach,  when  so  desired,    immedi- 
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ately  afterward,  and  one  of  the  colon  in  from  twelve  to  twenty 
hours  thereafter.  If  the  bowels  have  been  loose,  or  a  cathar- 
tic has  been  previously  given,  a  much  shorter  time  should 
be  observed  than  in  cases  having  constipation,  or  normal  colonic 
activity.  Radiographs  thus  taken  give  a  good  idea  of  the 
position  of  the  stomach,  cecum  and  transverse  colon,  which  is  all 
that  is  desired  in  this  class  of  cases.  The  bismuth  should  be 
used  by  enema  to  ray  the  descending  colon,  sigmoid,  and  rectum. 

NOTES  ON  RADIOGRAPH  CASES. 

(Examination  of  patients  for  nephroptosis  made  in «the  dorsal 
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Fig. 5.-    Showsverj  lowpoint  reached  I  [G.  6.  —  Sbowsresull  of  moderate  re 

b;  cecum  and  appan  ntly  complete  relax-         taxation  of  the  hepatoi  olii  ligament. 

.1!  I'  11  1  if  the  bepatocolic  ligament. 

decubitus,  <>r  lateral   decubitus,  with  Sexed    thighs  and   knees, 
and  deep  inspiration  used  to  dislodge  the  kidney.) 

Dii  ti's    ( ';  ist  s . 

1.  Operative  Casi  XV  Female,  single,  fort}  twoyearsold. 
Attack  of  Dietl's  crisis  three  weeks  before  examination.  Swell- 
mi;  and  tenderness  in  right  side,  also  pain  and  tenderness  in 
righl  inguinal  region,     ( Fig.  5. 1 

Operation  April  3,  1907.  Harpei  Hospital.  Nephrocolopexy 
and  abdominal  section,  with  myomectomy  oi  three  small  tumors, 
and  appendectomy.  Appendix  found  adherent  to  abdominal 
wall  ucai  the  internal  ring. 

Mi.  j,  1909.  Kidney  in  normal  position.  No  pain  in  that 
region  Nutrition  much  improved  and  lias  gained  in  flesh. 
Still  wears  the  abdominal  hand. 
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Extn  mi    Xi  urastht  nia. 

2.  Operative  Cam:  XXXIV.— Female,  forty-two  years  old, 
married,  two  children.  Seeks  relief  for  neurasthenia;  constant 
headache;  progressive  emaciation;  almost  constant  pain  in  ab- 
domen, back  and  thighs;  and  alternating  diarrhea  and  constipa- 
tion. Is  a  chronic  invalid,  and  unable  to  stand  or  walk  but  for  a 
few  minutes  at  a  time. 

Examination  showed  right  kidney  entirely  below  the  costal 
margin,  with  patient  in  the  dorsal  position,  and  without  in- 
spiratory effort,  also  a  ruptured  perineum  of  second  degree,  and 
endometritis.      (Fig.  6.) 

Operation.  November  3,  1908,  nephrocolopexy,  perineorrhaphy 
and    curettage,  at    St.    Mary's    Hospital.     In    bed    five    weeks. 


ft 

Fig.   7.     Shows  complete  prolapse  Fig.  8.    -Shows  resull  of  moderate  re- 

of  colon.  laxation  of  the  hepatocolic  ligaments  in  a 

young  patient. 


July  3,    1909.     Has  gained  thirteen  pounds  and  feels  better 
and  stronger  in  every  way.      Still  has  some  abdominal  tenderness, 
and  ..er  nerve  tune  and  endurance  are  returning  slowly. 
Bowels  normal  by  the  use  of  the  petrolatum  oil,  once  daily. 

BilaU  ral    V<  phrocoloptosis. 

3.  Female,  thirty  six  years  old,  married,  no  children;  factory 
hand      Seeks  reliei  foi  pain  in  the  left  side,  weakness  and  general 
emaciation       Is  very  nervous  and  can  work  bul  about  half  the 
time     often  lias  to  leave   work   because  of  pain  in  side  and  ex 
haustion       lias  large  frame,  broad  chest  and  abdomen. 

Examination  showed  righl    kidney  entirely  below    the  costal 
margin  with  patient  on  the  Kit  side,  during  deep  inspiration; 
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and  the  left  kidney  partially  below  the  ribs  with  patient  on  the 
right  side.      Vaginal  examination  was  negative.      (Fig.  7.) 

Operation  on  both  sides  advised,  and  hospital  arrangement 
made,  but  patient  sought  other  advice,  and  died  of  pneumonia 
following  an  abdominal  section  three  weeks  later. 

R  ight  Neph  rocolopto  s  i  ■ . 

4.  Operative  Case  XXXIX. — Female,  single,  twenty-five 
years  old.  Seeks  relief  for  neurasthenia,  malnutrition,  debility, 
headache,  dizziness,  nausea,  flatulence,  cramps  in  the  abdomen, 
sleeplessness  and  dysmenorrhea.  Never  can  sleep  on  the  left 
side,  as  it  causes  palpitation  of  the  heart.  Bowels  constipated 
and  require  constant  attention. 


Fig.  9. — Enormously  distended  cecum.  Fig.  10.     Showing  verj  low  position  of 

Appendix  behind  pubes,  showing  fallacy  right  side  of  colon  and  large  collection  of 
of  McBurney's  point  as  a  diagnostii  index  gas  at  the  splenic  flexure  where  the 
in  these  cases.  transverse   mow   ascending)  colon  meets 

the   descending  colon,  forming  an  acute 
angle 

Examination  shows  right  kidney  entirely  below  costal  margin. 
Left  lateral  position,  with  deep  inspiration  necessary  to  bring  it 
down,  when  it  remained  so  until  replaced  manually.     (Fig.  8.) 

Operation  April  13,  1909,  at  Harper  Hospital;  nephrocolopexy 
and  dilatation  of  cen  ix  uteri. 

Weight  at  operation,   94  pounds. 

Weight  June  7,  1909,    too  pounds. 

Wright  Sept.  1,  1.909,  1 06  pounds,  when  she  reported  bowels  in 
perfect  condition;  has  discontinued  the  petrolatum  oil. 

Right  Nephrocolo  ptosis  Enormous  Cecum. 

5,  Female,  twenty  six  years  old,  married,  no  children. 

Socks  relief  for  excessive  nervousness,  emaciation,  headaches. 
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nausea,  frequent  attacks  of  itching  all  over  the  body,  constipated 
bowels  and  genera  debility.  Can  walk  but  little,  and  spends 
much  of  her  time  lying  down.      (Fig.  9.) 

Examination  in  the  left  lateral  position,  on  deep  inspiration 
right  kidney  drops  down  to  umbilicus.  Operation  recom- 
mended but  deferred.  Is  now  under  the  care  of  a  gastroenterolo- 
gist;  wears  an  abdominal  support;  reports  she  is  not  much,  if  any, 
better.      Xote  the  enormously  distended  cecum. 

Right  Nephrocoloptosis  Partial  Occlusion  at  Splenic  Flexure. 

6.   Female,    thirty-seven    years    old.    married,    four    children. 

Seeks  relief  for  burning  sensation  over  entire  abdomen,  quite 
constant  pain  in  left  side  above  the  hip,  dryness  of  the  mouth, 
and  alternating  diarrhea  and  constipation.      (Fig.  10.) 

Examination  in  left  lateral  position,  deep  inspiration  brings 
right  kidney  entirely  below  the  costal  margin.  Notable  for  the 
large  collection  of  gas  at  the  splenic  flexure,  where  it  is  apparently 
hi  Id  by  the  angulation,  and  is  the  apparent  cause  of  the  pain  in 
this  side. 

Operation  advised. 

Typical  Case  Showing  Extreme  .V<  urastht  nia. 

:  Operative  Cam:  XXXVIII. — Female,  forty-two  years  old, 
married  eighteen  years,  one  child  sixteen  years  old,  menstrua] 
history  normal. 

Seeks  relief  for  neurasthenia,  general  debility,  malnutrition, 
isia,  loss  of  memory,  etc.  Thinks  injury  is  a  railroad 
accident  main-  years  ago  caused  a  shock  to  the  nervous  system, 
and  that  the  present  illness  is  due  to  it.  Has  lost  thirty  pounds 
in  five  years.  Spends  most  of  her  time  lying  down;  constipation 
vt  i\  troublesome,  requiring  daily  medication  or  enema.  Mentality 
much  impaired,  being  unable  to  carry  on  a  connected  conversa- 
tion. Has  no  hallucinations.  Sleeps  little  and  never  on  the  left 
side.  Frequent  griping  pain  in  bowels  and  mucus  in  stools. 
Must  pain  in  Kit  side  of  abdomen. 

Has  been  to  sanitariums  and  health  resorts  fur  years  with  no 
benefit,  and  has  consulted  various  kinds  of  specialists,  from  the 
neurologist  to  the  osteopath,  without  benefit.  They  all  advised 
change  of  scene-  and  climate  after  unsuccessful  periods  of  treat- 
ment. The  diagnosis  was  usually  "neurasthenia"  and  "intes- 
tinal indigi  —tii  ■  t  i 

Examination  February  27,  [909.  Facial  expression  drawn 
and  tired  looking;  complexion  muddy,  almost  to  jaundice. 
Abdominal  walls  thick,  flaccid  and  relaxed.  Deep  inspiration, 
dorsal  position,  right  kidney  can  be  kit  down  to  the  umbilicus, 
and  does  not  return  without  manual  assistance.  With  patient 
on  tin-  hi  1  side,  and  knees  drawn  up,  the  kidney  is  felt  well  in  the 
median  line.  Left  kidney  not  displaced.  Some  tenderness  at 
M<  Bumey's  point  cecum  and  ascending  colon  noi  the  appendix. 
See  fig.   11  for  position  of  appendix.; 


812 


TRANSACTIONS    OF    THE    AMERICAN"    ASSOCIATION" 


Vaginal  examination  showed  ruptured  perineum  of  second 
degree,  reetoeele  and  uterine  hyperplasia. 

February  28.  X-ray  showed  the  cecum  in  the  bottom  of  the 
pelvis  as  far  as  gravity  could  take  it.  and  the  transverse  colon 
very  1< >w,  causing  sharp  angulation  at  the  splenic  flexure.  < cause 
of  pain  in  this  side.) 

Nephrocolopexy,  perineorrhaphy  and  curettage  recommended. 

March  4,  (909.  Operation  at  Harper  Hospital.  In  bed  three 
weeks. 

April  1,  discharged  from  Hospital,  recovery  ideal  in  every  way. 
April  17.  Bowels  regular,  without  medication  of  any  kind  since 
operation;  feels  well  and  is  gaining  in  flesh.  Left  for  Atlantic 
City. 


Fie.  11. — Showing  great   prolapse  of 
cecum  and  moderate  prolapse  of  mms- 


t  it..  1 2.  -Showing  result  of 
relaxation  of  hepatoi  olic  ligament. 


May  20,  returned  from  Atlantic  City;  bowels  regular  and 
appetite  good,  lias  no  abdominal  pain,  and  lias  gained  eighteen 
pounds. 

Jul)  30,  io<>o.  Bowels  regular.  Often  walks  two  miles  a 
day  without  fatigue.  Sleeps  well;  has  gained  thirty-two  pounds 
since  operation.  Mentality  greatly  improved,  is  sprightly  and 
vivacious  and  enjoys  life.  On  sending  her  t<>  I>r  Hickey  for 
anothei  \  ray,  he  was  especial!)  struck  with  the  greatly  improved 
facial  expression  and  mental  tone.  Radiograph  a  poor  one.  1  >r. 
Hickey  said  1  had  made  her  tun  fat  lor  a  good  one. 
Right  N(  pkrocolo  ptosis. 

9  Operativi  Case  XL  Female,  thirty-seven  years  old, 
married,  one  child.     Seeks  reliel  foi   neurasthenia,  approaching 
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melancholia  in  spells  of  depression;  nervous  irritability;  dyspepsia; 
diarrhea:  pain  over  whole  abdomen,  but  especially  in  left  side; 
emaciation;  muddy  complexion.  Has  passed  the  greater  part 
of  the  past  two  years  in  sanitariums  and  health  resorts,  and  has 
consulted  various  specialists.  Was  treated  by  them  all  forneuras- 
thenia  and  intestinal  indigestion  and  toxemia,  and  had  all  kinds 
of  examinations  of  blood  and  secretions  made. 

Sleeps  well,  which  is  unusual  in  these  cases. 

Examination  showed  the  right  kidney  entirely  below  the  costal 
margin  while  in  the  dorsal  position.      (Fig.  12.) 

Operation  May  6,  1909,  at  Harper  Hospital.  September  29, 
1909,  reports  great  improvement  in  every  way.  Gained  thirteen 
pounds;  complexion  is  clear,  bowel  movements  improving,  rarely 
has  diarrhea.  Her  family  reports  great  improvement  in  the 
nervous  irritability.  Rarely  has  pain  in  the  left  side,  and  only 
occasional  attacks  of  indigestion. 

Typical  Case  Having  Dutl's  Crist   . 

10.  Operative  Cask  XXXXI. — Female,  twenty-six  years 
old,  married  two  months.  Was  always  thin  and  dyspeptic,  and 
bowels  constipated.  Oastroptosis  diagnosticated  a  year  before, 
and  has  worn  an  abdominal  support  for  it.  Has  had  two  attacks 
of  Dietl's  crises — one  three  weeks  before  marriage  and  the  other 
two  weeks  after  that  event.  Had  fever  with  both  attacks, 
which  were  also  attended  with  much  swilling  of  the  right  kidney 
and  surrounding  structures,  with  albumin,  casts  and  red  blood 
cells  in  the  urine,  which  conditions  persisted  for  some  time  after 
tin-  subsidence  of  the  acute  symptoms.      (Fig.  13.) 

Patienl  senl  to  St.  Mary's  Hospital  and  put  to  bed  after  the 
second  attack,  and  kept  under  treatment,  with  absolute  rest. 
For  lour  weeks,  when,  all  indication  and  symptoms  of  local  irrita- 
tion having  subsided,  and  the  urine  cleared  up,  the  operation  of 
uephrocolopex)  was  pi  tiormcd  on  June  12,  1909.  A  retroverted 
uterus  was  restored  by  the  Alexander  operation  at  the  same  time. 
Recovery  without  incident.  In  bed  four  weeks.  August  20, 
reported  in  good  condition,  no  pain,  bowels  regular  by  using 
pi  trolatum  oil,  appetite  good,  and  increasing  in  weight. 

Coloptosis  without  Nephroptosis. 

12.  Operative  Casi  I.  Female,  fifty-six  years  old,  single. 
Seeks  relief  tor  insomnia,  loss  of  flesh  (forty  pounds  in  three 
years  progressively  increasing  nervous  irritability  and  depres- 
sion, and  tears  loss  of  mind  (and  looks  it).  Face  drawn  and 
distressed;  complexion  muddy,  bowels  very  constipated  and 
movements  attended  with  pain  in  the  abdomen.  .Much  pain 
in  the  left  side  over  the  hip  -especially  at  night,  when  lying, 
and  often  has  severe  cramps  of  tin-  muscles  of  the  thigh  of  this 
side.      1  figs.  14  and  15.) 

Repeated    examinations    in    various    positions    showed     both 
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kidneys  to  be  normally  placed  and  no  other  abdominal  or 
pelvic  trouble.  Radiograph  June  20,  1909,  of  stomach  and 
June  2i,  of  colon.  July  10,  1909,  applied  my  abdominal  band 
and  prescribed  pretrolatum  oil. 

September  16,  1909.  Reports  some  improvement  in  sleeping, 
and  bowel  movements.  Still  has  abdominal  pain,  though  less 
severe. 

(Operation  performed  at  Harper  Hospital,  October  15,  1909. 
Good  recovery  1 

14.  Operative  Case  XL VI. — Female,  thirty-three  years  old; 
single;  office  girl.  Had  ulcer  of  the  stomach  at  fourteen.  Seeks 
relief  for  frequent  attacks  of  pain  in  the  abdomen,  and  a  constant 
sensation  of  burning  in   the  abdomen  and  sides.      Walking  in- 


Fig.  1.;.-  Showing  general  coloptosis  Fig.  [4.  Showing  general  coloptosis, 
and  large  fecal  mass  a<   splenic  Sexure. 

creases  symptoms,  which  are  gradually  becoming  worse.     Very 
thin  and  always  constipated.      (Fig.   16.) 

Examination  in  dorsal  position  showed  right  kidney  below  the 
costal  margin,  and  wlun  on  the  hit  side  was  felt  partly  to  K  it  of 
umbilicus.  Operation  at  Harper  Hospital,  September  14,  1909. 
Good  recovery. 

Nephro  gastro  coloptost  r. 

is.  Female,  twenty-nine  years  old,  married,  three  children. 
Neurasthenia,  emaciation,  pain  in  abdomen,  "bearing  down," 
backache,  dyspepsia,  nausea,  lias  had  several  operations  dur- 
ing the  past  seven  years,  besides  having  her  children  appen- 
dectomy, abdominal  section  for  adhesions,  curettage,  peri- 
neoi  1  haphy. 
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Examinations  showed  the  right  kidney  down  only  when  on  the 
'nil  side,  with  deep  inspiration.      (Figs.   17  and   18.) 


<  lastr  ipto 


Fig.  16.     Showi 
of  colon. 


pmplete  prolapse 


Fig     1  ■■.     Showing   result    of    g 
relaxation  of  hepatocolic  ligament. 


Fig.  1 7      Show  ing  quite  exti  1 


Abdominal  hand  applied  July  20,    1909,  causes  nausea,  and 
docs  not  use  it. 

( Iperation  deferred. 


S16 
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Coloptosii    without  Nephroptosis. 
(Radiographs  before  and  after  operation.) 

17.  Operative  Case  XLI. — Female,  forty-two  years  old, 
married,  three  children. 

Seeks  relief  for  constant  pain  in  the  left  side,  above  the  hip, 
and  in  the  loin.  Cannot  walk  or  work  because  of  it.  Has  had 
it  for  six  months.  Abdominal  section  one  year  before  by  myself 
for  hematoma  of  both  ovaries. 

Examination  showed  both  kidneys  normally  placed.  Muscles 
in  the  left  loin  very  rigid  and  abdomen  on  same  side  full  and  tlat 


Fig.  [9.     Show  ing  result  1 A 
taxation   of   hepatocolu    ligament,  and 
( .  illei  in  hi   of   gas   .11    in  mi'    a 
flexure,  1  lefore  1  iperation. 


Fir.   jo     Showing  elevation  of  cecum 
and  i"  h. nil   flexure  and  a  tendeni  j    to 
n  of  the  sag  i"  the  lefl   oi   the 
transverse  colon.   (See  position  of  silver- 
wire  sutun    I 


on  percussion.  Patient  sent  to  the  hospital,  a  cathartic  given, 
and  high  enema  used,  and  examination  made  under  ether,  which 
was  negative  in  result,  excepting  that  it  showed  complete  relaxa 
lion  and  normal  condition  of  the  muscles  of  the  loin. 

Patient  was  kept  in  bed  under  constant  observation  for  a  week 
without  a  change  in  the  pain,  which  was  nearly  constant. 

lime  29,  Mi'i'i.  1  ray  made  showing  large  collection  of  gas  at 
splenic  flexure  and  complete  ptosis  oi  cecum.       (FlG.    I').  1 

Operation  al  limpet  Hospital  July  1,  1909.  Very  long  and 
loose  nephrocolic  ligament.  No  pain  in  the  lefl  side  aftei  the 
operation;   alter  t  hue  weeks  in  bed  and  one  week  Up,  went   home. 

Octobei    $,  reports  no  pant  and  is  improving  in  every   way. 

1  i      ,o  . 

Ilms  far  1  have  operated  on  fifty-one  eases  by  this  method 
and  have  had  no  mortality,  which  is  noteworthy,  as  is  pei  cent 
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Hi'  them  had  abdominal  sections,  and  66.6  per  cent,  minor  opera- 
tions in  addition  to  the  nephrocolopexy. 

A  complete  report  of  my  cases  is  in  course  of  preparation,  and 
will  soon  be  ready  for  publication.  A  brief  summary  of  results, 
noting  only  the  salient  points,  is  as  follows: 

SUMMARY    OF    CASES. 

Number  of  operations  since  January  8,  1905,  fifty-one. 

RESULTS. 

Position  of  kidney: 

Perfect,  twenty-nine;  improved,  eight;  failure,  one. 

Nutrition  as  shown  by  body  weight: 

Increase  from  five  pounds  to  twenty-five  pounds 
within  a  year  after  operation,  thirty-four.  No  in- 
crease, four. 

Regulation  of  the  movements  of  the  bowels: 

Normal,  either  without  medication  or  by  the  use  of  the 
petrolatum  oil,  thirty. 
Improved,  six. 
Not  improved,  two. 

Ner\  OUS  system: 

Very  much  improved  within  one  year,  seven. 
Much  improved  within  one  year,  twenty-seven. 
Not  improved  within  one  year,  four. 
(Older  cases  show  most  improvement.) 

Endurance : 

Very  much  improved  within  one  year,  fourteen. 
Much  improved  within  one  year,  fifteen. 
Not  improved  within  one  year,  nine. 
(The  older  cases  show  greatest  percentage  of  improve- 
ment in  this  respect.  1 

Dietl's  crises 

Two  cases,  both  completely  cured. 

Cases  not  reported  because  of  inability  to  reach  them, 

i.i  too  recently  operated,  thirteen. 

flu-  most  noticeable  immediate  betterments  are:  improved 
nutrition,  as  3hown  by  increase  of  body  weighl  which,  in  some 
Cases,  i--  verj  rapid  and  relief  from  colonic  catarrh,  constipa 
tion  ami  the  general  symptoms  of  colonic  irritability. 

Inst  what  is  accomplished  b)   the  fixation  of  the  bowel  that 

leads  to  the  remarkable   improvement  in  the  action  of  tin    colon 

has  been  an  interesting  study  to  me.     Until  1  had  postoperative 

radiographs  made,  1  attributed  the  improvements  to  the  eleva- 

7 
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tion  of  the  cecum  and  ascending  colon,  but  as  the  radiographs — 
even  in  my  best  cases  of  recovery — indicate  too  little  change  in 
this  respect  to  be  counted  on  as  the  only  positive  factor,  I  have 
come  to  the  conclusion  that  the  improvement  is  largely  due  to  the 
immobilization  of  the  gut,  caused  by  the  fixation,  which  acts  as  a 
substitute  for  the  relaxed  and  deficient,  hepatocolic  ligament. 
The  reverse  peristalsis,  alternating  with  the  forward  peristalsis, 
producing  the  churning  action  of  this  part  of  the  colon,  is  prob- 
ably facilitated  by  the  fixation,  as  well  as  the  passage  of  the  con- 
tents of  the  bowel  over  the  hepatic  flexure.  The  benefit  to 
nutrition  I  attribute  to  the  removal  of  the  traction  on  the  duode- 
num as  well  as  to  the  resumption  of  the  normal  action  of  the 
cecum.  The  neurasthenia  disappears  more  slowly,  but  does  so 
surely  as  the  nutrition  continues  to  improve. 

Cases  should  be  under  careful  observation  for  at  least  a  year 
after  operation,  as  the  old,  long-standing,  bad  habits  of  nerve, 
muscle  and  mucosa  do  not  give  way  completely  at  once,  so  that 
assistance  and  guidance  are  often  necessary  till  the  natural  func- 
tions have  been  entirely  restored. 

In  cases  previously  attended  by  severe  neurasthenia,  great 
tenderness  of  the  abdomen,  gastric  irritability,  etc.,  much  benefit 
has  been  derived  by  some  of  my  patients  from  a  course  of  post- 
operative sanitarium  treatment,  in  which  forced  rest  and  feeding, 
freedom  from  care,  abdominal  fomentations,  etc..  were  the 
principal  restorative  agencies. 

In  fact,  the  complex  pathologic  conditions  presenting,  in  a 
great  proportion  of  these  cases — especially  those  of  long  stand- 
ing— demand,  for  their  welfare,  the  best  they  can  obtain  from 
the  surgeon,  the  gastro-enterologist  (or  internest),  and  the  hi- 
stitutionist.  When  this  principle  is  generally  acted  on,  and  these 
specialists  get  together  and  work  in  harmony  with  these  patients, 
each  doing  his  verv  important  share,  and  -i\  ing  the  best  to  be  had 
in  his  field,  and  not  jealously  opposing  each  other,  then  will  the 
greatest  gain  be  made  in  their  treatment  and  the  enteroptic  will 
cease  to  be  the  reproach  of  the  profession  that  it  has  been  for 
many  years. 

^7 1  Woodward  Avi  mi. 
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RUPTURE   OF  THE  UTERUS   DURING  LABOR.1 

A    STUDY    BASED     UPON    THE    CASES    TREATED    IN    THE    THREE 
DIVISIONS    OF    THE    NEW    YORK    LYING-IN    HOSPITAL. 

BY 

RALPH  WALDO  LOBENSTINE,   M.  0. 

New  York. 

[With  seven  illustrations.) 

The  cases  of  rupture  of  the  uterus  that  have  conic  under  my 
care,  either  directly  or  indirectly,  have  made  such  a  profound 
impression  upon  me,  because  of  the  very  high  maternal  and 
fetal  mortality,  carrying  with  it  so  much  suffering  and  anguish — 
the  greater  part,  or  all  of  which,  might  be  avoided — that  I  feel 
it  will  perhaps  not  be  amiss  if  I  attempt  at  this  time  to  present 
for  your  consideration  the  essential  features  of  this  important 
subject. 

We  have  had  under  our  care  at  the  Lying-in  Hospital,  in  a 
series  of  60,000  cases,  forty-six  cases  of  complete  rupture  of  the 
uterus,  twenty-nine  of  incomplete  rupture,  and  three  of  rupture 
of  the  vaginal  vault  without  actual  laceration  of  the  uterus.  It 
is  interesting  in  this  connection  to  note  that  complete  ruptures — 
as  shown  by  our  figures  as  well  as  by  those  of  other  observers — 
are  of  more  frequent  occurrence  than  the  incomplete.  This  re- 
lation, however,  must  be  due  in  a  measure  to  the  fact  that  doubt- 
less many  cases  of  the  lesser  grades  of  severity  pass  at  times 
unrecognized. 

.4  rupture  ofthi  11/1  rus  nun  occur  <it  any  time  during  lln  In  U  iiihl 
second  >tag<    ,  or  even  during  the  latter  months  of  pregnancy. 

The  condition  of  '  complete  rupture"  is  found  but  seldom 
among  the  wealthy.  It  occurs  far  more  often  in  multipara"  than 
in  primipara.  In  the  Lying-in  Hospital  series  there  were 
forty-four  cases  of  complete  rupture  in  the  former  and  only  five 
in  the  lal  tei  (1  his  includes  1  he  three  cases  of  rupture  of  the  vaginal 
vault);  while  in  the  "incomplete  type"  there  were  eleven 
multipara-  and  eighteen  primiparae. 

■  Read  by  invitation  at  the  Twenty-second  Annual  Meeting  "f  the  American 
Associatioi         0  and  Gyneo   ogists  at  Fort  Wayne,  Septembei     > 

igog. 
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v.  Winckel  had  fifteen  multiparse  and  two  primiparae. 
Knoblauek  reports  seventy-five  multiparse  and  five  primiparae. 
Kolaczek  reports  eighty-two  multiparse  and  two  primiparae. 
Bandl  reports  thirty-five  multipara-  and  four  primiparae. 
Trask  reports  1S1  multipara-  and  thirty-nine  primiparae. 

(v.  Winckel.) 

The  chief  reasons  for  the  greater  frequency  in  multiparse  of 
complete  rupture  are  these:  i.  The  general  health  of  multiparse 
among  the  very  poor  is  not,  as  a  rule,  as  good  as  among  women 
who  are  pregnant  for  the  first  time.  2.  In  a  considerable 
number  of  women  who  have  born  children  the  uterine  muscula- 
ture has  been  weakened  by  inflammation,  by  sears  of  former 
incomplete  tears,  or  by  operative  scars. 

GENERAL    EXI(  ILOGY. 

i.   Conditions  Due  to  tht   Uterus. 

(a)  Uterine  scars  due  to  Cesarean  section  two  of 
our  cases);  old  incomplete  lacerations  of  cervix  or 
lower  zone,  etc. 

(b)  Prolonged  dry  labor. 

(c)  Tumors  of  the  uterus 

1I1   Fixation  operations  of  uterus. 

(e)  Anomalies,  as  "uterus  duplex"  and  "unicornis." 

(f)  Degenerations  of  the  uterine  musculature;  Abnor- 
mal imbedding  of  chorionic  villi. 

(g)  Congenita]  Hypoplasia  of  uterus. 

(h)  Congenital  or  acquired  stenosis  of  cervix. 

2.  Conditions  due  to  the  Child. 

(a)  Congenital  anomalies,  as  hydrocephalus  and  other 
monstrosities. 

IvanhoiT  reports  four  cases  of  hydrocephalus  in  124  cases  of 
rupture. 

Keith  reports  sixteen  cases  of  hydrocephalus  in  seventy  four 
cases  of  rupture. 

Hold  reports  five  eases  of  hydrocephalus  in  seventy-seven 
eases  1  if  nipt  inc. 

Fred.  Midler  reports  five  eases  of  hydrocephalus  in  108  eases  of 
1  upture, 

Seliuelianl  reports  fourteen  eases  of  hydrocephalus  in  seventy 

three  cases  of  rupture. 
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Kormann  reports  three  cases  of  hydrocephalus  in  sixty-three 
cases  of  rupture. 

Merz  reports  eighteen  cases  of  hydrocephalus  in  230  cases  of 
rupture. 

In  our  own  series  there  has  been  but  one  case  of  hydrocephalus 
in  the  seventy-eight  cases  of  rupture. 

(b)   Abnormal    presentations   of    the    fetus,    especially 
trans versi  pri  r<  nlalions. 

3.  Conditions  Due  to  the  Pelvis. 

i,a)   Pelvic  contractions. 

(b)   New    growths    originating    in    any    of    the    pelvic 
organs  or  in  the  pelvic  girdle. 

Pelvic  contractions  are  directly  responsible  for  a  very  large 
percentage  of  complete  ruptures.  Of  the  different  varieties  of 
pelvic  deformities,  the  "generally  contracted  pelvis  of  moderate 
grade"  is  acknowledged  as  the  one  most  frequently  seen  in  these 
cases. 

Bandl  gives  nineteen  small  pelves  in  thirty-two  ruptures; 
Fritsch,  388  deformities  in  500  ruptures;  v.  Winckel,  eleven  in 
seventeen;  Merz,  seventy  in  230  ruptures,     (v.  Winckel.) 

4.  Intrauterine  manipulations,  as  rapid  manual  or  instru- 
mental dilatation  of  the  cervix,  forceps,  version,  too  rapid  ex- 
traction of  after-coming  head,  embryotomies,  etc. 

I    riOLl  IGK    \I.  FACTI  >RS  IN  I  IUR  SERIES  OF  FORTY-SIX  C<  >MPLETE 

Rt'PT!   II  S 

[.   Spontaneous  ruptures  due  to 
a     Pelvi<   contraction, 

(b)  Cesarean  section  scar, 

(c)  Seal  tissue  alter  amputation  of  cervix, 

(d)  Transverse  presentations, 

(e)  Hydrocephalus, 

2.  Traumatic  ruptures — 

High  forceps, 

Internal  podalic  version, 

Accouchemenl  f(  irc6, 

for  placenta  previa  cenl  ralis, 

for  eclampsia, 
Embryotomy, 

3.  Ruptures  due  both  to  version  and  transverse  pre- 
sentation, 

Total, 


21 

cases 

2 

cases 

I 

case 

5 

cases 

1 

case 

3 

cases 

5 

cases 

5 

cists 

1 

case 

1 

case 

3 

cases 

46 

cases 
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PATH!  ILOGICAL    ANATOMY. 

Complete  rupture  of  the  uterus  may  be  either  spontaneous 
or  traumatic.  It  may  occur  in  any  portion  of  the  uterus,  but  is 
most  frequently  seen  in  the  lower  uterine  zone.  The  laceration 
may  be  only  large  enough  to  admit  the  finger  or  it  may  allow 
the  escape  of  the  child  into  the  peritoneal  cavity".  In  the 
classification  of  the  various  ruptures  we  believe  that  two 
fundamental  types  may  be  recognized,  namely:  I.  the  trans- 
verse; 2.  the  longitudinal  or  vertical.  In  the  former,  if  in  the 
anterior  uterine  wall,  the  bladder  is  frequently  extensively 
injured,  while  in  the  longitudinal  rupture — excepting  in  the 
simpler  cases — the  uterine  vessels  on  the  side  of  the  tear  are 
usually  involved,  accompanied  by  more  or  less  extensive  damage 
of  the  broad  ligament. 

These  two  fundamental  types  are  but  rarely  well  defined. 
The  writer  believes  further,  that  within  certain  limits,  the  method 
of  occurrence  of  the  rupture,  i.e.,  whether  it  is  due  to  intrauterine 
manipulation  or  whether  spontaneous  in  origin,  largely  deter- 
mines the  "primary  nature  "  of  the  laceration — the  former  giving 
rise  to  the  "primarily  vertical  type,"  the  latter  to  the  "  primarily 
transverse  rupture"  of  the  lower  zone. 

In  our  list  of  cases  there  were  twenty  six  that  probably 
started  as  the  vertical  type  and  twenty  as  the  transverse.  <  >f  the 
twenty-six  cases  of  the  vertical  type,  eighteen  occurred  in  the 
left  side  and  six  or.lv  mi  the  right  (two  were  mesial).  (<  me  of  this 
group  had  a  tear  on  both  sides.)  Of  the  twenty  cases  of  the 
transverse  type,  thirteen  occurred  on  the  anterior  wall  and 
seven  on  the  posterior.  (In  one  instance  both  anterior  and 
posterior  walls  were  partially  involved.) 

The  majority  of  our  cases  showed  more  or  less  fusion  of  these 
two  fundamental  types,  owing]  to  the  (act  that  practically  all 
of  the  cases  presented  the  picture  of  an  excessive  degree  of 
trauma. 

A  ]iure  fundal  rupture  wasseen  bul  three  times  (two  of  these 
Cesarian  scmim  in  this  group  of  cases 

According  to  Sauvage,  in  a  series  of  thirty  six  complete 
ruptures,  longitudinal  tears  were  found  twent)  one  times  mid 
transverse  fifteen  times.  Wychgel  and  Sauvage,  Fred.  Muller. 
and  others  state  that  transverse  tears  of  the  posterior  uterine 
walls  are  much  less  frequent  than  of  the  anterior. 
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Normally,  at  the  time  of  labor,  with  the  development  of  uterine 
contractions,  the  uterus  becomes  differentiated  into  two  definite 
zones  or  segments.  The  upper  or  fundal  segment  is  the  actively 
contracting  portion  of  the  uterus  and  is  therefore  the  part  that 
dilates  the  cervix  and  expels  the  child.  The  lower  zone  remains 
practically  passive.  These  two  segments  are  divided  by  what 
is    called    the    "contraction    ring."     As    labor    progresses,    the 


FlG.  i. — Vertical  rupture  in  fundal  zone. 


fundal  zone  increases  in  thickness  and  the  contractions  become 
more  vigorous.  The  lower  zone  becomes  thinner  and  thinner 
by  a  combination  of  circular  and  longitudinal  stretching  of  its 
fibers.  The  contraction  ring  gradually  assumes  a  higher  level, 
and  in  the  presence  of  a  dystocia  (whether  due  to  a  pelvic  con- 
traction, a  large  head,  or  other  abnormality)  actually  becomes 
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of  a  pathological  significance.  The  location  of  the  "contraction 
ring"  is  seen  and  felt  externally,  while  internally  it  develops  into 
a    well-marked    ridge.     As    the    process    continues,    the    whole 


Fig.  2. — Vertical  rupture  through  the  entire  length  oi   the  anterior 
uterine  wall, 


uterus  becomes  retracted,  tetanically  contracted,  and  the  lower 
zone  so  thinned  out  especially  when  the  site  of  a  chronic 
inflammation  that  it  finally  is  forced  to  yield  to  the  unusual 
strain.  Moreover,  i1  lias  been  shown  by  Bandl  and  Michaelis, 
chroder,  Winckel,   and    we   ourselves   have   had   abundanl 
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proof  thereof,  that  the  imprisonment  of  the  lower  portion  of  the 
cervix,  between  the  presenting  part — especially  the  head — and  the 
pelvit  hum,  will  account  very  largely  for  th  above  phenomena,  and 
will  explain  most  of  the  spontaneous  rupiun  t. 

Other  observers,  as  Yeit  and  more  recently  .Schroder,  believe, 
that  the  "lower  fixation-point"  lies  in  the  connective  tissue 
surrounding  the  cervix  and  upper  vagina. 


I  i  -Vertical  rupture  through  left  lateral  uterine  wall,  tearing  away 

the  entire  anterior  leaf  of  the  left  broad  ligament. 

In  those  cases  in  which  the  cervix  docs  not  become  "im- 
prisoned." but,  on  the  contrary,  is  drawn  up  over  the  presenting 
part  (and  this  j^  especially  seen  in  transverse  presentations), 
the  vaginal  vault  is  likewise  gradually  drawn  up  more  and 
more  and  is  ultimately  put  to  such  a  strain  that  a  rupture 
occurs,  in  the  simpler  lacerations  there  results  merely  a 
rupture  into  the  peritoneal  cavity  without  actually  damaging 
the  uterus  proper,  while  in  the  severer  cases  a  typical  transverse 
rupture  of  that  organ  develops  also. 

Bandl,  v.  Winckel,  Michaelis,  etc.,  testify  to  the  observation 
that  the  most  frequent  ruptures  occur  in  multiparae,  in  pelves  of 
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moderate  contraction,  and  especially  in  justominor  ones,  for  in 
these  cases  the  presenting  part — especially  the  head — exerts 
pressure  more  or  less  equally  upon  the  entire  circumference  of 
the  ceryical  ring,  which,  becoming  edematous,  is  finally  ab- 
solutely caught  between  head  and  pelvic  brim.  This  occurs 
likewise  in  other  types  of  pelves,  but  is  less  common. 

We    would   note  further  that   the  ligaments  of  the   uterus — 


Fig    t      Vertical  rupture  through  the  right  lateral  uterine  wall. 

especially  the  round  and  broad  ligaments  owing  to  their 
natural  development  during  pregnancy,  acl  as  real  supports  to 
the  lower  uterine  zone  when  the  latter  becomes  dangerous!) 
thinned  out.  Finally,  we  should  no1  forgel  the  great  restraining 
and  protective  powei  which  the  anterioi  abdominal  muscles 
exert  upon  the  anterior  wall  of  the  uterus. 


SYMPTOMS    OF    COMPLETE    RUPTUR]     01     Mil      i    rERUS. 

i.   Premonitory       Prolonged  and  severe  uterine  contractions, 
increasing   in    intensity     the   presenting   part    not    making   the 
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proper  advance;  a  pulse  increasing  in  frequency;  the  patient 
becoming  more  and  more  worn  and  haggard.  The  uterus 
becomes  more  and  more  tonically  contracted  and  rotated  on  its 
long  axis.  A  sharp  line  of  demarcation  can  be  observed  between 
the  upper  and  lower  zones.  The  round  ligaments  become  very 
prominent,  especially  the  left,  as  the  axial  rotation  is  usually 
to  the  rieht. 


Fig.  5.     Transverse  i  u 


1  junction  with  gri  al  1 1 


2.  Active  Symptonu  of  Rupture.  As  a  rule,  the  patient,  after 
presenting  for  some  little  time  the  above  symptoms,  suddenly, 
during  a  severe  uterine  contraction,  cries  out  in  great  anguish, 
complaining  of  a  sharp-  often  agonizing  pain  in  the  uterus, 
and  usually  feels  that  something  has  given  way  in  the  abdomen. 
The  latter  soon  becomes  exceedingly  tendei  Immediately 
following    these     symptoms,     all     uterine     contractions    cease. 
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There  may  or  may  not  be  profuse  external  or  internal  hemor 
rhage. 

There  are  cases,  however,  where  the  symptoms  of  actual 
rupture  progress  more  slowly. 

Vaginal  examination  shows  a  retraction  of  the  presenting  part 
(as  a  rule);  a  rupture  in  some  portion  of  the  uterus;  the  child, 
wholly  or  in  part,  free  in  the  peritoneal  cavity.  Eversmann 
maintains  that  the  fetus  escapes  into  the  abdominal  cavity 
much  less  frequently  than  is  generally  believed.      His  figures  are 


Fig.  'i.  —Irregular  transverse  rupture  of  the  lower  anterior  zone 
(membrane"  slill  in  plai  e). 


7.2  to  [6  per  cent,  of  all  cases.      In  our  series  this  occurred  in 
seven  cases;  i.e.,  in  15  per  cent. 

If  the  child  is  entirely  outside  the  uterus,  the  latter  may 
be  fell  either  directly  behind  tin-  symphysis  01  well  over  to  one 
side  of  the  false  pelvis.  Although  sonic  authors  claim  that  in 
such  cases  the  litems  is  always  firmly  contracted,  we  do  not  be- 
lieve this  to  lie  the  case.       It  is,  we  believe,  Only  the  case  in  milder 
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grades  of  trauma.  In  our  cases,  the  uterus  has,  more  often, 
been  large,  flabby,  and  boggy.  Soon  after  the  occurrence  of  the 
rupture,  the  patient  develops  symptoms  of  shock.  The  pulse 
becomes  rapid  and  wiry;  the  face  becomes  pale  and  anxious 
and  covered  with  sweat;  the  abdomen  distended  and  tender. 
(There  are,  however,  exceptions  to  the  latter.)  If  there  is  pro- 
fuse hemorrhage,  there  is  chilliness,  air  hunger,  etc.  Death 
occurs  frequently  within  a  few  hours  either  from  shock  or  hemor- 


Fig.  -. — Rupture  through  the  scar  of  a  former  Cesarean  section,  extending 

di  iv.  n  in  tin-  undilated  tL-rvix 


rhage  or  from  both— sometimes  very  suddenly.  If  the  patient 
does  not  die  within  the  first  twenty  four  hours,  she  becomes 
graduallv  weaker,  the  face  becomes  more  pinched  and  anxious, 
the  abdomen  more  and  more  distended,  the  pulse  weaker  and 
rapid,  the  temperature  subnormal  or  rising  higher  and  higher. 
The  urine  is  diminished  in  quantity  and  is  often  bloody.  Vomit 
ing  is  usually  present.  The  chief  cause  of  the  "late  deaths"  is 
sepsis. 
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The  above  is  the  picture  presented  by  the  extreme  cases  of 
rupture.  In  the  more  favorable  ones,  either  after  operation  or 
simply  with  tamponage,  the  symptoms  gradually  improve  and 
the  patient  ultimately  recovers. 

In  the  cases  of  rupture  after  Cesarean  section  or  in  those  rare 
cases  that  rupture  early  in  labor,  there  may,  practically,  be  no 
premonitory  symptoms. 

The  following  are  brief  abstracts  of  the  histories  of  the  forty- 
six  cases  of  complete  rupture  in  our  series: 

Case  I. — Spontaneous  Rupture. — Mrs.  Lena  T.,  para-I;  at 
term.  Total  duration  of  labor  uncertain,  membranes  ruptured 
early;  second  stage  six  hours.  When  first  seen  by  us,  patient 
found  to  be  in  a  condition  of  moderate  shock.  All  uterine  con- 
traction had  ceased.  There  was  severe  abdominal  pain.  The 
diagnosis  of  rupture  of  the  uterus  was  made  at  once.  The  child 
was  dead.  An  internal  podalic  version  was  performed  (as  being 
the  quickest  mode  of  delivery)  and  a  craniotomy  of  the  after- 
earning  head.  After  the  removal  of  the  placenta,  the  uterus 
and  laceration  were  packed  with  iodoform  gauze;  the  amount  of 
bleeding  was  moderate.  The  dystocia  Was  due  to  a  simple  flat 
pelvis.  The  patient  was  then  transferred  to  my  service  in  the 
hospital  and  a  hysterectomy  performed.  On  opening  the  perito- 
neal cavity,  only  a  moderate  amount  of  blood  was  found  therein. 
The  uterus  was  large,  soft,  and  boggy.  The  rupture  was  a  large 
transverse  one  in  the  lower  zone  anteriorly  at  the  level  of  the  in- 
ternal os,  opening  both  the  vagina  and  left  broad  ligament.  The 
uterus  was  removed,  leaving  a  small  section  of  the  cervix.  All 
bleeding  was  checked;  all  raw  surfaces  covered  with  peritoneum. 
After  the  toilet  of  the  peritoneal  cavity,  the  abdominal  wound 
was  closed  without  drainage.  The  patient  made  a  rapid 
recovery. 

Case  II.  Spontaneous  Rupture. — C.  X.  7429.  Mrs.  F.  I  ,  age 
thirty-two,  para-II;  at  term.  Patient's  membranes  had  been 
nipt  u  red  for  five  days;  she  had  been  in  la  I  mm  two  days  and  in  the 
second  stage  many  hours,  when  she  suddenly  began  to  snow 
symptoms  of  collapse.  When  first  seen  by  us,therewas  vomiting 
and  marked  abdominal  distress.  Her  temperature  was  1030  F. 
and  the  pulse  140.  There  was  no  fetal  heart;  there  was  a  foul 
discharge  from  the  uterus.  A  craniotomy  was  at  once  performed 
and  an  infusion  given.  The  patient  continued  to  bleed  moder- 
ately and  was  in  severe  shock.  A  laparotomy  was  then  pei 
formed  by  the  writer.  The  peritoneal  cavity  contained  but  little 
blood,  but  the  odor  was  very  bad.  The  uterus  was  large  and 
flabby.  There  was  an  extensive  laceration  in  the  anterior  uterine 
wall  at  tin'  vault  of  tin-  vagina,  extending  transversely  and  in- 
volving the  entire  left  broad  ligament.  A  panhysterectomy 
was  quickly  performed,  the  peritoneal  cavity  cleansed  with 
physiological   salt  solution  and  drained  per  vaginam.     The  al> 


OF    OBSTETRICIANS    AND    GYNECOLOGISTS.  831 

dominal  wound  was  closed  without  drainage.  The  patient  seemed 
to  rally  for  a  while,  but  died  about  six  hours  after  the  operation. 
Dystocia  was  due  to  flat  (simple)  pelvis. 

Case  III. — Spontaneous  Rupture. — C.  \T.  6689.  Mrs.  R.  G., 
para-II;  at  term.  Patient  went  into  active  labor  two  and  one- 
half  days  before  entering  the  hospital.  About  twelve  hours  be- 
fore being  brought  to  us,  the  pains  suddenly  ceased  after  several 
unusually  severe  ones,  and  the  child  seemed  to  the  patient  to 
escape  from  the  uterus.  There  was  moderate  bleeding.  On  ad- 
mission, she  looked  septic.  There  was  no  very  great  amount  of 
shock ;  there  was  moderate  oozing  from  the  uterus.  The  abdomen 
was  distended  and  tender;  vaginal  examination  showed  a  gener- 
ally contracted  pelvis,  with  a  true  conjugate  of  7  cm.  The  va- 
ginal mucosa  was  badly  lacerated.  There  was  a  large  transverse 
uterine  rupture  posteriorly  at  the  utero-vaginal  junction.  The 
hand  passed  freely  into  the  general  peritoneal  cavity.  The  uterus 
was  fairly  well  contracted;  the  child  and  placenta  were  free  in 
the  peritoneal  cavity.  A  laparotomy  was  at  once  performed  by 
the  writer.  The  abdomen  was  found  to  emit  a  foul  odor  and  to 
contain  child,  placenta,  and  blood-clots.  After  their  removal,  the 
uterus  was  removed  by  panhysterectomy.  The  broad  ligaments 
were  not  badly  torn,  but  were  markedly  edematous,  so  that  liga- 
turing of  the  uterine  vessels  was  difficult.  The  pelvis  was  drained 
with  iodine  gauze.  After  cleansing  the  peritoneal  cavity,  the  ab- 
dominal wound  was  closed  in  three  layers.  The  patient  stood  the 
operation  fairly  well,  but  we  feared  that  she  was  too  septic  to 
live.  At  the  end  of  twenty-four  hours  she  had  passed  no  urine. 
We  feared  occlusion  of  the  ureters  by  our  ligatures  of  the  uterine 
vessels.  Dr.  Walter  C.  Klotz  kindly  catheterized  the  ureters 
for  me.  Both  catheters  were  checked  at  about  3  cm.  from  the 
ureteral  orifices.  Thereupon  1  at  once  reopened  the  abdominal 
wound,  found  both  ureters  greatly  distended  down  a  short  distance 
f rf mi  the  bladder.  Two  suspicious  ligatures  that  were  apparently 
compressing  (although  not  surrounding)  the  ureters  were  cut, 
and  at  once  the  ureters  collapsed,  emptying  themselves  into  the 
bladder.  This  accident  occurred,  I  believe,  because  of  the 
difficulty  at  the  primary  operation  in  making  the  ligatures  hold 
in  the  edematous  broad  ligaments.  The  abdominal  wound  was 
rapidly  closed.  The  patient  passed  thereafter  a  fair  amount  of 
urine,  but  died  unexpectedly,  about  six  hours  later,  of  strepto- 
coccus septicemia 

Case  IV. — SimpU  Flat  Pelvis.  Spontaneous  Rupture. — C.N. 
6457.  Mrs.  S.  (V.,  para  V;  at  term.  The  patient  had  been 
in  labor  for  twenty  four  hours  with  the  membranes  ruptured 
from  the  start.  After  being  in  the  second  stage  for  about 
three  hours,  she  suddenly  had  a  very  severe  pain  which 
caused  her  to  feel  as  if  "something  had  given  way  in  her  abdo- 
men." There  was  a  profuse  hemorrhage;  all  uterine  contrac- 
tions ceased.  The  patient  was  at  once  delivered  with  forceps 
without     much    difficulty.      The    uterus    and    laceration    (which 
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existed)  were  packed  with  iodoform  gauze  and  the  patient 
sent  to  my  service  in  the  hospital  at  once.  The  packing  con- 
trolled the  hemorrhage  largely.  There  was  no  intense  shock. 
A  laparotomy  was  performed.  On  opening  the  peritoneal 
cavity  this  was  found  to  be  full  of  blood  and  blood-clots.  The 
laceration  in  the  uterus  extended  upward  through  the  cervix 
along  the  right  lateral  wall  of  the  uterus  nearly  to  the  fundus. 
The  anterior  leaf  of  the  right  broad  ligament  was  torn  away. 
The  bladder  seemed  intact,  although  a  catheterized  specimen 
of  urine  before  operation  showed  some  blood.  A  supravaginal 
hysterectomy  was  performed  and  a  strip  of  iodoform  gauze 
passed  down  through  the  remains  of  the  cervix.  The  peritoneal 
cavity  was  washed  out  with  salt  solution  and  the  alxlominal 
wound  closed  in  three  layers,  with  catgut.  The  patient  con- 
valesced rapidly,  but  developed  on  the  ninth  day  a  vesico- 
vaginal fistula,  which  was  closed  at  a  later  date  by  another 
operator. 

Case  V. — Traumatic  Rupture. — C.  N.  7976.  Mrs.  J.  S.,  age 
thirty-four,  para- VI;  at  term.  Patient  had  a  placenta  previa 
centralis.  When  examined  there  was  profuse  bleeding  with  the 
cervix  dilated  to  6  cm.  and  soft.  A  rapid  dilatation  was  per- 
formed, the  hand  passed  through  the  placental  tissue  and  an  in- 
ternal podalic  version  done.  There  was  some  difficulty  in  bring- 
ing the  after-coming  head  through  the  rim  of  cervix  that 
persisted.  A  living  child  of  good  size  was  obtained.  After  the 
delivery  of  the  placenta,  there  was  found  to  be  a  complete 
longitudinal  tear  of  moderate  extent  through  the  anterior 
lower  segment  of  the  uterus,  through  which  intestine  could  be 
felt.  The  opening  was  at  once  packed  with  iodoform  gauze  and 
the  patient  stimulated.  There  was  no  great  amount  of  shock, 
and  as  the  rent  was  moderate  and  apparently  not  bleeding,  no 
laparotomy  was  done;  convalescence  proceeded  satisfactorily. 

Case  VI. — Traumatic  Ruptun  .  C.  V  2383.  F.  M.,  ag<  six 
teen,  para-I;  at  term.  Second  stage  nol  known.  Total  duration 
of  labor  uncertain.  Admitted  in  second  stage  with  profuse 
hemorrhage.  Membranes  had  ruptured  prior  to  admission. 
Unsuccessful  attempts  had  been  made  to  deliver  with  high  foi 
ceps.  Cervix  found  to  be  torn  through  on  both  sides.  <  >n  left 
side  teat  extended  through  vaginal  vault  into  and  through  the 
broad  ligament.  Delivery  accomplished  with  high  forceps  in 
hospital.  Patient  in  profound  shock  alter  delivery;  pulse  140. 
( (peration  deemed  inadvisable.  Tamponade  of  uterus  and  broad 
ligament.  Intravenous  infusion  given.  Condition  very  poor, 
but  held  out  for  five  days  and  died  on  the  sixth  day  puerperal 
sepsis, 

Case    VII       Traumatic    Rupture.   -C.    1ST.    2760.      I.    II..  age 
thirty  three,  para  IV;  at  term.     Second  stage  unknown.      Total 
duration  of  labor  about  fort)  eighl  hours      Membranes  ruptured 
t  went  v  six  boms  prior  to  admission,      rransverse  presentation 
prolapse  of  arm  and  leg.     Several  attempts  at  pod. die  version 


OF    OBSTETRICIANS   AND    GYNECOLOGISTS.  VS.'i 

by  private  physician.  On  admission  general  condition  very 
poor,  pulse  feeble  and  rapid.  Examination  revealed  left  arm 
protruding  through  tear  in  uterus,  which  extended  from  below 
in  front,  vertically  upward  through  the  attachment  of  the  left 
broad  ligament,  involving  all  the  layers  of  the  uterus.  Bleeding 
profuse.  A  version  and  craniotomy  on  after-coming  head  were 
performed.  Laceration  packed  with  sterile  gauze,,  followed  l>v 
immediate  removal  of  uterus.  Death  occurred  shortlv  after 
operation. 

Case  VIII.—  Spontaneous  Rupture.  Contracted  Pelvis  C  X. 
2300.  A.  R.,  age  thirty-seven,  para-VII;  at  term.  Duration  of 
labor  not  known.  Membranes  ruptured  during  first  stage.  On 
admission,  patient  suffering  from  shock.  Profuse  bleeding;  pulse 
[60  Version  and  extraction — still  birth.  Rupture  of  uterus 
found.  Immediate  hysterectomy  was  performed,  but  before 
peritoneum  could  be  sutured  the  patient  died. 

Pathologist's  report:  Laceration  in  uterus  four  inches  long  on 
posterior  surface  transversely. 

Case  IK.— Traumatic  Rupture. — C.  N.  2252.  K.  McN.,  age 
twenty-seven, para-III.  Placenta  previa  centralis;  accouche- 
ment force — version,  extraction — profuse  bleeding  after  deliverv. 
Laceration  of  cervix  into  left  broad  ligament  and  through  into 
peritoneal  cavity.  Uterus  and  vagina  packed  with  gauze. 
About  three  hours  later  pulse  began  to  fail  and  patient  died  in 
one-half  hour. 

Case  X.—  Traumatic  Rupture. — C.  X.  1243.  A.  D.,age  thirty- 
seven,  para-VII;  at  term.  Second  stage  not  known.  Total 
duration  of  labor,  forty-eight  hours  twenty-seven  minutes. 
Time  of  rupture  of  membranes  not  known.  Brought  finally  to 
hospital.  Transverse  premutation,  embryotomv.  Examination 
after  delivery  revealed  laceration  of  cervix  posterior  and  to  left, 
considerable  oozing  ;  uterus  and  vagina  packed  with  sterile  gauze. 
Sudden  death  n\  patient  on  eighteenth  day.  Autopsy  showed 
perforation  of  fundus  uteri  size  of  a  lead-pencil,  localized  sub- 
acute peritonitis  surrounding  perforation.  Cause  of  death — 
sepsis. 

^  vsi  XI.  Spontaneous  Supture.  Justominor  Pelvis;  Large 
Child.  C.  X.  1229.  A.  S.,  age  twenty-eight,  para  III;  at 
term.  Second  Mum-  eight  hours.  Total  duration  of  labor, 
fourteen  hours  five  minutes.  Presentation  breech,  1..  S.  A. 
Presenting  part  suddenly  receded  and  active  bleeding  began. 
On  investigation  it  was  found  to  lie  a  ruptured  uterus.  Case 
transferred  to  hospital.  Patient  sin, wed  signs  of  increa  ing 
shock.  Immediate  hysterectomy  decided  on.  Fetus  and 
placenta  delivered  through  abdominal  incision  still  birth. 
Patient  died  during  operation.  The  rupture  involved  the 
uterus  posteriorly,  running  from  tin-  right  broad  ligament  across 
to  the  Kit  side  of  the  uterus,  stripping  away  the  left  broad 
ligament. 

Case    XII.     Traumatic     Rupture.     C.    X.    [139.      K.    !•'.,  age 
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thirty-two,  para- VI;  gestation  six  months.  Placenta  previa; 
accouchement  force;  manual  extraction  of  Ictus  and  placenta. 
Examination  immediately  afterward  revealed  a  deep  laceration 
into  peritoneal  cavity  through  the  cervix  and  lower  zone  to  the 
right  posteriorly.  Bleeding  moderate  but  continuous,  and  gen- 
eral condition  very  poor.  Uterus  and  vagina  were  tightly  packed 
with  iodoform  gauze,  but  patient  never  rallied  and  died  one 
hour  and  forty  minutes  later. 

Cam-:  XIII. — Traumatic  Rupture. — C.  X.  585.  L.  R.,  age 
twenty-eight,  para- VII;  at  term.  Second  stage,  three  hours 
and  forty-five  minutes.  Total  duration  of  labor  thirteen  hours 
and  forty-six  minutes.  Membranes  ruptured  spontaneously 
second  stage.  Impacted  shoulder  presentation.  "Prolapsus 
funis;  podalic  version  and  extraction;  hand  introduced  for  mem- 
branes, and  rent  discovered  in  left  lower  uterine  segment  and 
broad  ligament.  Packed  with  iodoform  gauze  and  transferred 
to  hospital.  Hysterectomy  performed.  The  rupture  extended 
through  the  cervix  and  through  anterior  fold  of  left  broad  liga 
ment  into  peritoneal  cavity.  Pulse  very  weak  at  end  of  operation 
and  death  occurred  six  hours  later. 

Case  XIV. — Spontaneous  Rupture.  -C.  X.  4164.  Y.  C,  age 
twenty-six,  para-III;  at  term.  Second  stage  unknown.  Time 
of  rupture  of  membranes  unknown.  Obliqiu  irrt  gularly contracted 
pelvis.  Patient  in  labor  for  three  days;  attempted  forceps  by 
outside  physician.  Admitted  to  hospital  with  uterus  in  state  of 
tonic  contraction.  While  undergoing  preparation  for  Cesarean 
section  uterus  ruptured.  Abdomen  incised,  child  found  free 
among  intestines;  no  signs  of  life.  ( (blique  or  nearly  transverse 
rent  in  uterus  anteriorly  in  lower  zone,  extending  into  left  broad 
ligament.  Hemorrhage  almost  absent.  Hysterectomy  per- 
formed. General  condition  good  aftei  operation.  Recovery  and 
discharge  on  forty-seventh  day. 

Case  XV.  —  Traumati  Rupture. — C.  X.  4001.  E.  C.  age 
twenty-nine,  para  I;  gestation  seven  months.  Membranes  rup- 
tured artificially  during  first  stage.  Eclampsia,  moribund  on 
admission,  rallied  somewhat  after  infusion.  Accouchement  force, 
podalic  version.  After  delivery  symptoms  of  hemorrhage  I  x 
ploration  revealed  laceration  in  right  side  of  cervix  extending 
upward  along  right  wall  of  litems  to  a  point  2  cm  above  internal 
os  into  peritoneal  cavity.     Patient  died  during  packing. 

Autopsy.  Vertical  laceration  through  right  side  of  cervix  and 
lower  portion  of  the  body  of  the  uterus,  involving  also  the  right 
broad  ligament. 

Cam:  XVI.  Spontaneous  Rupture.  C.  X.  4029.  C.  \\\.  age 
twent)  six,  para  IV;  at  term.  Duration  of  second  stage  not 
known.  Mem  lua  nes  1  uptured  in  fust  stage  spontaneously.  C">u- 
traeted  pelvis.  Previous  labors:  1.  forceps;  2.  craniotomy;  3. 
Cesarean  section.  Cord  prolapsed,  with  1  upture  of  membranes  in 
first  stage  Labor  pains  severe,  uterus  ruptured  some  time  1  '1 
in  see'  Hid  stage.     Sudden  signs  of  shock  and  profuse  hemorrhage. 
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Version  and  craniotomy  on  after-coming  head  performed.  Lap- 
arotomy immediately  after  delivery.  Laceration  transversely  in 
lower  zone,  involving  extensively  the  left  broad  ligament. 
Total  hysterectomy.      Death  of  patient  the  following  da  v. 

C  iS]  XVII. — Traumatic  Rupture. — C.  X.  3344.  T.  B.,  age 
thirty-four,  para-V;  at  term.  Duration  of  second  stage  not 
known.  Total  duration  of  labor  not  known.  Time  of  rupture 
of  membranes  not  known.  Patient  admitted  to  hospital  with 
rupture  of  uterus  subsequent  to  version  by  outside  physician. 
General  condition  very  poor.  Laparotomy  and  hysterectomy 
immediately  done.  Death  before  completion  of  operation. 
Uterus  showed  two  complete  tears  in  posterior  wall  and  one  in 
anterior,  transversely  in  lower  zone.  Peritoneum  was  stripped  off 
from  right  lateral  wall  of  pelvis.      Abdominal  cavity  full  of  blood. 

Case  XVIII. — Traumatic  Rupture— C.  X.  3108.  I.  P.  D., 
M.  Z.,  ase  twenty-five,  para-I;  at  term.  Total  duration  of  labor 
thirty-one  hours  fifty-five  minutes.  Dry  labor.  Xonengagement 
of  head  after  thirty  hours  with  ruptured  membranes.  Cervix 
completely  dilated  manually.  Attempted  forceps;  podalic  version 
and  extraction.  Hemorrhage  profuse  after  delivery.  Trans- 
ferred to  hospital  on  second  day  and  died  same  day.  General 
peritonitis.  Postmortem  examination  revealed  rupture  of  blad- 
der and  transverse  rupture  of  uterus. 

XIX  Traumatic  Rupture. — C.  X.  3080.  E.  S.,  age 
forty,  para- VI;  at  term.  Total  duration  of  labor  three  hours 
and  thirty  minutes.  Membranes  ruptured  artificially  in  second 
sta^e.  Hemorrhage  profuse.  Placenta  previa  centralis.  Ac- 
couchement force,  version  and  extraction.  In  manual  dilatation, 
cervix  gave  way  on  left  side,  and  it  was  evident  rupture  of 
uterus  had  taken  place.  Patient  almost  exsanguinated.  Rup- 
ture extended  through  left  side  of  cervix  and  lower  segment 
upward  into  and  through  the  left  broad  ligament.  Hemorrhage 
checked  by  tamponade.  Abdominal  hysterectomy  then  per- 
formed. Pituni  stood  the  operation  fairly  well.  Patient  dis- 
charged in  good  condition  on  thirty-third  day. 

Case  XX.  Traumatic  Ruptun  .  -  C.  X.  400.  P.  [.,  age  thirty- 
five,  para  VIII;  at  term  Duration  of  second  stage  not  known. 
Total  duration  of  labor  120  hours  and  forty  minutes.  Mem 
branes  ruptured  spontaneously  in  firsl  stage.  Patient  in  the 
1  in  of  a  midwife  foi  all  this  time.  She  was  finally  brought  to 
the  hospital  in  poor  condition.  Shoulder  presentation,  podalic 
version  and  extraction.  Profuse  hemorrhage  after  delivery.  Lac 
eration  of  utems  discovered  on  left  side  extending  upward  into 
broad  ligament  and  into  peritoneal  cavity.  Abdomen  opened 
and  uterus  removed  withoul  cervix;  hemorrhage  and  condition 
improved  steadil)  foi  twenty  four  hours,  then  sudden  collapse 
and  death. 

Case  XXI.  Spontaneous  Rupture.  C.  X.  2804.  II.  L.,  age 
thirty  font,  para  VII;  at  term.  Duration  of  second  stage  three 
hours.      Pains    very    strong.       Total    duration    of    labor    fourteen 
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hours  and  thirty  minutes.  Midwife  on  case.  Membranes  rup- 
tured spontaneously  in  second  stage.  Lying-in  Hospital  doctor 
called  in.  An  encephalic  monster;  head  born,  shoulders  caught 
above  brim.  Patient  in  state  of  moderate  collapse.  Moderate 
hemorrhage.  Extraction  completed  with  aid  of  blunt  hook  I  >n 
examination  of  uterus,  it  was  found  to  be  ruptured.  Uterine 
cavity  then  packed  with  gauze.  After  stimulation  and  infusion, 
patient  was  transferred  to  hospital.  Large  rem  in  uterus  on  left 
side  extending  vertically  up  into  the  broad  ligament  and  through 
into  the  peritoneal  cavity  for  about  half  the  length  of  the  uterine 
body,  tearing  open  the  base  of  the  bladder  and  stripping  off  the 
peritoneum  from  the  anterior  surface  of  the  uterine  body  for  one- 
third  its  extent.  Hysterectomy  performed,  but  before  the  organ 
could  be  removed  the  patient  died. 

Case  XXII. — Spontaneous  Rupture.  Justominor.^C  N. 
2787.  M.  M.,  age  thirty,  para-III;  at  term.  Second  stage 
three  hours.  Total  duration  of  labor  ten  hours  twenty  eight 
minutes.  Membranes  ruptured  prior  to  arrival  of  Lying-in 
Hospital  doctor  at  beginning  of  second  stage.  Patient  found  in 
state  of  collapse.  Profuse  hemorrhage.  Version  and  extrac- 
tion. Craniotomy  on  after-coming  head.  Uterus  then  found  to 
be  ruptured  in  both  lateral  attachments  of  broad  ligaments  and 
whole  anterior  vaginal  attachment  torn  off.  Wound  packed 
with  gauze.  Patient  rallied  somewhat  under  stimulation  and 
was  sent  to  hospital.  Hysterectomy  performed;  considerable 
shock  from  operation.  Patient  recovered,  and  was  discharged 
on  fifty-first  day. 

Case  XXIII.  —  Traumatic  Rupture. — C.  X.  [700.  A.  G.,  age 
eighteen,  para-I;  at  term.  Second  stage,  four  hours  fifty  three 
minutes.  Total  duration  of  labor  fifty  two  hours  fifty-three 
minutes.  Membranes  ruptured  spontaneously  during  liist  stage. 
Prow  presentation;  version  and  extraction;  still  birth.  After 
delivery  patient  showed  signs  of  collapse.  <  >n  vaginal  examina- 
tion a  tear  in  the  uterus,  beginning  at  vaginal  vault  and  extending 
almost  to  fundus  on  left  side,  was  discovered.  After  delivery 
patient  was  transferred  to  hospital  and  admitted  in  condition  of 
profound  shock.  After  stimulation,  hysterectomy  performed 
Good  recovery  made  and  patient  discharged  on  twenty  seventh 
day. 

Case  XXIV.  Spontaneous  Rupture  in  Scat  of  Operation  for 
Amputation  oj  Cei  >  C.  N.  23417.  S.  K.,  age  thirty  eight. 
para  IX;  at  term.  Duration  of  second  stage  not  known,  loial 
duration  of  labor  twenty-seven  hours.  Membranes  ruptured 
spontaneously  early  in  first  stage.  I  list 01  v  of  amputation  of  ccr 
vi\,  double  hernia  with  Alexander's  operation  two  years  ago. 
When  first  seen  by  Lying  in  Hospital  doctor,  patienl  was  having 
considerable  hemorrhage;  moderate  siioek.  Complete  laceration 
ol  uterus  at  utero  vaginal  junction  t ransversely  posteriorly,  with 
tendency    of    intestines    to    prolapse.     Uterus    and    laceration 

packed  with  iodoform  gauze.       High  forceps,   and   dead  fetus  de 
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livered.  Patient  became  pulseless  and  was  infused.  General 
condition  improved  for  a  time,  but  died  later  of  hemorrhage  and 
shock. 

Case  XXV. — Spontaneous  Rupture.  Contracted  Pelvis. — 
C.  X.  23350.  R.  I»  .  age  twenty-nine,  para  VII;  at  term.  Du- 
ration of  labor  not  known.  .Membranes  ruptured  before  arrival 
of  Lying-in  Hospital  doctor.  Pulse  124;  patient  extremelv 
weak.  Rupture  of  uterus  diagnosed.  Abdomen  at  once  opened 
and  child,  which  was  in  abdominal  cavity,  extracted.  Tear  ex- 
tended from  broad  ligament  of  one  side  to  the  opposite  broad 
ligament  transversely  and  anteriorly,  dividing  the  cervix  from 
body  of  uterus.  Right  broad  ligament  was  infiltrated  with  blood, 
the  two  layers  of  broad  ligament  being  dissected  apart.  Ampu- 
tation of  uterus  at  the  utero  cervical  junction.  Patient  did  not 
recover  from  the  shock  and  died  six  hours  after  operation. 

Cam;  XXVI. — Spontaneous  Rupture.  Contracted  Pelvis. — 
C.  N.  21167.  M.  M.,  age  twenty-four,  para-II;  at  term.  Dura- 
tion of  second  stage  unknown.  Total  duration  of  labor  eighteen 
hours  twenty  minutes.  Membranes  ruptured  spontaneously 
during  first  stage.  When  seen  by  Lying-in  Hospital  doctor, 
there  was  profuse  hemorrhage  and  severe  shock.  Child  in  ab- 
dominal cavity.  Ptdse  imperceptible.  Rent  in  uterus  low  down 
in  lower  segment  almost  transverse,  nearly  entire  width  of  uterus 
"in  into  left  broad  ligament  and  around  to  the  posterior  surface 
of  the  uterus.  Abdominal  hysterectomy  immediately  performed. 
Patient's  condition  at  end  of  operation  very  poor.  Did  not  re- 
spond to  treatment.  Gradually  grew  weaker,  and  died  five  hours 
after  operation. 

Case  XXVIL^Spontaneous  Rupture.  Contracted  Pelvis. — 
C.  N.  3267.  C  S.,  age  thirty-four,  para- VII;  at  term.  Duration 
of  second  stage  not  known.  Total  duration  of  labor  twenty-three 
hours  forty  five  minutes.  1  >n  arrival  of  Lying-in  Hospital  doc- 
tor, patient  was  suffering  from  marked  shock;  pulse  150;  hemor- 
rhage profuse.  Examination  revealed  a  deep  laceration  extend- 
in-  through  cervix  and  lower  zone  into  left  broad  ligament  and 
through  into  peritoneal  cavity.  With  great  difficulty  a  still-born 
chilil  was  delivered  by  version  and  extraction.  Operation  lasted 
five  minutes  and  caused  little  shock  to  patient.  Peritoneum 
washed  out  through  wound,  many  clots  coming  away;  wound 
packed  with  iodoform  gauze.  The  further  progress  of  case  was 
of  steady  dissolution.  Stimulants  were  used,  but  no  reaction 
took  place,  and  the  patient  died  thirty-six  hours  after  delivery. 

Case  XXVII]  Traumatic  Rupture.  C.  X.  [198.  H.  S.,  age 
thirty-six.  para- VI.  Duration  of  second  stage  no1  known;  dura- 
tion of  lal..,!  not  known.  Delivery  podalic  version.  Membranes 
ruptured  artificially,  second  stage.  Patient  had  been  bleeding  for 
twel  i  hours  rather  severely  before  arrival  of  Lying  in  Hospital 
doctor.  Had  been  under  care  of  two  private  physicians.  Diag- 
nosis was  that  of  placenta  previa.  Patient  extremely  weak,  lips 
white,  and  all  symptoms  of  acute  hemorrhage.     After  delivery 
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of  child  and  placenta,  hemorrhage  ceased.  While  attempting  to 
extract  placenta,  coil  of  intestine  was  encountered,  revealing  a 
moderate  laceration  through  the  cervix  and  lower  uterine  zone 
posteriorly.  Uterus  and  vagina  tamponed.  Shock  was  severe, 
patient  rallied  under  medication  for  a  time,  but  died  at  the  end  of 
thirty-six  hours. 

Cash  XXIX. — Spontaneous  Rupture.  Contracted  Pelvis. — 
C.  N.  3314.  T.  L.,  age  twenty-three.  para-II.  Second  stage, 
four  hours  and  fifty  minutes.  Total  duration  of  labor  twelve 
hours  and  thirty  minutes.  Membranes  ruptured  artificially  in 
second  stage.  Visited  by  Lying-in  Hospital  doctor  (attending). 
Pains  unusually  severe  at  this  time.  House  surgeon  instructed 
to  return  in  an  hour  and  deliver  with  forceps  if  advance  were 
slow.  On  his  return  he  found  presenting  part  had  receded  and 
funis  prolapsed;  pain  had  ceased;  woman  in  collapse.  Version 
performed  and  still-born  child  delivered.  Transverse  rupture 
found  in  lower  uterine  segment;  no  hemorrhage.  Uterus  packed 
with  gauze.  The  condition  of  patient  seemed  to  be  one  of  im- 
provement  up  to  the  fourth  day,  but  she  died  suddenly  on  this 
day  from  heart  failure. 

Case  XXX. — Traumatic  Rupture. — C.  X.  7263.  F.  G.,  age 
forty-one,  para-XV;  at  term.  Duration  of  second  stage  not 
known.  Total  duration  of  labor  not  known.  Membranes  rup- 
tured before  arrival  of  attendant.  Considerable  hemorrhage  sec- 
ond and  third  stage.  Case  seen  by  Lying-in  Hospital  doctor  one 
hour  after  beginning  of  second  stage.  Cord  prolapsed,  pulsating 
feebly.  Version  performed  and  child  delivered ;  still  birth.  While 
giving  douche  after  the  delivery  of  placenta,  a  rupture  was  dis 
covered  through  the  cervix  on  left  side  and  up  through  the  leit 
broad  ligament  into  peritoneal  cavity.  Uterus  and  vagina  were 
at  once  tamponed.  Pulse  120.  Patient  passed- into  state  ol  col 
lapse  after  operation,  but  rallied  somewhat  during  night  and  con 
tinned  to  improve  up  to  fifth  day,  when  temperature  ranged 
from  [OI°  to  102. 50;  pulse  became  nunc  frequent  and  patient 
showed  signs  of  sepsis.  Death  occurred  on  sixth  day  after  grad 
ual  rise  of  temperature.  Pulse  became  imperceptible  and  rapid 
increase  of  symptoms  of  sepsis. 

Cas]  XXXI.  -Probable  Traumatic  Rupture.  C.  X.  173. 
L.  W.,  age  twenty-four,  para  III;  at  term.  Duration  of  second 
stage  eighl  hours  and  tlintv  seven  minutes.  Membranes  rup- 
tured artificially  at  end  of  fust  stage.  Contracted  pelvis;  hydro- 
cephalus; skull  perforated.  Version  and  extraction,  birth  of 
child  was  followed  by  profuse  hemorrhage.  <  >n  examination 
uterus  was  found  to  be  ruptured;  manual  extraction  of  placenta 
performed  with  greal  difficulty,  Patienl  stimulated  and  wound 
packed  with  iodoform  gauze.  On  following  day  patient  was 
1  ransferred  to  hospital ;  condition  at  time  of  admission  fairly  good. 
Pulse   [40      Hysterectomy  performed.     Rupture   found   to  ex 

lend  from  base  of  left  broad  ligament  across  the  lower  posterior 
uterine   /one   to   the    righl    broad  ligament   and  through  I  lie  righl 
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side  of  cervix.  Temperature  varied  from  iocr  to  n>4  i  2°  during 
Brsl  two  weeks.  After  this  temperature  fell  to  normal  and 
wound  healed  rapidly.  Patient  discharged  on  forty-sixth  day 
after  operation  in  good  condition. 

Case  XXXII. — Probable  Traumatic  Rupture. — C.  X.  877. 
M.  W.,  age  thirty-three,  para- VIII;  at  term.  Duration  of  second 
stage  seven  hours  thirty  minutes.  Membranes  ruptured  arti- 
ficially two  hours  after  beginning  of  second  stage.  Flattened 
pelvis.  Prolapse  of  cord;  attempted  high  forceps;  unsuccessful; 
podalic  version  and  breech  extraction.  Patient  began  to  bleed 
actively.  A  vertical  rent  four  inches  in  length  was  felt  to  exist 
in  right  side  of  body  of  uterus  in  lower  segment  through  the 
cervix.  Patient  transferred  to  In-door  Service  immediately  after 
delivery.  Condition  of  extreme  shock.  Stimulants  administered 
and  hysterectomy  performed.  After  operation  symptoms  of  se- 
vere shock  prevailed.     Death  on  third  day. 

Case  XXXIII. — Traumatic  Rupture. — C.  N.  29628.  R.  B., 
age  forty,  para  IX;  at  term.  Hospital  was  called  to  case  by  out- 
side physician  who  gave  following  history:  Woman  went  into 
labor  twelve  hours  1  ?)  previously  and  had  been  attended  by  mid- 
wife, who.  when  the  labor  did  not  progress  to  her  satisfaction, 
summoned  to  her  assistance  two  outside  physicians  who  gave  the 
woman  chloroform  and  applied  forceps.  This  procedure  was 
carried  out  for  six  hours,  during  which  time  the  patient  was  given 

chl form    many   times.      Woman   found  with    uterus  in  tonic 

contraction,  vulva  swollen  and  edematous.  Pulse  very  weak  and 
rapid.  Head  of  fetus  above  brim.  Cervix,  four  and  a  half  lingers' 
dilatation.  There  was  but  little  external  bleeding.  Patient 
rapidly  became  weaker,  finally  became  pulseless,  and  died 
undeln  ered. 

/  >hi,iii<>>f..  —  Rupture  of  uterus  and  bladder,  found  to  exist 
aftei  death.  The  rupture  involved  the  lower  uterine  zone, 
anteriorly  and  transversely. 

Case  XXXIV.  Spontaneous  Rupture.  Contracted  Pelvis.— 
C.  X  20365.  S.  E.,  age  thirty-seven,  para- VIII;  at  term.  Du- 
ration of  second  stage  not  known;  total  duration  of  labor  not 
known.  Membranes  ruptured  spontaneously  early  in  second 
stage  after  strong  bearing-down  pains  for  several  hours.  The 
patient  suddenly  became  quiet,  complained  of  pain  and  tender- 
ness in  abdomen;  she  began  to  bleed  actively;  pulse  became  weak 
and  rapid.  Vagina  packed  and  stimulation  administered  by 
Lying  in  Hospital  doctor.  Woman  in  state  of  collapse.  After 
short  time,  podalic  version  and  extraction  were  performed.  Two 
hours  after  delivery  temperature  98.6  .  pulse  [30,  patient  gasping 
for  breath.  Hand  introduced  into  vagina;  passed  directly  into 
abdominal  cavit)  There  was  found  to  exist  a  complete  lacera 
tion  of  the  uterus,  through  the  cervix,  tin-  right  broad  ligament 
and  tlie  lower  uterine  zone  anterioih  A  laparotomy  was  at 
once  performed,  a  supravaginal  hysterectomy  being  performed. 
Discharged  on  fifty-fifth  day,  cured. 
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Case    XXXV.  — Spontaneous    Rupture.      Deformed    Pelvis. — 

C.  X.  18686.  S.  \V.,age  thirty-two,  para- VI;  at  term.  Duration 
of  second  stage  not  known.  Total  duration  of  labor  fifteen  hours 
and  fifty-five  minutes.  Lying-in  Hospital  doctor  arrived  in  sec- 
ond stage.  Midwife  in  charge  of  case  for  over  four  hours  stated 
that  patient  had  been  having  good  strong  pains.  Soon  after  the 
doctor's  arrival  pulse  suddenly  became  rapid,  pains  ceased,  and 
patient  went  into  state  of  moderate  collapse;  some  hemorrhage. 
Forceps  applied  and  head  delivered  with  great  difficulty.  Gen- 
eral condition  at  this  time  very  poor;  pulse  140,  irregular  and 
very  weak.  Examination  showTed  rupture  of  uterus  through 
lower  uterine  zone  anteriorly  and  transversely,  extending  down 
through  the  right  side  of  the  cervix,  involving  also  tlie  anterior 
vaginal  wall.  Laceration  packed  with  iodoform  gauze,  saline  in- 
travenous infusion.  Preparation  made  for  hysterectomv,  but 
operation  postponed  as  patient's  condition  seemed  hopeless. 
Woman  died  at  10  p.  M.  of  the  same  day. 

Case  XXXYI. —  Traumatic  Rupture.  C.N. 4297.  T.M.,age 
thirty-four,  para-IY;  at  term.  Second  stage  not  known.  Total 
duration  of  labor  eighteen  hours.  Membranes  ruptured  before 
admission.  Brow  presentation;  contracted  pelvis.  Version  at- 
tempted by  outside  physician;  not  completed,  (in  admission 
uterus  somewhat  tonically  contracted;  version  completed.  Ex- 
tensive rupture  of  uterus  into  and  through  broad  ligament  found 
to  exist.  On  opening  abdomen  there  was  found  to  be  in  left 
broad  ligament  a  laceration  extending  almost  to  fundus  uteri  on 
that  side.  Hemorrhage  profuse;  finally  controlled  aftei  loss  of 
an  enormous  quantity  of  blood.  Vagina  packed  with  gauze  after 
removal  of  uterus.  Patient  was  in  very  poor  condition  after 
operation  and  died  within  an  hour  from  shuck  following  loss  of 
blood. 

Case  XXXVII.-  Probable  Spontaneous  Rupture.  Mis.  A  ('... 
age  thirty  seven;  multigravida;  started  in  labor*  >ctober  1 2 .  1906. 
The  pains  continued  weak  and  far  apart  until  October  15.  when 
they  became  very  severe.     A  midwife  was  called  in.     At  j  a.  m., 

I  •ctober  10.  as  the  patient  was  making  no  progress  despite  her 
frequent  and  severe  pains,  two  physicians  were  called  in.  The 
diagnosis  of  rupture  of  the  uterus  was  made,  and  the  child  de 
livered  bj  version. 

Ai  9  \  m.,  October  16,  the  patient  was  removed  to  the  hospital 
in  very  fair  condition.      There  was  but  little  hemorrhage;  puls< 

II  in  ami  strong.  The  uterus  was  fairly  well  contracted,  there 
was  a  longitudinal  rupture  through  the  left  side  of  the  111  ix, 
the  kit  broad  ligament,  involving  tin.-  lower  portion  of  the 
uterus. 

I  hr  patienl    was  taken  at   once  to  the  hospital  and  a   pan 

Ii     terectomy    performed.      I  he    patient    si l    the    operation 

fairly  well.  Convalescence  proceeded  satisfactorily,  and  the 
patienl    was    discharged    on    the  twenty-eighth  daj    aftei   opei 

atiou. 
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The  time  of  the  rupture  of  the  membranes  could  not  be 
determined. 

Cam:  XXXVIII.  Spontaneous  Rupture  with  Transversa  Pre- 
sentation.— Mrs.  A.  Ct.,  Applic.  No.  25871,  para  III,  age  thirty- 
two,  was  admitted  to  my  service  at  the  hospital,  July  12, 
1909.  She  was  in  severe  shock  and  was  bleeding  moder- 
ately but  continuously.  The  patient  had  been  delivered  on 
the  1  iut-door  Service.  She  had  been  in  labor  with  ruptured 
membranes  for  many  hours  before  notifying  our  staff.  When 
first  seen  by  one  of  our  physicians,  she  was  found  to  have  a 
transverse  presentation,  with  one  arm  protruding  from  the 
vagina,  and  with  the  cord  prolapsed  and  pulseless.  There  was 
considerable  bleeding  and  a  fair  degree  of  shock.  The  child 
was  easily  delivered  and  the  uterus  and  vagina  tamponed.  The 
patient  was  then  transferred  to  the  hospital  to  my  service.  A 
laparotomy  was  performed,  as  the  tamponage  did  not  seem  to 
control  the  bleeding.  There  was  an  extensive  transverse  rupture 
at  the  utero- vaginal  junction,  involving  the  lower  section  of  the 
inferior  zone  and  tearing  away  the  anterior  leaf  of  the  left  broad 
ligament,  opening  up  the  left  uterine  vessels.  The  bladder  was 
badly  macerated  and  could  not  be  satisfactorily  repaired.  The 
uterus  had  to  be  removed.  The  pelvis  was  lightly  packed  with 
gauze  and  the  abdominal  wound  closed.  The  operation  was 
rapid  with  but  little  extra  loss  of  blood.  The  patient,  however, 
succumbed  a  few-  hours  later,  from  shock  more  than  from 
hemorrhage. 

Case  XXXIX. — Spontaneous  Rupture,  Simple  Flat  Pelvis. — 
Mrs.  A.  M.,  C.  X.  100,7,  para-II;  was  sent  into  the  hospital 
from  the  Out-door  Service  with  the  diagnosis  of  rupture  of  the 
uterus.  Patient  was  taken  to  the  operating-room  at  once.  She 
was  in  very  fair  condition.  An  abdominal  panhysterectomy  was 
performed.  The  patient  made  an  uneventful  recovery.  There 
was  a  simple  flat  pelvis.  After  a  long  labor,  with  severe  pains, 
there  had  been  a  sudden  cessation  of  these,  accompanied  by  great 
abdominal  distress.  There  was  little  hemorrhage,  but  the  pulse 
became  rapid.  A  version  was  performed  and  the  child  ex- 
tracted. (  >n  introducing  the  hand  for  the  version,  the  operator 
found  a  vertical  rupture  on  the  left  side,  involving  cervix,  broad 
ligament,  and  extending  well  up  toward  the  fundus.  After  the 
version,  the  uterus  and  vagina  were  packed  and  the  patient 
1  rred,  as  stated  above,  to  tin-  hospital. 

Case   XI..     Probablj    Primarily  an    Instrumental    Rupture. 
Mrs.  M.  B.,  C  X.  11294,  aSe  twenty  seven,  para-III;  was  in  ac- 
tive  labor,    under    the    care    of    two  outside  physicians,   foi    over 

th  nt  v  six  in  mis  be  ion-  entering  hospital.  Forceps  had  been  tried 
repeatedly.  On  admission,  she  was  in  a  state  of  marked  shock, 
and  died  soon  after,  undelivered.  There  was  a  wide  rupture  of 
the  uterus  on  the  left  side,  extending  both  vertically  and  turns 
versely  on  the  anterior  wall.  Both  child  and  placenta  win  free 
in  the  general  peritoneal  cavity;    the  latter  also  contained  many 
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foul-smelling  blood-clots.     There  was  a  moderate  contraction  of 
the  pelvis. 

Case  XLI. — Flat  Generally  Contracted  Pelvis;  Spontaneous 
Rupture  in  Cesarean  Section  Scar. — Mrs.  B.  A.,  C.  N.  11607,  age 
twenty-live,  para-III;  had  a  generally  contracted  flat  pelvis. 
The  first  labor  was  instrumental;  the  second  was  a  Cesarean  sec- 
tion. When  admitted  at  the  present  time,  was  again  in  labor. 
Had  been  having  pains  for  a  few  hours;  the  membranes  were 
unruptured;  the  cervix  only  slightly  dilated.  A  Cesarean  section 
was  decided  upon  again.  On  opening  the  peritoneal  cavitv,  a 
number  of  blood-clots  and  some  fresh  blood  were  found  in  the 
lower  portion  of  the  abdomen.  On  inspection  of  the  uterus,  the 
cause  of  the  clots  was  discovered  in  a  beginning  rupture,  in  the 
line  of  the  former  Cesarean  section  wound.  The  rupture  was  at 
the  lower  angle,  was  of  moderate  size,  and  through  this  opening 
the  membranes  were  seen  bulging  out.  The  Cesarean  section 
proceeded  as  usual.      Uneventful  recovery. 

Case  XLII. — Spontaneous  Rupture  in  Cesarean  Section  Scar. 
— Mrs.  B.  G.,  C.  X.  1 1.^72,  para-IV;  was  admitted  to  my  service 
at  the  Xew  York  Lying-in  Hospital  on  December  to,  1907. 
Patient  had  been  delivered  in  i<jn_;  by  Cesarean  section  because 
of  a  fiat  rachitic  pelvis,  after  a  labor  of  thirty-six  hours,  with 
the  cervix  admitting  three  fingers.  A  long  abdominal  incision 
was  made,  extending  below  the  umbilicus.  A  longitudinal  inci- 
sion was  made  in  the  uterus.  The  uterine  wound  wasclosed  with 
three  layers  of  suture — the  first  two  of  chromic  gut,  the  last  of 
plain  catgut. 

In  1906,  a  second  Cesarean  section  was  performed  b)  Im 
Lobenstine,  as  the  child  was  much  too  large  to  be  delivered 
through  the  natural  passages.  The  abdominal  incision  was 
shorter  and  higher  than  in  the  first  Cesarean  section.  The 
incision  was  made  well  up  in  the  fundal  region,  hut  was  somewhat 
longer  than  usual,  as  the  presentation  was  a  breech  with  prolap- 
sing feet,  thus  necessitating  a  version  from  above.  file  uterine 
wound  was  closed  in  three  layers  as  in  the  previous  instance. 
but  plain  catgut  was  used  throughout.  The  scar  of  the 
first  operation  was  not  noticed  at  this  time.  Recovery  was  1111 
eventful. 

Present  History.  The  patient  was  brought  to  the  hospital  in 
a  condition  of  extreme  shock.  She  was  found  to  have  a  ruptured 
uterus      the  rupture  having   taken   place  at   least   eighteen   hours 

before.     <  >n  admission,  the  abdomen   was  markedly  distended. 

file  ictus  could  be  plainly  felt.     The  entile  abdomen  was  exquis- 

itel)  tender.  Vaginally,  the  cei  vix  was  found  to  be  soft,  2 .  5  cm. 
long  and  slightly  dilated.  No  presenting  part  could  be  felt. 
The  pulse  was  barelj  perceptible.  The  patient  looked  as  if  she 
would  die  at  any  moment.  Rapid  preparation  was  made  foi 
an  operation;  with  the  beginning  of  the  operation  an  intravenous 
saline  infusion  «,^  given  I  he  peritoneal  cavitj  was  opened 
through  an  incision  to  cm.  long,  the  incision  extending  both  above 
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and  below  the  navel.  The  child  and  placenta  were  found  free 
in  the  peritoneal  cavity  and  were  at  once  removed.  The  uterus 
lay  in  the  posterior  part  of  the  abdomen  and  was  opened  up 
vertically  from  the  internal  os  to  the  fundus  along  the  anterior 
wall.  The  rupture  was  through  one  of  the  Cesarean  section 
wounds,  and  was  so  extensive  that  the  whole  uterus  was  flattened 
out.  A  supravaginal  hysterectomy  was  done,  all  blood-clots 
removed,  a  gauze  drain  was  passed  down  through  the  cervix 
and  a  second  one  brought  out  through  the  lower  angle  of  the 
abdominal  wound.  The  wound  was  closed  rapidly  in  three 
layers.  Dry,  sterile  dressings  were  applied  and  the  patient  was 
further  treated  for  shock  and  hemorrhage.  The  pulse  at  the 
end  of  the  operation  had  improved  under  the  saline  infusion. 

The  patient  did  surprisingly  well  after  the  operation.  She 
recovered  rapidly;  for  the  first  seven  days  her  temperature  never 
rose  to  ioo°F.,  while  the  pulse  ran  between  90  and  100.  She  was 
to  sit  up  on  the  eighth  day,  but  at  this  time  she  contracted  a 
lobar  pneumonia  of  the  right  side.  The  process  was  a  severe  one 
and  caused  her  death  eight  days  later;  i.  e.,  the  sixteenth  day 
after  operation. 

On  examination  of  the  specimen,  there  was  an  undilaied 
cervix  and  the  uterus  was  opened  up  from  the  internal  os  to  fun- 
dus, along  one  of  the  Cesarean  section  scars.  To  the  right  of 
the  rupture  was  seen  the  high  scar  of  the  other  operation.  Had 
the  patient  entered  the  hospital  as  she  had  been  advised  to  do, 
before  or  at  the  beginning  of  labor,  this  seeming  accident  could 
have  been  avoided.  Inasmuch  as  the  pelvis  was  severelv  con- 
tracted and  the  cervix  very  rigid  from  never  having  been  dilated 
above  4  cm.,  the  uterus  gave  way  at  its  weakest  point,  which 
was  evidently  the  lower  angle  of  the  Cesarean  scar.* 

Case  XLIII.  -Traumatit  Rupture. — Mrs.  G.  D.,  C.  N.  8099; 
age  twenty-five,  para  II;  was  admitted  two  days  postpartum,  to 
the  hospital.  Patient  was  in  very  bad  condition.  The  face  was 
pinched  ;  the  pulse  very  rapid  ;  the  abdomen  distended  and  tender. 
She  had  been  delivered  bj  a  version  for  transverse  presentation. 

After  admission,  a  laparotomy  was  performed  at  once.  There 
was  some  free  Mood  m  the  peritoneal  cavity.  There  was  a 
vertical  rupture  extending  up  into  left  broad  ligament  through 
the  left  wall  of  the  uterus,  A  panhysterectomy  was  performed. 
The  patient  died  the  same  day. 

Diagnosis       transverse  presentation;  delivery   by  version. 

Cam.  XLIV.  Traumatit  Rupture.  Mrs.  J.  K.,  C.  N.  6096, 
para-II;  had  been  in  labor  for  many  hours  before  admission.  An 
outside  physician  had  attempted  forceps  without  success.  Pa- 
tient's condition  was  very  poor.  The  diagnosis  of  ruptured 
uterus  was  made  (as  probable).  I  he  child  was  delivered  bv  an 
internal  podalie  version,  and  the  after-coming  head  perfoi  ited, 
as  the  child  was  dead.  <)n  palpating  the  interior  of  the  uterus, 
it  was  discovered  to  be  badly  ruptured  on  the  left  side,  with  a 

*  Rep.  Journal  of  OBSTETRICS,  July,  1908. 
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vertical  laceration.  The  condition  was  so  bad  that  nothing 
could  be  done  but  a  tamponage  of  the  uterus  and  vagina.  Pa- 
tient died  a  few  hours  later. 

Cam:  XLY. — Spontaneous  Rupture.  Generally  Contracted 
Pelvis. — Mrs.  Q.  A..  C.  X.  4860,  age  thirty.  para-V,  twins; 
was  admitted  to  the  hospital  in  desperate  condition.  Face 
pinched  and  pallid;  pulse  150  and  of  poor  quality.  One  child 
had  been  delivered  by  the  patient's  physician,  but  the  second 
child,  being  a  shoulder  presentation,  he  had  been  unable  to 
deliver.  In  the  hospital,  this  second  child  was  easily  delivered 
by  version,  and  it  was  then  discovered  that  a  rupture  existed 
which  extended  across  the  lower  zone  anteriorly  and  up  into  the 
folds  of  the  left  broad  ligament.  A  laparotomy  was  at  once  per- 
formed. .Much  free  blood  was  found  in  the  peritoneal  cavity. 
A  supravaginal  hysterectomy  was  carried  out.  The  raw  sur- 
faces were  closed  in. 

The  patient  died  a  few  hours  later. 

Case  XLYI. — Spontaneous  Rupture.  Moderately  Flat  Justo- 
minor  Pelvis. — Mrs.  C.  P.  Patient  a  multipara  with  a  mod- 
erately contracted  pelvis.  Her  former  labors  had  all  been 
difficult,  and  in  the  present  labor  she  failed  to  notify  the  staff  until 
she  had  been  in  labor  many  hours.  When  first  seen,  about  2:30 
i».  m.,  there  was  considerable  bleeding  and  the  patient  pretty  well 
exhausted.  She  was  seen  by  an  attending  surgeon  about  4:00 
i'.  m..  who  found  that  there  was  a  small  complete  rupture  of  the 
uterus,  running  transversely  through  the  anterior  wall.  He 
decided  to  do  a  version  at  once.  Having  done  this  with  con- 
siderable difficulty  and  Inning  extracted  the  child,  it  was  found 
that  the  tear  now  extended  high  up  at  the  left  side  through  the 
left  uterine  vessels.  Uterus  was  at  once  packed  and  patient 
sent  into  hospital.  Tin  patient  was  in  shock,  pulse  [20,  hemo- 
globin 50  per  cent.  There  was  moderate  bleeding  from  the 
uterus.  Abdomen  was  very  tender.  Hysterectomy  was  at 
once  done.  In  this  case  the  small  stump  of  cervix  that  was  left 
behind  was  closed  over  with  peritoneum  without  any  pelvic 
drainage;  which  procedure  we  believe,  as  a  rule,  is  unwise.  The 
peritoneal  cavity  was  washed  out   with  normal  salt  solution  .Mid 

the  abdominal  wall  closed  in  three  layers.  I  he  patient  rallied 
considerably  and  gave  us  some  hope  of  living.  However,  she 
passed  awaj  on  the  fourth  day  as  a  result  of  shock,  anemia,  and 
low   grade  infection. 

II  111   RE   A  I     I  III     UTEROVAGINAL    [UNCTION,   WITHOl    I     VCT1    \l  I  \ 

INVOLVING   1  111    1    I  I  Ki  s 

There  have  been  only  t  luce  cases  in  our  series  of  this  condition, 
[n  numerous  other  instances  the  vaginal   vault  was  opened,  but 

III  each  instance  there  was  more  01  less  destruction  of  uterine 
01  cervical  1  issue,  so  that  the)  could  not  be  classified  under  this 
heading. 
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Case  I. — Traumatic  Rupture. — Mrs.  F.  !•'..  age  thirty-five, 
C.  X.  6269,  para-VI;  all  labors  had  been  difficult.  Patient  ad- 
mitted in  labor,  having  been  in  the  care  of  an  outside  physician 
who  had  tried  to  perform  a  version.  Forceps  had  also  been  at- 
tempted unsuccessfully.  She  was  in  bad  condition.  The  pulse 
was  rapid  and  feeble;  the  color  bad.  There  was  moderate  bleed- 
vas  markedly  contracted,  "the  child  was  dead. 
delivered  with  some  difficulty.  The  uterus  and  vagina 
were  tamponed  with  iodoform  gauze.  There  was  a  large  open- 
ing into  the  general  peritoneal  cavity  through  the  posterior 
vaginal  vault.     The  patient  died  forty  minutes  after  delivery. 

Case  II.— Mrs.  A.  L.,  C.  X.  4790.  age  thirty-five,  para-VI; 
was  brought  to  the  hospital  five  hours  postpartum.  There  was 
found  to  be  a  wide  rupture  of  the  vaginal  vault  posteriorly,  open- 
ing into  the  general  peritoneal  cavity.  A  large  coil  of  intestines 
presented  in  the  vagina.  There  was  moderate  bleeding;  the 
cervix  was  not  torn.  The  intestines  could  not  be  replaced  satis- 
factorily  from  below.  A  laparotomy  was  therefore  performed, 
the  intestine  drawn  up  into  place  and  thoroughly  irrigated,  and 
the  opening  in  the  posterior  vaginal  vault  sutured.  The  ab- 
dominal wound  was  closed. 

Recovery  uneventful. 

C  w;  III. — Traumatic  Rupture.  —  Mrs.  R.  K..  C.  N.  8662,  age 
thirty-five,  para-IV;  was  admitted  to  the  hospital  still  undeliv- 
ered. She  had  been  in  labor  for  two  days;  forceps  and  version 
had  been  unsuccessfully  tried  by  outside  physician.  In  the  hos- 
pital a  craniotomy  was  performed.  On  removal  of  placenta,  in- 
testines were  felt  with  the  exploring  hand.  There  was  found  to 
1'.  ni  extensive  rupture  at  the  utero- vaginal  junction.  An  im 
mediate  laparotomy  was  performed.  The  uterus  was  found  to 
In-  torn  away  from  its  attachment  to  the  vaginal  vault  for  three- 
fourths  of  its  circumference.  The  uterus  was  cjuickly  removed, 
and  the  pelvis  lightly  packed  with  iodoform  gauze.  Abdominal 
wound  closed.      Patient  discharged  on  forty-first  day. 

Ruptures  of  the  vaginal  vault  without  damage  to  the  uterus 
are  seen  most  frequently  in  transverse  presentations  and  as  the 
result  of  trauma  with  forceps  or  other  instrumentation,  'the 
relative  frequency  of  involvement  of  anterior  and  posterior 
vaginal  vaults  may  lie  seen  from  the  following  figures,  viz. : 

Hugenberger  gives  an  equal  percentage. 

Stschotkin  reports  thirty-six  posterior  ruptures  and  twenty 
four  anterior,  while  Kauffinaun  gives  the  relation  as  thiit\  two 
posterioi  to  twenty  three  anterior. 

v.  Winckel  believes  very  ardently  in  the  theory  that  trans 
verse  presentations  becoming  impacted  are  responsible  for  a 
large  percentage  of  these  tears  Kauffmann  showed  in  his 
figures  that  30  to  40  per  cent,  of  vaginal  vault  ruptures  wen  due 


84C  TRANSACTIONS    OF    THE    AMERICAN    ASSOCIATION 

to  transverse  presentations.  Stsehotkin  found  that  15  per  cent, 
were  dependent  upon  this  cause.  On  the  other  hand,  Knoblauck 
found  that  only  S.25  per  cent,  of  his  cases  occurred  in  transverse 
presentations;  Kormann,  11  percent.,  and  Trask  in  5.25  percent. 

Probably  many  cases  are  due  not  directly  to  the  abnormal 
fetal  presentation,  but  to  the  version  or  other  manipulation 
necessary  to  deliver  the  child. 

The  essential  point  of  interest  lies  in  the  fact  that,  in  these 
cases  which  occur  spontaneously,  there  is  usually  a  very  great 
overdistention  and  overstretching  of  either  anterior  or  posterior 
vaginal  vault.  This  occurs  in  faulty  presentations  of  the  fetus, 
with  inure  or  less  pelvic  contraction.  Hand  in  hand  with  the 
overstretching  of  the  vaginal  vault  goes,  of  course,  the  thinning- 
out  and  stretching  of  the  lower  uterine  zone.  In  some  cases  the 
rupture  occurs  at  the  vaginal  vault;  in  other  cases  the  lower 
uterine  zone  is  involved.  If,  however,  the  lower  uterine  /one 
does  not  rupture,  we  must  believe  with  v.  Winckel,  Schroder,  and 
Veit,  that  the  lower  zone  is,  in  such  instances,  more  or  less  pro- 
tected by  both  the  round  ligaments  and  the  broad  ligaments 
with  their  hypertrophied  connective-tissue  framework.  The 
pelvic  contraction  is  usually  of  a  high  grade. 

INCOMPLETE    RUPTUR]      01      I  i'i      ill   RUS. 

Incomplete  ruptures  of  the  uterus  occur  less  often  than  the  com 
plete.  Brenneke  gives  the  proportion  as  eight  to  on,;  Sauvage, 
m  an  assembled  list  of  [67  cases  of  ruptures  of  the  uterus,  found 
eighty-seven  complete  and  fifty-eight  incomplete  ruptures; 
Marx  reports  fort)  si\  incomplete  and  1  s  1  complete  from  the 
literature.  In  the  Lying  in  Hospital  series  there  have  been 
twenty-nine  incomplete  ruptures  and  fortj  six  completi 
1  hree  ruptures  of  vaginal  vault  |. 

An  incomplete  ruptun  tnaj  occur  in  any  portion  of  the  uterus. 
The  most  common  type,  in  our  experience,  has  been  the  longi- 
tudinal laceration  through  one  side  of  the  cervix,  through  the 
lateral  vaginal  fornix  ami  up  into  the  broad  ligament.  In  the 
1  jsrs.  the  tea)  involves  more  or  less  of  the  lower  uterine 
segment,  opening  up  either  the  main  uterine  vessels  of  the  side 
involved  or  one  of  tlie  branches  only  of  the  uterine  artery. 
I'lie  next  most  common  type  of  incomplete  rupture  has  been  a 
transverse  one  through  the  cervix  into  tin  utero  vesical  space. 
The  incomplete  ruptures  that  occur  higher  up  in  the  uterus  are 
not    as  serious  .mil   air   less  Common.      The   incomplete  ruptures 
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may  be  either  traumatic  in  origin  or  spontaneous.  When  due 
to  traumatism,  we  find  that  they  are  caused  by :  i.  accouchement 
force;  2.  forceps;  3.  version;  4.  extraction  of  after-coming  head; 
5.  embryotomy  or  craniotomy;  6.  rubber  balloons.  The  rapid 
artificial  dilatation  of  the  cervix  is  undoubtedly  the  most  common 
traumatic  cause  of  an  incomplete  rupture.  The  severest  lacera- 
tions, I  believe,  are  seen  where  the  Bossi  dilator  is  used  to  its 
full  extent.  Dilatation  for  "placenta  previa  centralis"  gave 
the  greatest  number  of  such  lacerations  in  our  series.  In  our 
list  of  twenty-nine  incomplete  ruptures,  there  were  thirteen 
cases  of  placenta  previa,  in  which  the  laceration  was  due  either 
to  the  dilatation  or  the  extraction  of  the  after-coming  head. 
There  were  6  cases  due  to  the  rapid  dilation  in  eclampsia  and 
version.  In  these  cases,  the  tear  probably  started  during  the 
dilatation  and  was  extended  by  the  after-coming  head  being 
drawn  too  forcibly  through  the  remaining  cervical  ring.  In  five 
cases  the  rupture  was  due  to  a  hasty  delivery  in  the  presence  of 
a  violent  "accidental  hemorrhage."  In  the  remaining  five 
cases  the  rupture  seems  to  have  been  spontaneous  in  origin. 
The  normal  cervical  tissue,  although  thinning  out  more  and  more 
during  the  progress  of  labor,  will  yet  stand  a  great  deal  of  stretch- 
ing. But  there  comes  a  time  when  even  the  normal  tissue  gives 
way  in  the  presence  of  faulty  engagement  of  the  presenting  part 
in  the  cervical  ring,  as  in  a  transverse  position  of  the  fetal  head, 
etc.  Ill'  >ii"i'  frequent  cause  for  the  spontaneous  origin  is  old 
scar  tissut  inth  cervix  proper  or  in  the  vaginal  vault.  In  our  list 
of  twenty  nine  cases  the  rupture  occurred  in  the  left  side  in 
fifteen  cases;  on  the  right  side  in  ten  cases,  and  anteriorly  in  four 
cases. 

Ml  'kTALITY. 

In  the  fort)  six  cases  of  "complete  rupture"  of  our  series 
there  were  thirty  four  deaths,  giving  a  mortality  of  73.9  per  cent. 
In  the  three  cases  of  rupture  of  the  vaginal  vault  there  was  one 
death,  giving  a  mortality  of  33  t/3  per  cent.  In  the  twenty  nine 
cases  of  "incomplete  rupture,"  there  were  eight  deaths,  or  a 
til .1  tality  of  27.5  per  cent. 

/ //,  gross  mortality,  then,  in  our  list  oj  -■  vent)  eight  cases  was 
53.8  pi  1 

It  should  be  mentioned,  however,  that  the  cases  thai  died  with 

npleU    rupture   oj  the   uterus"   were  suffering   from   eithei 

placenta  previa  centralis  or  eclampsia,  both  of  which   have  in 
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themselves  a  fairly  high  mortality.  Our  mortality  rate  in  "  com- 
plete rupture"  was  high  (the  average  in  the  recent  literature 
being  about  60  to  65  per  cent.),  but  we  believe  that  we  can 
honestly  claim  that  practically  all  of  such  cases  that  have  come 
under  our  care  have  been  of  the  severest  type  with  but  little 
chance  of  life. 

FETAL    MORTALITY. 

The  fetal  mortality  in  the  series  of  forty-six  complete  rup- 
ture-- was  83  per  cent. 

In  the  three  ruptures  of  the  vaginal  vault  the  mortality  was 
66.6  per  cent. 

In  the  twentv-nine  cases  of  incomplete  rupture  the  mortality 
was  52  per  cent. 

The  total  fetal  mortality  was  70+  per  cent. 

TREATMENT.       PROPHYLACTIC. 

i.  Have  the  patient  in  as  good  physicial  condition  as  possible 
at  the  time  of  labor. 

2.  Be  aware  in  time  of  the  presence  of  a  deformed  pelvis;  of 
pelvic  tumors;  fetal  anomalies,  etc 

3.  Remember  the  dangi  rs  0]  a  prolongi  d  di 

4.  Do  not  allow  the  to  be  prolonged,  particularly 
if  the  uterine  contractions  are  very  severe. 

5.  Do  no1  be  too  peedy  in  the  dilatation  of  the  cervix  when 
doing  an  "accouchement  force."  Remembei  the  ease  with 
which  the  cervix  in  a  "placenta  previa  centralis"  can  be  torn. 

6.  Do  not  perform  or  even  try  a  version  in  a  "tonic  uterus,"  01 
one  Hint  is  rapidly  becoming  tonicallj  contracted. 

-.   Do  not  apply  forceps  with  a  rigid  rim  of  cervix  --till  presenl 
8.    Every  Cesarean    section  ease  in  a  subsequent   pregnancy 
must  early  be  warned  of  pos  rible  danger  at  the  time  of  laboi .  if  not 
under  proper  supervision. 

i).  Finally,  ever  keep  in  mind  the  dangei  signal  the  warning 
symptoms  of  an  impending  rupture.  When  they  develop,  de- 
liver at  once  in  the  safest  manner  for  the  mother. 

TREATMENT  AFTER  TH]    OCCURRENCE    ''I     Mil    RUPTURE. 

Treatment  oj  Ruptures  of  the  I  aginal  Vault. 

These  eases,  if  the  diagnosis  of  the  extent   of  the  laceration 

is  correct,  can  in  most  instances  be  treated  b)  tamponage  with  or 

without  sutures.    In  ease  intestines  or  omentum  give  trouble,  an 

immediate  laparotomy  should  be  undertaken  with  either  total  <t 
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partial  closure  of  laceration.      In   rare   instances   the   uterus   is 
torn  away  so  extensively  that  it  has  to  be  removed. 

(B)  Treatment  of  Incomplete  Rupiun  r. 

Nearly  all  such  cases  are  best  treated  by  firm  tamponage  with 
or  without  sutures.  A  laparotomy  is  rarely  indicated  and  only 
then  when  hemorrhage  persists  despite  the  conservative  treat- 
ment. After  the  tamponage,  pressure  may  he  exerted — for 
several  hours,  if  necessary — from  above.  At  times  it  may  be 
advisable  to  lessen  the  blood  supply  to  the  pelvis  by  pressure 
on  the  abdominal  aorta. 

There  are  cases  of  "incomplete  rupture"  in  which  the  tear 
simply  opens  into  the  broad  ligament  without  involvement  of  the 
lower  section  of  the  cervix.  In  such  cases  a  tamponage  of  the 
broad  ligament  may  be  impossible.  The  uterus  and  vagina 
should  be  packed  and  counterpressure  exerted  from  above. 
The  broad  ligament  hematoma  may  have  to  be  opened  later, 
either  from  above  or  from  below. 

(C)  Treatment  oj  Complete  Ruptun  r. 

(a)  The  child  should  be  delivered  at  once,  providing  it  is  still 
"in  nil  TO,"  in  the  presence  of  a  bad  rupture,  with  great  shock  or 
hemorrhage  or  both.  If,  in  these  cases,  a  laparotomy  can  be 
done  at  once,  on  the  spot,  without  the  transference  to  a  hospital, 
it  should  be  performed.  Where  this  is  not  feasible,  we  believe 
that  better  results  will  be  obtained  by  tight  tamponage  of  tin- 
uterus  and  vagina  rather  titan  by  removal  of  the  patient  to  more 
convenient  surroundings. 

(b)  On  the  other  hand,  if  the  diagnosis  is  made  early  in  the 
presence  of  ;i  comparatively  mild  rupture,  with  the  child  still  in 
the  uterus,  there  are  two  methods  of  procedure,  namely:  I. 
If  the  child  is  alivi  ,  and  if  tin-  mother  is  in  fairly  good  condition, 
she  should  be  transferred  very  carefully  at  once  to  a  hospital, 
where  an  immediate  laparotomy  should  be  done.  This  offers 
the  lust  prospects  for  both  mother  and  child.  2.  If  the  child  is 
dead  and  the  mother  in  fairly  good  condition,  we  can  delivei 
at    once    m    the    simplest    manner,    and    treat     the     rupture    by 

tamponage,"  if  we  think  this  method  will  answer;  otherwise, 
we  should  perform  a  laparotomy  ill  ona  ,  on  llu  spot.  If  we 
are  not  willing  to  run  the  nsk  of  having  to  operate  at  the  patient's 
home,  we  should,  as  in  (i),  transfer  the  case  befon  delivering. 
The  writer  cannot  urge  this  point  too  strongly,  for  the  delivery 
of  the  child  after  the  uterus  luis  ruptured  will  probably  increase 
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the  size  of  the  tear,  thereby  increasing  the  amount  of  shock  and 
hemorrhage  and  increasing  the  dangers  of  transportation. 

(c)  If  the  child  and  placenta  are  free  in  the  peritoneal  cavity, 
a  laparotomy  is  practically  always  necessary.  Here,  again,  if 
the  patient  is  in  extreme  shock,  if  any  procedure  is  attempted 
it  should  be  done  at  once  on  the  spot. 

(d)  Where  the  diagnosis  of  rupture  is  first  made  after  the 
delivery  of  the  child,  if  the  rupture  is  not  extensive  and  the  shock 
and  hemorrhage  are  not  great,  it  may  seem  advisable  merely 
to  use  a  carefully  applied  tamponage  with  or  without  partial 
suturing. 

Should  a  laparotomy  be  decided  upon,  we  may:  i.  simply 
irrigate  the  peritoneal  cavity  and  drain  through  the  laceration 
(having,  of  course,  removed  the  child  and  placenta);  2.  we 
may  suture  the  rupture,  according  to  the  method  of  Zweif el;  or, 
3.  we  may  perform  either  a  supravaginal  or  a  panhysterectomy, 
and  drain  from  below. 

In  all  of  our  cases  in  which  a  laparotomy  was  performed,  it 
was  found  necessary  to  remove  the  uterus  (excepting  in  the  case 
of  the  Cesarean  section  that  [recovered)  either  because  the  bleed- 
ing could  not  otherwise  be  controlled  or  because  of  the  tremendous 
destruction  of  tissue.  Should  the  patient  recoverfrom  her  shock 
and  hemorrhage,  we  must  always  fear  the  development  of 
peritonitis  or  a  general  sepsis. 

Although  the  abdominal  operation  was  often  of  no  value,  still 
the  mortality  in  the  twenty-nine  cases  operated  upon  was 
reduced  to  62  per  cent. 

A   vagina]   hysterectomy  can  be  performed,  but  this,  too,  is 
rarely,  in  our  opinion,  advisable,  owing  to  the  difficulties  pre 
sented  by  the  great  damage  resulting  from  tin-  rupture. 

The  general  treatment  for  the  hemorrhage  and  shock  should 
Ik-  given   at   once. 

Ih.  vital  question  is,  oj  course,  >//<///  ;.',  perform  a  laparotomy 
or  ■.hall  wi  rely  upon  tamponage  and  drainage.  Although  there 
is  ;i  Lirat  deal  to  be  said  011  cilhei  side  of  tin-  question  and 
although  there  are  statistics  in  favor  of  each  standpoint,  J  believe, 
nevertheless,  thai  with  improved  technic,  the  best  results 
will  In-  obtained  with  an  alHloiinn.il  hysterectomy  (or  suture 
of  wound  when  possible),  excepting  in  (a)  clean  cases  with  rela- 
tively small  amount  of  trauma,  with  hemorrhagi   controlled  by 

packing,  and   (In   bad  Cases  with  marked  shock. 

In  1  In  formei  the  abdominal  operation  will  seldom  be  necessai  v, 
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while  in  the  latter  the  operation  can  be  of  little  value.  Real 
success  will  come  and.  I  believe,  can  only  come  to  those  operators 
who  see  then  cases  at  the  actual  time  of  the  "rupture"  or  very 
soon  thereafter.  Transportation  of  the  patients  in  extreme 
shock  materially  decreases  the  chance  of  a  recovery. 
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DISCISSION. 

Dr.  E.  Gustav  Zinke,  of  Cincinnati,  was  surprised  at  the 
number  of  cases  of  rupture  of  the  uterus  which  had  occurred 
even  though  the  number  of  deliveries  ran  up  to  60,000.  He 
wished  to  emphasize  a  few  points  which  were  of  practical  impor- 
tance to  the  general  practitioner,  especially  the  one  who  took 
obstetric  cases.  Rupture  of  the  uterus,  from  a  purely  obstetric 
cause,  should  not  occur  in  the  hands  of  anyone  who  knew 
obstetrics.  We  could  not  prevent  rupture  of  the  uterus  produced 
by  a  Cesarean  section,  myomectomy,  or  the  result  of  a  kick, 
of  a  bullet,  or  a  stab,  or  by  the  horns  of  cattle.  But  rupture  of 
the  uterus  due  to  delayed  labor,  the  result  of  an  obstruction, 
which  the  physician  encountered  in  the  passage  of  trie  child, 
should  be  wiped  from  the  record.  Knowing  the  doctrine  of 
narrow  pelves,  as  it  was  understood  now,  no  man  had  a  right  to 
carry  a  patient  to  the  verge  of  rupture  of  the  uterus,  and  the 
clinical  picture  which  surrounded,  or  which  brought  the  threat- 
ening danger,  was  so  distinct  and  so  well  marked  that  no  man 
could  possibly  overlook  it.  A  woman  who  was  in  a  long  second 
stage  of  labor  should  arouse  suspicion.  The  man  who  had  taken 
a  history  of  his  case  and  studied  his  patient  carefully  would 
know  in  advance  whether  he  had  trouble  to  look  fur  or  not,  and 
he  would  be  on  his  guard  and  would  detect  the  symptoms  that 
were  indicative  of  rupture. 

Dr.  Zinke  described  in  detail  two  cases  of  rupture  of  the 
uterus  that  had  come  under  his  observation,  one  of  them  occur- 
ring with  the  use  of  the  Bossi  dilator. 

Dr.  Edward  J.  Ill,  of  Newark,  New  Jersey,  spoke  of  rupture 
of  the  uterus  produced  by  forceps  applied  high  in  cases  of  non- 
retracted  cervix.  A  dilated  cervix  did  not  mean  a  retracted 
cervix  and,  as  a  rule,  the  forceps  should  not  be  put  on  tin  f<  tus 
until  the  cervix  was  retracted.  This  was  an  old  rule,  but  little 
followed. 

Dr.  Lobenstink,  in  closing  the  discussion,  said  that  the  re- 
marks of  Dr.  Ill  were  true,  and  that  the  application  of  the  forceps 
high  up  was  responsible  for  a  tremendous  amount  of  damage. 
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OVARIAN  PREGNANCY  AT  TERM,  WITH  RECOVERY 
OF  MOTHER  AXD  CHILD,  PRELIMINARY 
REPORT  OF  A  CASE.1 

BY 

WALTER  ('.  G.   KIRCHNER,  M.   1>.. 

St.  Louis, 

Superintendent,  City  Hospital. 

i  With  Three  Illustrations.) 

Ectopic  gestation  progressing  to  maturity  with  recovery 
of  mother  and  child  is  a  condition  sufficiently  rare  to  warrant  a 
special  case  report.  The  case,  moreover,  becomes  one  of  especial 
interest  when  its  relation  to  ovarian  pregnancy  can  be  established. 
<  if  the  recognized  modes  of  extrauterine  pregnancy,  the  most  un- 
usual form  is  that  of  ovarian  pregnancy. 

The  subject  of  ovarian  pregnancy  has  been  carefully  re- 
viewed by  Williams  (Gynecol,  and  Abd.  Surg.,  Kelly-Noble),  and 
recently  also  by  C.  C.  Norris  (Primary  Ovarian  Pregnancy  and 
Report  nf  a  Case  Combined  with  Intrauterine  Pregnancy,  Surg., 
Gyn.,  Ol'y.,  ix,  2,  p.  123,  1909).  Williams  classified  thirteen  cases 
as  positive,  and  Norris  collected  and  tabulated  nineteen  un- 
doubted eases.  <  )f  the  cases  collected  by  Williams,  those  of 
Gottschalk  and  Ludwig  went  to  term.  Of  thirty-four  cases 
designated  as  positive,  highly  probable  or  probable,  in  eleven 
the  pregnancy  went  to  term,  showing  that  the  ovary  can  ae 
Commodate  itself  more  easily  than  the  tube  to  the  growing 
pregnancy. 

Regarding  the  theories  of  impregnation  and  development, 
ovarian  pregnancy  is  thoughl  to  result  from  the  fertilization  of 
the  ovum  before  its  escape  from  the  Graafian  follicle.  The 
diagnosis  of  ovarian  pregnancy  is  said  to  be  conclusive  when  the 
requirements  demanded  by  Spiegelbcrg  are  complied  with, 
namely: 

■  Read  al  the  Twenl      econd  Annual  Meeting  oi  the    Vmericai  1  iation  of 

Obstetricians  and  G  ts  at  Fort  Wayne,  Septerabei   21  eg  9. 
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1.  That  the  tube  on  the  affected  side  be  intact. 

2.  That  the  fetal  sac  occupy  the  site  of  the  ovary. 

,5.  That  the  sac  be  connected  with  the  uterus  by  the  ovarian 
ligament,  and. 

4.  That  definite  ovarian  structure  be  found  in  its  wall. 

In  addition,  Williams  believes  that  ovarian  tissue  should  be 
demonstrated  in  several  portions  of  the  sac  wall.  It  must  1  it- 
evident  also,  that  as  pregnancy  advances  and  the  ovarian  struc- 
tures become  attenuated,  the  difficulty  of  finding  ovarian  tissue 
increases,  and  it  is  on  this  account  that  many  of  the  advanced 
pregnancies  have  been  placed  among  the  doubtful  cases.  " 

The  history  of  the  case  that  comes  to  our  attention  is  as  follows : 
the  patient.  No.  (1224.  a  colored  female,  thirty  years  of  age,  was 
admitted  to  the  St.  Louis  City  Hospital  November  27.  [908. 
She  was  a  laundress  by  occupation  and  there  was  nothing  in  her 
habits  of  special  interest. 

Famil)  History.  —Her  father  and  mother  had  died  from 
causes  unknown.  One  brother  is  living,  hut  two  brothers  and 
two  sisters  died  in  infancy.  There  was  no  history  of  tuberculosis, 
malignancy  or  insanity. 

Past  Hi  Uory. — Patient  had  had  the  usual  diseases  of  childhoi  id. 
She  had  never  been  sick  or  confined  to  bed  except  a1  childbirth 
Menstruation  began  in  the  sixteenth  year  and  has  always  been 
regular  except  when  pregnant.  She  married  at  the  age  of  twenty- 
one  and  has  had  eight  children.  Seven  years  ago  sin  ,  . 
birth  to  twin  boys,  five  years  ago  hail  .1  miscarriage,  and  has 
had  two  children  since.  Three  children  art'  living,  the  rest 
having  died  in  infancy,  flu-  menstrual  flow  usually  reappeared 
one  to  two  months  after  childbirth.  Her  last  child  was  born 
\< i\ ember  23,  1007. 

Present  Illness,  fhc  patient  entered  the  hospital  believing 
that  she  was  pregnanl  and  according  to  hei  belief  had  gone 
beyond  term.  After  birth  of  last  child  patient  had  regular 
menstruation  for  three  months.  1  asl  regular  menstruation 
occurred  February  15.  1908.  She  missed  in  March,  but  on 
April  1  1  losl  an  unusual  amount  of  blood  and  thoughl  she  was 
having  a  miscarriage  In  addition  to  clots  of  blood  sin-  states 
thai  a  soft,  pinkish  substance  was  expelled,  in  si/e  somewhat 
smaller  than  an  egg.  On  the  morning  of  this  day  she  fainted, 
became  dizzy  and   fell  back   in  bed        She  complained  of  pain  ill 

hei    womb,  bu1    ilii-  soon  subsided       fhc  Bow  of  hi 1  lasted 

for  two  weeks  and  weakened  her  a  ereal   deal       \  doctor  was 
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called  in.  who  prescribed  for  her  and  thought  she  had  a  tumor. 
He  made  no  special  examination.  During  the  succeeding  six 
weeks,  she  was  occasionally  confined  to  her  bed,  and  from  the 
last  of  April  to  the  birth  of  the  child  there  were  no  uterine 
hemorrhages.  On  .May  14,  she  had  a  sinking  spell  and  experienced 
hot  flashes  in  the  face.  The  flashes  were  noticed  during  a  period 
of  three  or  four  da  vs.  She  also  had  nausea  and  vomiting, 
and  about  this  time  began  to  feel  pain  in  the  lower  part  of  the 
abdomen  on  the  right  side.  She  noticed  two  "lumps"  in  the 
lower  abdomen,  one  in  the  center  and  the  other  on  the  right  side. 
She  called  at  the  office  of  another  physician,  who  said  the  womb 
was  enlarged  and  ordered  douches. 

In  June  the  mass  gradually  moved  over  toward  the  left  side 
and  the  pain  became  less.  The  pains  that  she  had  complained 
of  were  of  an  aching  character  and  she  felt  that  something 
on  the  inside  was  pulling  and  seemed  to  cause  a  soreness.  This 
pain  prevented  her  from  being  active  on  her  feet  and  she  found  it 
necessary  to  support  the  abdomen.  On  June  6,  a  physician 
who  had  examined  her  stated  that  she  had  a  tumor.  She- 
felt  nauseated  and  experienced  hot  flashes  on  the  14th,  but  these 
sensations  afterward  left  her  permanently.  For  the  most  part 
she  was  constipated  and  had  to  take  salts  frequently.  She 
experienced  but  little  trouble  with  her  bladder.  Notwithstand- 
ing the  various  diagnoses,  the  patient  believed  herself  pregnant, 
her  abdomen  was  getting  larger,  and  early  in  July  she  felt  fetal 
movements.  During  the  months  of  July,  August  and  Septem- 
ber she  felt  quite  well,  but  was  obliged  to  stay  mostly  in  her 
room. 

In  October  the  patient  felt  well  enough  to  leave  the  house  and 
went  to  a  market  place  four  blocks  distant.  On  her  return  she 
I'll  iomething  give  way  in  the  vagina  and  she  was  obliged  to 
support  the  womb  by  pressure  from  below  until  she  reached  her 
home.  A  physician  who  was  called  in  replaced  the  womb  in 
the  peh  is.  Then-  was  some  uterine  hemorrhage,  but  no  abdomi 
nal  pain.  1  he  womb  remained  in  position  for  three  weeks,  when 
it  again  prolapsed  and  was  pushed  back  l>\  the  patient.  Accord 
in.  to  the  patient's  calculation,  she  was  to  give  birth  tothechild 
on  November  15,  and  on  this  day  she  began  to  have  pain  in  the 
back  and  bearing  do«  n  pain  in  the  womb.  The  pains  were  about 
ten  minutes  apart  and  continued  for  two  days.  A  physician  who 
examined  her  thought  she  had  false  labor  pains  and  expected 
to  be  sent  for  when  laboi   stinted       fwelve  days  later,  after  a 
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pronounced  edema  of  the  cervix  associated  with  prolapse  of  the 
uterus  had  taken  place,  the  patient  entered  the  hospital. 

I'li\  sical  Examination. — Patient  was  well  nourished  and  about 
five  and  a  half  feet  in  height.  Head,  trunk  and  extremities 
well  developed.  Respiratory  and  circulatory  systems  practi- 
cally normal.  Temperature  99. 6°,  pulse  118,  respirations  28. 
The  urine  was  normal,  bowels  were  constipated.  Nervous 
system  was  normal.  Abdomen  was  enlarged  as  in  pregnancy, 
but  somewhat  asymmetrical,  the  left  side  being  fuller  than  the 
right.  The  breasts  were  flabby  and  but  moderately  distended 
with  milk.  Inspection  of  genitalia  showed  prolapse  of  uterus 
with  edema  of  cervix  and  an  old  laceration  of  the  perineum. 
The  cervix  was  perhaps  more  than  two  inches  in  diameter  and 
completely  filled  the  vagina.  The  fetal  heart  sounds  were 
easily  heard  and  were  loudest  to  the  left  and  a  little  below  level 
of  the  umbilicus.  Under  general  anesthesia  the  assistant 
physician  made  a  more  complete  vaginal  examination  and  found 
that  the  uterus  was  empty  and  fhat  delivery  through  the  natural 
channel  was  impossible.  Diagnosis,  extrauterine  pregnancy, 
edema  of  cervix.      Treatment,  abdominal  section. 

Operation. — Under  general  ether  anesthesia,  a  long  median 
incision  was  made  extending  from  the  umbilicus  to  the  S)  mphysis 
pubis.  On  examination  of  the  abdominal  cavity  a  large,  cystic 
and  tumor  like  mass  was  found  occupying  the  lower  two  thirds 
of  the  abdominal  cavity.  There  were  numerous  omental  and 
intestinal  adhesions.  It  seemed  at  first  as  if  we  were  dealing 
with  pregnancy  complicated  by  ovarian  cyst.  The  intestinal 
adhesions  were  liberated,  and  the  omental  adhesions  were 
ligated  and  severed.  The  mass,  which  now  resembled  an  ovarian 
cysl  containing  a  fetus,  was  freed  on  all  sides  and  was  partially 
delivered  through  the  abdominal  incision.  Median  incision  of 
this  mass  was  made,  which  incision  happened  to  be  over  1 1  it-  site 
of  the  placenta.  The  bleeding  here  was  profuse,  I  'he  sac  was 
opened     and     the    contents,     a     matured     fetus,     removed.      The 

fetus  occupied  a  somewhat  longitudinal  position,  the  back  being 
toward  the  left.  The  head  was  above  and  was  flexed  forward 
on  the  idlest.  The  arms  and  legs  were  folded  in  front  of  the 
body.      Tile  cord  appeared  normal. 

The  child  soon  after  delivery  opened  its  mouth  and  made 
efforts  a1  respiration.  It  was  placed  in  the  hands  of  an  assistant, 
who  quite  easily  resuscitated  the  child.  I  lie  sac  was  shelled 
Hi.    from   the  abdominal  cavity.      The  appendix   had   become 
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adherent  to  one  portion  of  the  sac  and  after  careful  ligation  was 
severed.  The  sac  originated  from  the  right  side  in  the  region 
of  the  ovarv  and  it  was  here  that  the  main  blood  supply  was 


Diagram  showing  ovarian  pregnancy  at  term.     A.  W.   Abdominal  wall. 
Ill  irane.     A    P.     Appendix.     C.  Cecum. 

p    Pia  I     I      i       liblical  cord.     F.  Fetus.     U.  Uterus. 

obtained.  A  sorl  of  pedicle  in  the  region  of  the  right  ovary 
was  ligated  with  interlocking  stitch  and  was  severed.  In 
lieatine  the  adhesions  on  the  left  side,  the  tube  was  also  removed. 
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The  uterus  was  somewhat  larger  and  softer  than  normal  and 
occupied  the  central  and  dependent  portion  of  the  pelvis.  The 
fetal  membranes  separated  easily  from  the  sac  and  the  denuded 
portions  were  greenish-yellow  in  color.  The  amniotic  fluid 
was  greenish-yellow  in  color  and  was  turbid.  Some  of  it  escaped 
into  the  peritoneal  cavity.  The  sac  and  contents  having  been 
removed,  the  abdominal  cavity  was  flushed  with  saline  solution 
and  flank  drainage  on  either  side  instituted.  The  abdominal 
wound  was  closed  in  layers  The  operation  was  performed  in 
less   than    thirty    minutes.     The   patient    suffered    considerably 


Fig.  2.  Posterior  view  of  gestation  sac.  External  surfao  0  0  ntal  adhe- 
sions. A  Appendix.  I.  T.  Lefl  tube.  O.  V.  Ovarian  vessels.  I  .1-.  Utero- 
ovarian  ligament, 


From  shock  and  was  put  to  bed  in  a  critical  condition.  She  was 
given  hypodermoclysis  of  saline  solution  and  stimulants,  and 
gradually  rallied  from  the  operation.  The  child  seemed  normal 
in  every  respect.  At  this  operation,  I  was  most  efficiently 
assisted  by  Drs.  Cleveland  11.  Shutt  and  Rodney  J.  Buncfa 

Posl-operati  •  <  <,n  .  1'he  patient  developed  a  localized 
peritonitis,  and  endometritis.  She  ran  a  Febrile  course,  and 
owing  to  hci  weakened  condition  and  a  bad  cystitis,  bei  con 
valescence  was  somewhal  protracted  She  ultimately  made  a 
good  recovery  and  has  assumed  her  usual  vocation. 
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7  lu  Child.  The  child  is  a  full  term  male  baby,  well  developed, 
with  no  deformities,  but  is  somewhat  poorly  nourished.  The 
>kin  i>  wrinkled,  somewhat  macerated  and  there  is  desquamation 
over  entire  body.  There  was  a  deficiency  in  the  amount  of 
vernix  caseosa.  Hair  covering  scalp  normal,  finger-nails  well 
developed  and  projecting,  toenails  well  developed.     Child  is  a 


■■:   -a< .     ('.  ('.   (  i! i ImI;  a!  cord      P    Placenta 
('.  S.  Gestation    sac.     F.M.   Fetal   membrane!       I..  I     Left   tufa        R   T.  Right 


mulatto.      Eyes,    nose,    mouth    and   genitalia   art-    normal.     No 
evidence  of  congenital  disease. 

Measurementi  Head,  biparietal,  8.5  cm.;  bitemporal,  7.5 
cm.;  fronto-occipital,  m  cm.;  mento-occipital,  11  cm.;  sub 
occipito  bregmatic,  9  cm.;  occipito  bregmal  ic,  to  cm. ;  bimastoid, 
7  cm.;  suboccipito-mental,  8  cm.;  fronto-mental,  >>   cm.     Cir- 
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-cumference  of  head  around  cinciput  and  occiput,  34  cm.  Across 
shoulders,  12  cm.  Chest:  lateral  diameter,  7  cm.;  antero- 
posterior, 8  cm.  Length,  48  cm.  Weight,  6  3  4  pounds.  The 
child  was  nourished  by  artificial  feeding  and  thrived  well.  Both 
mother  and  child  ten  months  later  are  in  good  health. 

SPECIMEN. 

Macroscopic  Appearance. — It  was  not  possible  to  at  once 
prepare  the  specimen  for  microscopical  examination  and  instead 
it  was  placed  in  Kaiserling  solution.  The  specimen  represented 
a  closed  bag  opened  by  incision.  The  dimensions  wej-e  20  x 
is  x  1(1  cm.  The  outer  surface  is  partly  roughened  by  torn  bands 
of  adhesions.  The  anterior  surface  is  free.  On  the  posterior 
surface,  the  severed  appendix,  10  cm.  in  length,  is  densely 
adherent.  On  the  upper  surface  are  attached  remnants  of 
omental  tissue.  On  the  left  side  the  severed  left  Fallopian 
tube,  6  cm.  in  length,  is  loosely  attached.  The  tube  is  normal. 
The  right  tube  is  adherent  to  the  right  side  of  the  sac  in  much 
the  same  manner  as  the  appendix.  The  fimbriated  end  is 
covered  over  by  adhesions,  but  has  no  connection  with  the 
interior  of  the  sac.  The  tube  is  11  cm.  long  and  of  nearly  uniform 
diameter.  At  the  lower  part  of  the  sac.  there  is  a  ligamentous 
structure  resembling  the  utero-ovarian  ligament.  On  the  right 
side  below  and  beyond  the  attachment  of  the  right  tube,  there 
is  a  rather  large  and  tortuous  artery  and  large  veins,  ["here 
are  also  vessels  leading  into  the  sac  from  the  omentum  and  left 
broad  ligament.  The  interior  of  the  sac  is  lined  by  placenta 
and  fetal  membranes. 

I  he  placenta  is  niostlv  situated  on  upper  and  anterior  portions 
of  sac  and  away  from  region  of  right  tube.  It  measures  \2  x 
'i  \  s  cm.  and  in  one  portion  i->  14  cm.  across.  The  umbilical 
cord  is  42  cm.  long  and  1.2  cm.  in  diameter.  It  divides  into 
four  branches;  the  two  larger  branches  going  to  the  placenta, 

the  two  smaller   ones  supplying   the    membranes.      The   placenta 

and  especially  the  fetal  membranes  can  lie  easily  separated  from 

tile  gestation  sac  I  In-  gestation  sac  is  less  pliable  than  the  fetal 
membranes  and  is  mostly  1  to  .?  mm,  in  thickness,  flic  left 
portion    of    the    sac    is    thinner    than    the    right     and     numerous 

lil hcssrls    ran     In-    seen     to    ramify    through     this    structure. 

Several  portions  of  the  specimen  were  removed  for  microscopical 
<■Namin.it  i"ii 


BSTETRICIANS    AND    GYNECOLOGISTS.  861 

MICRl  tSCOPIC    EXAMINATII  IN. 

From  the  surgical  standpoint  the  case  is  of  interest  in  that 
both  mother  and  child  were  saved.  With  the  exception  of  a 
slight  contracture  of  the  left  side  of  the  neck  and  a  slight  asym- 
metry of  the  head,  the  child  seems  normal.  This  is  also  unusual 
in  cases  of  ectopic  gestation,  where  deformity  or  malformation 
is  the  rule. 

A  study  of  the  specimen  combined  with  the  history  of  the  case 
leaves  little  doubt  as  to  the  nature  of  the  pregnancy,  and  it  may 
be  considered  of  the  ovarian  type  for  the  following  reasons: 

i.  The  history  of  the  case  points  to  an  ovarian  pregnancy  on 
the  right  side. 

2.  At  operation  a  large  gestation  sac  resembling  an  ovarian 
cyst  was  encountered,  the  pedicle  or  area  of  attachment  being  in 
the  region  of  the  right  ovary.  The  main  blood  supply  to  the 
placenta  was  received  from  this  site. 

3.  The  uterus  was  comparatively  free,  slightly  enlarged  and 
centrally  located,  permitting  prolapse. 

4.  The  left  ovary  and  tube  were  normal. 
5    A  right  norma]  ovary  was  not  found. 

f>.  The  righl  tube  was  adherent  externally  to  the  gestation 
sac  in  much  the  same  manner  as  was  the  appendix,  but  other- 
wise the  tube  was  found  to  lie  normal. 

~.  The  placenta  was  located  entirely  within  the  gestation  sac 
and  was  entirely  free  from  attachment  to  any  part  of  the  peri- 
toneal cavity.  It  occupied  the  anterior  and  upper  part  of  the 
sac  and  had  no  relation  with  either  tube. 

8.  There  was  no  mass  of  ovarian  tissue  found,  nor  anything  to 
indicate  tubo  ovarian  01  abdominal  pregnancy. 

9.  The  physical  characteristics  of  the  sac  are  those  of  ;,n 
ovarian  cysl  and  microscopical  examination  gives  evidence  of 
ovarian  structure  and  origin 

10.  Thergestation  sac  was  attached  to  the  uterus  by  a  ligamen- 
tous structure  and  its  position  on  the  specimen  seems  to  indicate 
that  the  right  tube  did  not  become  adherent  to  the  sac  until  it 
had  :it  1  .inn  d  1  onsiderable  size. 

These    conditions    practically    conform    to    Spiegelberg's   re- 
quirements for  the  demonstration  of  ovarian  pregnancy. 
Cm    1 1 
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DISCUSSION. 

Dr.  E.  Gustav  Zinke,  of  Cincinnati,  said  that  ovarian 
pregnancy,  pure  and  simple,  was  a  very  rare  thing,  and  he  was 
glad  that,  at  last,  a  case  was  brought  before  the  association  which 
left  absolutely  no  doubt  in  our  minds  as  to  its  real  character. 
It  was  remarkable  what  nature  would  not  do  under  these 
circumstances  when  the  ovum  was  implanted  ectopically.  The 
most  frequent  cases  of  ectopic  gestation  which  went  to  term 
were  those  where  the  tube  held  out  to  the  last.  It  was  com- 
paratively rare,  it  was  true,  but  those  were  the  cases  in  which 
there  were  no  adhesions  between  the  abdominal  viscera  and  the 
ectopic  gestation  sac.  The  next  in  frequency  was  the  ovarian, 
but  here  very  often  rupture  took  place  because  of  tlfe  brittle 
character  of  the  ovarian  tissue.  There  was  another  variety  of 
ectopic  gestation  which  went  to  term,  but  which  was  the  rarest 
of  all,  and  that  was  in  cases  of  tubal  rupture,  or  tubo-ovarian 
pregnancy,  rupture  took  place  sufficiently  to  permit  the  amniotic 
sac  with  the  decidua  reflexa,  which  was  formed  under  these 
circumstances,  to  escape  into  the  abdominal  cavity.  Here  the 
placenta  continued  to  grow  within  the  tube  or  ovary,  as  the  case 
might  be.  Sometimes  it  made  its  way  outside  of  the  structures 
and  implanted  itself  upon  the  pelvic  wall.  Occasionally  it 
happened  that  the  membianes  were  broken  because  of  the 
movements  of  the  fetus,  and  then  the  fetus  was  found  free  in  the 
abdominal  cavity.  While  this  was  an  exceedingly  rare  occur- 
rence, still  it  had  been  observed. 

Dr.  Ernst  Jonas,  of  St.  Louis,  reported  a  case  that  was 
operated  upon  by  Dr.  Tuholske,  he  assisting  him  at  the  time, 
where  in  the  second  month  of  pregnancy  the  whole  ovum  was 
swept  away  from  its  seat  of  implantation  in  the  right  tube  into 
the  free  abdominal  cavity;  implanted  itself  in  the  region  of  the 
liver,  changed  the  liver  tissue,  the  peritoneum  covering  the 
kidney,  and  parietal  peritoneum  to  such  a  degree  that  it  was 
able  to  change  these  tissues  to  true  decidual  tissue.  The 
pregnancy  went  on  to  full  term,  and  the  child  was  removed  at 
the'  end  of  pregnancy  alive.  The  mother,  however,  died  twelve 
hours  aftei  the  operation.     Win  she  died,  they  did  not  know. 

The  specimen  which  they  had  in  their  possession  showed  that 
it  would  have  been  absolutely  impossible  to  have  removed  the 
placenta  by  force  from  these  organs,  ["here  was  no  contractile 
tissu,  around  it  which  would  have  led  to  stoppage  oi  the  bleeding. 

Dr.  A.  B.  Miller,  of  Syracuse,  X.  Y.,  stated  that  in  the 
pathological  museum  at  Syracuse  a  specimen  oi  an  ovarj    had 

been  recently  placed,  which  contained  an  ovum  oi  perhaps  two 
months'  developmenl  The  patient  was  operated  on  l>\  .1 
neighboring  surgeon,  who  supposed  that  lie  was  dealing  with  an 
ovarian  cyst.  The  patient  came  complaining  ol  more  01  less 
p. 1111,  and  on  examination  a  small  globular  mass  was  found  in 
tlu  pelvis.  Without  hiking  a  history  of  the  case  as  to  the 
possibility  of  its  hem-  a  pregnancy,  the  patient  was  operated  on. 
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the  ovary  removed,  and  found  to  contain  this  small  embryo. 
Its  appearance  on  inspection  was  that  of  a  bur  within  an  oyster 
or  cameo  setting. 

Dr.  Robert  T.  Morris,  of  New  York,  asked  whether  obstet- 
ricians did  not  make  a  mistake  in  removing  the  placenta  in  these 
cases.  He  said  the  peritoneum  would  digest  bee!  steak,  and  there 
was  no  necessity  for  removing  the  placenta.  He  recalled  one 
case  in  which  the  placenta  was  left  for  three  months  without 
doing  any  harm  whatsoever. 


A  STUDY  <  IF  FOUR  HUNDRED  AXDFORTY  OPERATIONS 
ON   THE  APPENDIX   WITH    REMARKS.1 

BY 

EDWARD  J.  ILL., 

Newark,  X.  J. 

[With  two  illustrations.) 

The  work  herewith  reported  is  the  writer's  personal  experience.2 
It  is  the  writer's  habit  to  look  over  the  histories  of  his  cases 
now  and  then,  to  study  up  some  particular  subject  and  to  learn 
the  k  suits  both  immediate  and  remote.  If  written  histories 
are  not  studied,  one  gets  impressions  as  to  results  which  are 
often  widely  at  variance  with  the  true  condition  of  affairs. 

To-day  I  wish  to  present  to  you  the  result  of  my  work  on 
the  appendix.  It  is  my  first  offense  lor  I  have  neither  written 
nor  said  a  word  on  the  appendix  before.  So  much  has  been  said 
and  written  on  the  appendix  that  I  rather  hesitated  to  bring 
this  matter  before  you.  No  small  amount  of  good  work  on  the 
subject  has  been  developed  by  Fellows  of  this  Association  and 
published  in  our  transactions.  I  would  dare  say  that  what 
cannot   be  found  in  our  transactions  is  not  of  great  value. 

I  have,  nevertheless,  asked  your  indulgence  especially  as  we 
have  much  to  learn  and  our  death  rate  is  still  high.  It  is  high 
for  t  he  chief  reason  of  late  operations  on  neglected  cases.  If  only 
the  diagnosis  were  made  earliei  and  the  hypodermic  syringe 
were  less  in  evidence,  how  much  better  our  results  would  be. 
All  this  is  a  discouraging  feature  of  m\   work. 

Conditions  necessitating  work  on  the  appendix  presented 
themselves  440  times  up  to  March  30,  i>><>')  Of  these  40  per 
cent,  were  males  and  60  per  cent,  females.  Females  probably 
predominated  because  my  work  is  mostly  among  women;  for 

>  Read  at  tin-  Twenty-second  Annual  Meeting  of  tin-  American  Association  of 
1  Ibstetrii  G  it  Fort  Wa  *i     [-2      [909 

1  His  own  work  with  that  of  lir.  Charles  I..  Ill  and  their  combined  assistants 
1  omprise  several  times  tin-  number  of  i ases  herewith  reported. 
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it  was  in  eighty-one  women  that  the  appendix  was  ineidently 
removed  when  other  surgical  conditions  prevailed  and  the 
appendix  looked  diseased.  I  never  agreed  to  the  idea  that 
because  the  abdomen  was  opened  the  appendix  should  also  be 
removed. 

It  is  my  strong  belief  and  conviction  that  whatever  work  is 
done,  should  be  done  simply  to  remove  the  cause  producing  the 
symptoms  or  disease  for  which  the  patient  seeks  our  advice. 
Thus,  I  have  rarely  removed  the  appendix  unless  I  thought  it 
presented  a  condition  of  disease.  I  am  sorry  to  say,  however, 
that  I  have  occasionally  been  mistaken,  for  the  pathologist 
would  now  and  then  report  a  normal  appendix.  I  know  of  little 
use  physiologically  of  the  appendix  and  for  that  reason  see  no 
objection  to  its  removal.  What  I  do  know,  however,  is  that  any 
prolongation  of  the  operation  adds  to  the  patient's  danger  and 
certainly  to  his  discomfort  during  convalescence. 

The  youngest  person  operated  on  was  five  years  old  and  the 
oldest  one  was  sixty-five  years.  The  nonsuppurating  cases 
presented  57  percent,  of  all  cases  while  43  percent,  were  suppurat- 
ing. Of  the  189  septic  cases  there  was  a  localized  abscess  in  109 
cases  and  diffuse  suppurative  peritonitis  in  seventy  cases.  What 
seemed  to  be  a  general  peritonitis  was  recorded  in  eight  cases 
and  two  cases  had  septicemia. 

The  total  number  of  deaths  in  all  cases  was  thirty-two  01 
7.2  per  cent.  Increased  experience  shows  a  marked  reduction 
in  the  death  rate.  Thus  in  the  first  100  it  was  18  per  cent.; 
second  100,  6  per  cent.;  third  100,  5  per  cent.;  fourth  100,  ;,  per 
cent. 

The  total  number  of  deaths  in  the  nonsuppurating  cases  was 
two  or  0  8  per  cent.  In  one  case  it  was  an  acute  Bright's  in  a 
male  following  a  chronic  condition  at  sixty-five  years  that  killed 
the  patient.  In  another  it  was  a  paralytic  ileus  which  resulted 
fatally  in  a  male  on  the  third  day.  This  patient  had  no1  been 
prepared  properly  for  the  operation  as  regards  his  diet  and 
bowels  and  was  tlie  victim  cf  an  epidemic,  which  prevailed  with 
a  limited  few  who  believed  that  abdominal  eases  needed  no 
preparal  ion  for  operation. 

Tlie  total  number  of  deaths  in  the  suppurative  cases  was 
thirty  or  14.;  per  cent.     This  number  mighl  have  been  reduced 

to  a   marked  extent    if  1   had  refused  the  hopeless  eases        (  M'teil  it 

was  simply  a  demonstration  to  show  the  attendant  his  fault  in 

lei  I  in:;   a   pal  lent    go  to  a  last   ehance. 
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An  important  factor  in  the  death  rate  is  the  personal  one  in 
the  after-treatment.  Thus  in  193  cases  that  were  looked  after 
personally  by  myself,  the  death  rate  was  but  3.6  per  cent.,  while 
in  185  cases  looked  after  by  the  attendant  physician  the  death 
rate  was  10.3  per  cent,  or  nearly  three  times  as  great.  It  is 
likely,  however,  that  there  were  many  especially  bad  cases  among 
the  latter. 

The  thirty  deaths  showed  the  following  causes: 

Local  abscess 4 

Diffuse  suppurative  peritonitis 8 

Chronic  nephritis 1 

Perforative  appendicitis 3 

General  peritonitis 10 

Septicemia 2 

Paralytic  ileus 1 

Septic  pneumonia 1 

The  death  rate  shows  but  10  per  cent,  of  the  cases  of  diffuse 
suppurative  peritonitis,  a  result  very  gratifying  to  the  operator. 
This  however  is  all  introductory  to  the  remarks  I  wish  to  make. 
Xo  experience  is  so  good  as  one's  own.  It  will  be  of  interest  to 
note  the  results  as  they  can  be  reached,  not  from  the  masters  in 
the  art  but  from  the  hospitals  generally,  as  we  see  them  all  over 
the  countrv. 

Dr.  W.  D.  Minningham  was  kind  enough  to  collect  for  me 
from  various  hospital  reports  throughout  the  country  7,683 
cases  of  operation  for  appendicitis.  The  total  percentage  of 
deaths  was  8.2  per  cent.  The  death  rate  from  non-suppurating 
cases  was  t,.j  per  cent.  The  suppurating  cases  showed  a  death 
rate  of  26  per  cent. 

The  classification  was  given  in  the  various  reports  as  follows: 

NON-SUPPURATIVE. 

Acute    4,565  ;  died,  203  ] 

Chronic 1,380;  died,       s  >  3   7  per  cenl . 

Associated  with  other  conditions     156;  died,     17  J 

SUPPl  I'  \  1 

Local  abscess died,  102  1  j  4  per  cent. 

Diffuse  suppurative    204;  died,  ioi  49  per  cent. 

Gangrenous 254;  died,     50  20  per  cent. 

Perforative 86;  died,     11  —13  per  cent. 

General  peritonitis 218;  died,  141  — 67  per  cent. 
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The  total  number  of  reports  received  was  164.  Of  this 
number  sixty-five  reports  were  not  available  for  use,  since  they 
were  ambiguous,  the  diagnosis  poorly  stated  or  the  result  not 
apparent.  Such  cases  were  reported  to  the  number  of  4,112, 
really  making  a  total  of  11,795. 

I  wish  to  express  herewith  my  thanks  to  Dr.  Minningham  for 
the  labor  he  has  bestowed  on  these  reports  as  well  as  his  work 
in  behalf  of  my  own  records. 

It  will  be  important  to  note  that  I  have  never  been  obliged  to 
reopen  the  abdomen  for  late  symptoms  or  adhesions.  You 
will  remember  that  these  are  said  to  be  of  common  occurrence. 
I  state  this  because  we  commonly  hear  of  this  being  done. 
Thus  one  of  our  most  honored  and  learned  fellows  recommends 
an  especially  prepared  membrane  to  cover  the  peritoneum  in 
these  cases. 

There  were  two  cases  however  that  needed  operation.  ( >ne 
was  a  fecal  fistula  with  a  hernia  and  the  other  was  followed  by  a 
hernia.  Both  cases  had  been  sick  with  sepsis  many  weeks 
before  they  recovered.  Whether  there  were  other  hernias  I  do 
not  know.  There  could  not  be  many  since  all  drainage  cases 
were  urged  to  return  in  six  months  or  one  year  for  inspection. 

So  much  has  been  written  concerning  the  operation  and  its 
technic  that  I  hardly  dare  go  into  that  and  still  my  remarks 
would  be  incomplete  without  it.  We  all  agree  that  an  operation 
cannot  be  done  too  early.  Nothing  is  gained  by  waiting  and 
everything  may  be  lost.  Most  of  the  deaths  are  attributable 
to  late  and  neglected  cases.  I  have  never  been  sorry  to  have 
operated  early  but  many  times  not  to  have  had  a  chance  at 
earlier  eases.  We  have  been  told  again  and  again  that  a  quick 
operation  is  of  greal  importance.  To  this  we  must  all  acquiesce. 
Nevertheless,  I  am  anxious  to  remove  the  appendix  and  search 
for  a  concretion  from  the  ruptured  appendix  whenever  that  can 
lie  done  within  reasonable  time.  It  all  depends  on  the  condition 
of  the  patient,  however,  and  at  times  we  should  refrain  entirely. 
I  have  seen  many  a  case  where  the  wound  would  not  close 
because  of  the  retention  of  a  fecal  concretion.  In  the  scaich 
for  the  appendix  one  should  lie  guided  more  by  the  insertion 
of  the  ileum  into  the  colon  than  liv  the  long  while  bands  of  the 
caput,  always  remembering  thai  the  near  end  of  the  appendix 
is  within  2  tin.  of  the  insertion  of  the  ileum 

In  all  seplie  cases  the  suture  material  for  the  bowel  should 
In-  absorbable.      I    regret    very   much   that    many  surgeons  are 
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returning  to  such  non-absorbable  material  as  linen  thread. 
I  regard  it  as  purely  a  matter  of  personal  convenience.  While 
I  would  not  hesitate  to  use  non-absorbable  material  in  clean  cases, 
I  must  certainly  object  to  its  use  in  septic  cases,  because  of  the 
formation  of  fistulous  tracts  both  fecal  and  otherwise.  It  is 
only  the  finest  eat^gut  commensurable  with  its  tensile  strength 
that  should  be  used  for  the  bowel  suture  and  it  should  be  slightly 
chromicized.  The  ligature  of  the  mesentery  should  be  of  plain 
catgut. 

The  treatment  of  the  stump  is  important.  I  prefer  the  re- 
moval of  the  appendix  with  the  cautery  above  the  ligature. 
After  a  visit  to  a  prominent  surgical  clinic  we  refrained  from  this, 
simply  using  a  clamp  and  suture,  but  soon  returned  to  our  former 
method  when  we  found  blood  in  the  stools  of  two  cases,  and  a 
hematoma  in  a  third  case.  The  use  of  the  cautery  is  more 
circumstantial  than  the  application  of  carbolic  acid  but  its  dis- 
infecting quality  is  more  potent.  It  is  difficult  to  understand 
how  carbolic  acid  can  penetrate  into  the  convolutions  of  the 
mucous  membrane.  I  am  told  of  the  good  results  of  simply 
dropping  the  stump.  I  have  no  personal  experience  in  this  re- 
spect and  much  prefer  a  clean  and  smooth  peritoneum  such  as 
can  be  obtained  only  by  suture,  either  purse-string  or  interrupted. 
I  have  never  seen  an}-  complication  which  might  have  been  the 
result  of  such  treatment  of  the  stump. 

As  to  drainage  every  one's  experience  is  his  best  guide.  Now 
and  then  a  cigaret  drain  has  served  me  well.  In  the  real  bad 
cases,  however,  I  much  prefer  to  spread  some  iodoform  gauze 
loosely  on  the  outer  side  of  the  caput  coli,  while  the  wound  of  the 
bowel  is  protected  by  a  thin  piece  of  rubber  dam.  With  these 
precautions  I  can  truly  say  that  bowel  fistulae  are  an  almost  un- 
known factor  in  our  experience.  I  can  record  but  a  single  case 
which  needed  operation  later  cm.  and  that  one  was  a  patient  with 
a  large  slough  in  the  head  of  the  colon,  the  disease  having  lasted 
ten  flays  and  tin-  patient  being  septic. 

It  is  the  after  treatment  in  the  septic  eases  that  I  want  to  call 
your  attention  to.  During  the  last  five  years  1  have  adopted  a 
right  lateral  semiprone  or  modified  Siins's  posture  in  all  drainage 
cases.  The  quantity  of  fluid  thus  drained  from  the  abdomen  is 
often  truly  wonderful  and  there  i--  also  a  marked  improvement  in 
the  pulse,  temperature,  and  general  appearand  ovei  tin-  formei 
methods  of  drainage.  The  posture  has  the  effect  of  bringing 
the  opening  made  into  the  peritoneum   to  the  lowest  position 
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of  the  cavity  and  thus  drain  very  completely.  This  will  be 
easily  understood  since  it  is  more  likely  that  fluid  will  flow  down- 
ward more  readily  than  upward,  even  though  the  latter  may 
be  under  positive  pressure  of  the  abdominal  contents.  The 
drain,  whether  it  be  a  cigaret  or  open  gauze  drain  can  be  brought 
out  through  the  upper  end  of  the  incision  where  the  muscles  and 
the  abdominal  pressure  are  least,  and  thus  secure  a  condition  which 
rarely  produces  a  hernial  protrusion.  Secondary  or  loin  incisions 
are  thus  entirely  uncalled  for,  for  the  purpose  of  drainage. 


I  :  Proper  posture. 


This  posture  may  be  described  in  the  following  way:  the  bed 
si  lected  should  have  a  good  mattress  on  a  stiff  spring.  When 
such  a  spring  cannot  be  obtained  a  lap  board  should  be  placed 
under  the  mattress  midway  in  Hie  bed.  In  putting  the  patient 
into  the  bed  he  is  placed  flat  on  liis  back  well  beyond  the  middle 
of  the  mattress.  The  left  thigh  is  flexed  at  right  angles  to  the 
body  and  the  bent  righl  elbow  pushed  alongside  of  the  dust 
to  remain  either  behind  or  in  front  of  the  patient  as  may  be  most 
comfortable.  The  patient  is  then  rolled  over  on  his  right  side 
until  the  wound  is  tlai  on  the  bed.  the  left  thigh  remaining al  a 
ingle  to  the  body.     A  very  small  pillow  undei  Hie  right 
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side  of  the  head  will  add  to  the  comfort  of  the  patient.  The 
accompanying  photographs  will  explain  the  position  better  than 
words.  It  is  quite  important  that  the  bed  be  an  unyielding  one. 
There  is  little  complaint  from  the  patient  because  of  the  posture. 
At  the  end  of  twenty-four  hours,  that  is,  with  the  change  of  the 
first  dressing  the  patient  is  turned  on  his  back,  for  at  the  end  of 
that  time  everything  is  walled  off.  As  has  already  been  said  the 
amount  of  fluid  drained  off  during  the  first  twenty-four  hours  is 


-Improper  posture. 


often  amazingly  large.  A  further  advantage  of  the  posture  is  the 
ease  with  which  normal  saline  solutions  may  be  injected  into  the 
rectum.  The  introduction  of  the  fluid  is  much  favored  by  this 
posture  since  it  will  naturally  gravitate  upward. 

I  speak  of  this  since  we  all  agree  as  to  the  apparent  advantage 
of  rectal  saline  infusion.  The  wound  should  be  kept  scrupul  rusly 
clean,  while  the  dressing  should  be  changed  every  twenty-four 
hours.  Whenever  the  gauze  is  used  either  en  masse  or  as  a  cigaret 
drain  I  am  anxious  to  have  it  kept  wet.  Wet  gauze  will  continue 
to  act  as  a  drain  while  dry  gauze  will  dam  up  the  discharges.  It 
is  therefore  my  custom  to  place  a  compress  soaked  in  a  i  per 
cent,  solution  >>i  carbolic  acid  over  the  wound.     Over  the  com- 


870  TRANSACTIONS    OF   THE    AMERICAN"   ASSOCIATION 

press  I  order  a  piece  of  rubber  tissue.  This  keeps  the  compress 
wet.  The  nurse  changes  the  compresses  as  often  as  it  is  neces- 
sary to  keep  the  parts  clean,  that  is,  about  once  in  four  hours. 
When  the  drain  has  once  been  removed  no  further  packing  is  ever 
done.  This  constant  packing  of  the  wound  is  not  only  exceed- 
ingly annoying  and  painful  to  the  patient,  but  lengthens  the 
period  of  convalescence  and  keeps  up  a  running  temperature. 
I  have  many  times  heard  my  assistants  say  that  our  own  ward 
patients  recover  quicker  and  easier  than  those  of  my  colleagues 
who  insist  upon  repacking  the  wound. 
1002  Broad  Street. 


THE   NEW  POINT   IN  DIAGNOSIS  BETWEEN  APPEN- 
DICITIS AND  TUBAL  DISEASES.' 

BY 

ROBERT  T.  MORRIS,   M.   D., 

New   York. 

Professor  of  Surgery  in  the  New  York  Post-Graduate  Medical  School. 

For  more  than  a  year  I  have  been  calling  attention  to  a 
diagnostic  point  which  is  of  value  in  differentiating  between 
appendix  trouble  and  diseases  of  the  adnexse.  The  question 
has  been  taken  up  by  a  number  of  different  writers,  who  have 
given  me  suggestions  of  much  value,  and  I  can  perhaps  answer 
some  of  these  questions  to-day  to  advantage  for  the  members 
of  this  Association.  The  point,  as  you  will  remember,  is  this: 
about  an  inch  and  a  half  to  the  right  of  the  navel  close  down 
to  the  spinal  column  we  find  the  right  group  of  lumbar  ganglia. 
Hypersensitiveness  on  deep  pressure  at  this  point  seems  to 
indicate  that  the  appendix  alone  is  the  seat  of  irritation.  When 
the  left  group  of  lumbar  ganglia  an  inch  and  a  half  to  the  left 
of  the  navel  also  shows  hypersensitiveness,  then  we  are  to  look 
to  the  pelvis  for  the  source  of  irritation.  A  number  of  men 
ha\c  said  that  I  must  be  wrong  about  the  structures  involved. 
They  believe  thai  we  are  not  dealing  with  the  lumbal  ganglia, 
but  with  the  lymphatics  instead.  My  answer  is  this:  ii  was 
my  own  original  belief  that  we  were  dealing  with  sensitive 
lymph  nodes  and  lymph  chains,  but  my  reason  for  deciding  that 
we  were  dealing  with  sympathetic  nerve  ganglia  was  thai  we 
found  the  greatesl  degree  of  hypersensitiveness  and  the  greatesl 
importance  of  this  diagnostic  sign  in  cases  in  which  then    was 

<  km  I  at  the  Twi  I  I  thi     Vmi  rii  an    Vssoi  iation  of 

Fort  V  ■  ■   .  lcjoy. 
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no  infection  whatsoever;  in  other  words,  in  cases  of  what  I  call 
protective  appendicitis. 

We  must  divide  our  cases  of  appendicitis  to-day,  for  the 
purpose  of  classification,  into  at  least  four  kinds.  First,  pro- 
tective appendicitis,  the  commonest  type.  These  are  patients 
who  go  the  rounds  of  visiting  doctor  after  doctor  asking  if  they 
have  or  have  not  appendicitis,  and  if  they  see  a  sufficient  number 
of  doctors  they  obtain  in  the  end  a  sufficient  number  of  opinions. 
They  arc  the  cases  in  which  the  patient  is  never  going  to  have 
appendicitis  of  the  infective  character.  Such  a  patient  is 
protected  against  it,  and  for  two  reasons.  First,  because  the 
structures  susceptible  to  infection  are  removed  by  the  degen- 
erative process  called  by  Senn  appendicitis  obliterans,  and  by 
Ribbert  normal  involution  of  the  appendix.  The  structures 
susceptible  of  infection  are  being  removed  hour  by  hour,  day  by 
day,  month  by  month,  and  year  by  year  in  these  cases.  And 
another  reason  why  these  cases  are  not  going  on  to  infective 
lesions  is  because  of  the  constant  irritation  of  nerve  filaments 
entrapped  in  the  sclerotic  fibers  leading  nature  to  call  out  a 
persistent  hyperleukocytosis,  local  in  character  and  protective. 

These  cases  may  be  classified  as  cases  of  protective  appen- 
dicitis. They  form  the  largest  number  of  appendicitis  cases 
that  we  have  in  the  whole  world  at  the  present  moment.  It  is 
in  precisely  this  class  of  cases  that  the  diagnostic  point  is  of  the 
greatest  value.  The  patients  who  go  the  rounds  of  the  pro- 
fession with  the  appendix  in  the  shape  of  a  question  mark  may 
have  tubal  disease,  and  often  the  question  of  many  other  con- 
ditions comes  up;  but  if  you  press  on  that  point  an  inch  and 
a  half  to  the  right  of  the  uavel,  and  deeply,  you  press  the  button 
which  turns  on  the  light.  In  cases  of  tubal  disease  both  groups 
of  lumbar  ganglia  are  hypersensitive,  but  in  cases  of  appendix 
trouble  the  right  group  only. 

The  second  most  common  cases  arc  those  of  intrinsic  infective 
appendicitis.  Those  are  the  cases  which  attract  our  attention 
more  frequently  at  the  present  moment,  because'  they  represent 
the  yellow  journalism  of  appendicitis.  The  features  are  all  in 
evidence  on  the  front  page  in  large  red  type.  These  are,  next 
to  the  cases  of  protective  appendicitis,  tin-  most  common.  In 
them  the  diagnostic  point,  which  I  have  tried  to  bring  out,  is  of 
small  value.  YVlr.  Because  we  have  other  points  of  so  much 
greater  value.  It  is  often  present  and  often  obscured  by  the 
dominance  of  more  important  si^ns  which  ate  recognized  to-day. 
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Therefore,  in  the  second  group  of  cases,  McBurney's  point  is 
one  of  great  diagnostic  value,  and  the  point  to  which  I  call  your 
attention  is  of  fourth  rate  importance. 

The  third  most  common  group  is  perhaps  the  cases  of  syn- 
congestive  appendicitis,  where  we  have  serous  infiltrates  in  the 
tissues  synchronously  with  serous  infiltrates  in  the  vicinity, 
and  the  appendix  is  incidentally  tense  from  the  infiltrates.  In 
cases  of  loose  kidney  we  often  find  this  condition.  Also,  in  cases 
of  abdominal  ascites,  rheumatism  and  in  cases  of  various  kinds 
of  obstruction  to  the  lymph  and  blood  circulatory  currents,  we 
will  find  cases  of  syn-congestive  appendicitis.  These  also  are 
protective  against  infective  changes.  The  appendix  is  found 
on  pressure,  to  be  more  sensitive  than  normal,  and  the  patients 
have  symptoms  of  irritation  in  the  appendix  region,  and  in  these 
cases  again  we  find  this  diagnostic  point  of  some  value,  but  not 
of  great  value. 

The  fourth  class  consists  of  cases  of  appendicitis  with  extrinsic 
infection  in  which  the  infection  proceeds  from  the  oviduct, 
peritoneum,  or  some  neighboring  structure,  and  so  slowly  that 
we  do  not  have  the  incident  of  rapid  swelling  that  occurs  with 
intrinsic  infection  in  which  we  have  a  rapid  compression  anemia, 
due  to  swelling  of  the  soft  inner  coats  within  the  tight  outer 
sheath.  In  the  attack  of  compression  anemia,  the  tissues  are 
made  temporarily  vulnerable  to  attack  by  bowel  bacteria.  In 
the  cases  of  extrinsic  infection,  however,  the  appendix  shows 
slow  tissue  changes,  and  a  protective  leukocytosis  goes  on  in 
such  a  way  that  we  do  not  frequently  have  to  deal  with  the 
accidents  belonging  to  intrinsic  infection.  In  this  class  of  cases 
the  diagnostic  point  to  which  I  call  your  attention  is  not  of 
great  value,  because  the  appendix  feature  i>  very  apt  to  be 
associated  with  pelvic  trouble;  therefore,  we  are  apt  to  have  both 
groups  of  lumbar  ganglia  hypersensitive. 

The  thought  I  wish  to  make  essential  is  this,  that  this  diag- 
nostic poinl  is  of  greatest  value  in  the  commonest  class  of  cases 
of  appendicitis — namely,  protective  appendicitis,  and  in  tin  class 
of  cases  in   which   there  is  most  often  a   question    ii    we    have 

1 f  the  oviducts  or  of  other  structures.     In  some  cases  of 

appendicitis  with  intrinsic  infection,  t lie  diagnostic  point  has 
d  value  when  ihis  typi  dicitis  has  been  actually 

associated  with  tubal  disease.  Twice  (luting  the  past  year 
physicians  have  said  to  me.  "lure  is  a  patient  who  has  pelvic 
disease,  but  also  appendicitis."     1  have  said  to  them,  "why  have 
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you  so  decided3"  "By  knowing  the  point  to  which  you  call 
attention"— they  answered,  "both  groups  of  lumbar  ganglia  are 
hypersensitive,  but  there  is  a  greater  degree  of  hypersensitiveness 
on  the  right  side."  Twice  physicians  during  the  past  year  have 
made  diagnoses  of  appendicitis  in  conjunction  with  tubal  disease, 
because  of  a  greater  degree  of  hypersensitiveness  of  the  right 
lumbar  ganglia. 

How  are  we  to  rule  out  hysterical  sensitiveness  of  the  abdomen? 
By  the  superficial  character  of  the  sensitiveness  on  pressure  at 
this  point.  Will  a  hernia  on  the  right  side  cause  hypersensitive- 
ness at  this  point,  exclusively?  That  is  a  matter  which  I  have 
not  quite  determined  yet.  With  reference  to  this  feature  I 
have  examined  a  fairly  large  number  of  cases  of  hernia.  In 
cases  where  the  hernia  was  causing  acute  symptoms,  there  has 
been  a  good  deal  of  local  sensitiveness,  both  superficial  and 
deep,  but  we  did  not  need  that  diagnostic  point,  because  the 
other  features  were  sufficiently  in  evidence.  In  cases  in  which  the 
hernia  was  not  causing  any  acute  disturbance,  there  was  no 
sensitiveness  of  the  right  group  of  lumbar  ganglia.  In  cases  in 
which  the  source  of  irritation  is  above  the  level  of  the  navel,  I 
put  negative  value  on  this  point.  In  cases  of  loose  kidney, 
with  congestion  of  the  appendix,  this  point  does  not  furnish 
evidence  of  any  great  value,  because  we  have  the  better  testi- 
mony of  the  loose  kidney. 

In  cases  of  pneumonia,  where  there  has  been  a  question  of 
diagnosis,  of  what  value  is  this  diagnostic  point2  I  do  not 
know.  I  would  like  to  know.  I  have  not  seen  during  the  past 
two  years  a  case  of  pneumonia  in  which  I  could  bring  out  this 
point;  but  a  good  many  cases  of  pneumonia  are  operated  on 
every  year  for  appendicitis,  and  I  would  ask  the  members  of 
the  Association  to  bear  this  in  mind  and  find  out  what  value  this 
point  is  in  cases  of  pneumonia. 

^  In  cases  of  gallstones,  I  have  not  found  hypersensitiveness  on 
either  side  of  either  group  of  lumbar  ganglia  of  value.  This 
1S  als"  true  ol  ulcer  of  the  stomach.  In  one  case,  where  it  was 
a  question  if  a  patient  did  not  have  chronic  ulcer  of  the  stomach, 
I  found  both  groups  of  lumbar  ganglia  hypersensitive,  and 
going  to  the  pelvis  for  the  source  of  the  trouble  I  found  that  he- 
had  tuberculosis  of  the  left  seminal  vesicle,  and  his  dyspepsia 
disappeared  on  the  removal  of  the  left  seminal  vesicle.  The 
man  was  senl  to  me,  however,  with  the  question  of  operation 
for  ulcer  of  the  stomach. 
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In  cases  of  malignant  disease  of  the  cecum  or  sigmoid,  we 
would  naturally  expect  to  find  that  the  right  group  of  lumbar 
ganglia,  or  the  left  group  of  lumbar  ganglia,  was  hypersensitive 
on  pressure.  In  cases  of  malignant  disease,  for  some  peculiar 
reason,  for  which  I  at  present  have  no  explanation,  this  point 
is  of  no  diagnostic  value. 

616  Madison  Avenue. 

DISCUSSION. 

Dr.  James  F.  Baldwin,  of  Columbus,  Ohio,  staged  that  in  the 
three  years  preceding  the  current  year,  he  had  done  si*-  hundred 
and  fifteen  operations  for  appendicitis.  Of  this  number,  over 
four  hundred  were  chronic  cases,  with  no  mortality.  In  another 
series  of  suppurative  and  gangrenous  cases  of  appendicitis, 
called  in  Chicago  general  purulent  peritonitis  from  appendicitis, 
the  mortality  was  small. 

He  had  been  watching  during  the  last  year  or  two  for  Dr. 
Morris's  diagnostic  point,  and  in  a  number  of  cases  he  had  found 
it  of  decided  value.  In  some  others  it  apparently  had  been 
deceitful,  possibly  because  the  speaker  was  not  sufficiently 
expert  in  bringing  it  out,  but  it  was  a  point  for  which  he  was 
constantly  on  the  lookout. 

< July  a  couple  of  days  ago  he  operated  on  a  woman  who 
presented  in  the  history  which  he  got  from  her  and  her  physician 
a  very  typical  case  of  appendicitis  of  some  weeks'  duration, 
the  chronic  type,  doing  no  special  harm,  but  a  source  of  anxiety, 
and  owing  to  continued  tenderness  over  the  appendix  she  was 
confined  to  bed  during  that  time  lot  several  days.  There  was 
distinct  pain,  but  not  marked.  In  making  a  vaginal  examina 
tion  there  was  found  to  be  considerable  tenderness  over  the  tube, 
and  he  felt  a  lump  there,  which  was  somewhat  tender,  and 
it  was  a  question  whether  he  did  not  have  tubal  trouble  to  deal 
with.  lie  inquired  as  to  menstruation,  and  found  that  the  last 
period,  a  week  before,  was  normal.  Explaining  the  matter  to 
Iter  physician,  In-  made  a  median  incision  so  as  to  be  able  to  reach 
the  appendix  and  also  the  appendages.  IK-  found  tin-  appendix 
Congested,  but  not  more  so  than  in  a  great  many  eases  in  which 
there  was  no  distinct  history,  Inn  very  much  to  his  suipiise  in- 
found  a  tubal  pregnancy  just  leaking  a  little. 

Dr.  J.  Henry  Carstens,  of  Detroit,  said  the  papei  of  Dr.  Ill 
was  characterized  by  good  common  sense.  I  here  were  one  or 
two  points  worthy  of  emphasis.  The  idea  of  removing  the 
appendix  when  the  abdomen  was  opened  for  the  reliei  ol  some 
other  pathological  condition  was  ;1  i,a,i  one.  It  was  bad  doctrine 
to  teach,  particularly  ii  there  was  no  reason  for  removing  the 
appendix.     He  endorsed   tin-  point   about   using  silk  ligatures. 

He   did    not    sic    how    ;m\    surgeon    Who   called    himself    Up   to  dale 

could  use  silk  for  anything  except   intestinal  surgery.     Catgut 
was  good  enough.     Ii  could  lie  rendered  sterile,  and  there  was 
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no  excuse  for  using  anything  else  in  cases  of  suppurative 
appendicitis. 

Dr.  Morris  I.  Rosenthal,  of  Fort  Wayne,  said  he  believed 
the  use  of  catgut  in  appendicitis  operations  for  the  ligation  of 
the  appendix  had  brought  good  operators  and  great  surgeons  to 
the  conclusion  that  the  removal  of  the  healthy  appendix  was 
much  more  dangerous  than  the  removal  of  the  diseased  organ. 
He  had  heard  this  statement  made  by  men  of  large  experience, 
and  since  some  of  these  surgeons  were  using  catgut  for  ligating 
the  appendix,  he  thought  it  was  the  catgut  which  was  at  the 
bottom  of  the  increased  danger.  He  had  done  over  one  thousand 
appendectomies.  He  had  not  removed  an  appendix  that  did 
not  look  to  be  pathological.  So  far  as  lumbar  drainage  was 
concerned,  it  was  a  good  method  in  those  cases  where  one  did 
not  wish  to  subject  the  patient  to  the  danger  of  hernia. 

Dr.  Ernst  Jonas,  of  St.  Louis,  mentioned  the  case  of  a  boy 
upon  whom  he  operated  for  the  removal  of  the  appendix,  but 
who  had  right  lobar  pneumonia.  One  of  the  most  prominent 
diagnosticians  in  St.  Louis,  an  extremely  careful  man,  called  the 
speaker  one  evening  to  the  University  clinic,  and  said  that  during 
the  afternoon  he  had  seen  a  boy,  eleven  years  of  age,  who  undoubt- 
edly  had  a  perforation  of  the  appendix.  He  went  there,  and  got 
a  history  to  the  effect  that  the  boy  was  taken  sick  suddenly 
with  pain  all  over  the  abdomen,  followed  by  nausea  and  vomiting; 
then  the  pain  became  localized  in  the  region  of  the  appendix, 
with  rigidity  of  the  abdomen.  A  diagnosis  of  perforation  of  the 
appendix  was  made  by  the  physician.  The  speaker  examined 
the  boy's  abdomen  carefully  and  found  absence  of  the  sensitive 
spot  to  which  Dr.  Morris  had  called  attention.  He  operated 
and  found  what  he  considered  was  a  normal  appendix.  He 
said  to  the  physician  that  the  boy  would  have  to  be  examined 
lor  some  other  affection.  Accordingly,  he  was  afterward  carefully 
examined  and  found  to  have  a  right-sided  lobar  pneumonia. 

Dr.  Albert  Goldspohn,  of  Chicago,  said,  with  reference  to 
the  diagnosis  between  tubal  or  ovarian  disease  and  appendicitis, 
this  was  a  serious  and  very  important  matter.  We  ought  not 
to  operate  for  tubal  or  ovarian  disease  in  the  acute  state-  We 
had  no  business  to  operate  until  nature  was  given  a  chance  to 
subdue  the  inflammation  in  these  parts,  and  if  this  were  done  there 
would  be  less  operating,  and  the  patients  would  be  given  greatei 
benefit  if  we  waited  until  the  acute  condition  had  subsided.  This 
was  correct  doctrine  in  regard  to  infection  so  far  as  it  pertained 
to  the  genital  organs.  With  regard  to  appendicitis,  he  thought 
it  was  our  duty  to  remove  the  appendix  as  soon  as  the  diagnosis 
was  madi 

Dr.  Alexander  Hugh  Ferguson,  of  Chicago,  said  the  subject 
oi  appendicitis  was  always  with  us.  He  had  laid  down  certain 
rules  for  himself  as  to  whi  n  ami  b  hi  n  not  to  remove  the  appendix 
after  opening  the  abdomen  for  other  purposes.  In  the  first 
place,  if  he  should  get  a  case  with  a  history  of  attacks  of  appen- 
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dicitis,  he  would  not  hesitate  to  remove  the  appendix.  When 
the  appendix  was  eord-like  or  constricted,  or  when  it  was  bound 
down  so  that  it  was  liable  to  be  constricted  more  and  more,  his 
rule  was  to  remove  it.  It  was  an  exception  to  leave  such  an 
appendix.  On  the  other  hand,  if  there  had  not  been  a  history 
or  suspicion  of  trouble  in  the  appendix,  and  it  appeared  and 
felt  normal,  and  he  had  plenty  of  other  work  to  do  on  that 
patient,  then  he  would  leave  it  alone.  The  appendix  could  be 
left  alone  if  the  appendicitis  was  secondary  to  tubal  trouble, 
because  the  inside  of  the  appendix  might  not  be  inflamed,  but  it 
might  be  inflamed  from  without.  Its  lumen  was  safe  so  far  as 
the  patient  was  concerned.  If  he  had  a  great  deal  of  work  to  do 
in  the  pelvis,  he  let  the  appendix  alone,  as  it  was  safer  for  the 
patient  to  do  an  operation  at  another  time,  should  it  become 
necessary. 

PHLEGMASIA    ALBA    DOLENS    IN    CONNECTION    WITH 
OVARIAN  TUMOR. 

BY 
WILLIAM  A.  B.  SELLMAN,  M.  D., 

Baltimore.  Md. 
(With  three  illustrations.) 

I  was  called  to  see  Mrs.  H.,  March  14,  1909,  by  Dr.  John  H. 
Rehberger  of  this  city.  He  informed  me  that  his  patient  was 
thirty-two  years  of  age;  had  been  married  twice  and  never  preg- 
nant. Menstruation  had  been  regular  and  not  attended  by  any 
special  derangement.  She  complained  of  intense  pain  in  her  left 
leg  from  the  hips  down;  she  had  no  suspicion  of  the  existence  of  a 
tumor.  The  left  limb  had  been  swollen  for  some  months  and  the 
pain  was  increasing.  She  was  unable  to  sleep  at  night  and  was 
made  generally  miserable  by  the  condition  existing.  I  made  a 
thorough  examination  and  found  the  abdomen  very  much 
distended  especially  upon  the  left  side  and  I  immediately  made  a 
diagnosis  of  ovarian  tumor.  There  was  fluctuation  in  the 
growth.  I  advised  immediate  operation  and  she  entered  the 
Biedler  and  Sellman  Sanatorium  March  20,  1909. 

March  23,  1909,  tlu-  patient  was  placed  under  ether  anesthesia 

and  the  tumor  removed.     The  incision  was  made  in  the  median 

line  and   the  tumoi    was  easily  exposed,     It   was  found   t"  lie 

111  unilocular  and  t lie  larger  cavities  were  emptied  1>\  use  of  trocar. 

About  thirty  two  pounds  of  fluid  was  contained  in  the  tumor. 

The  sac  weighed  twelve  pounds  and  the  left  ovarj  was  removed 

with  it:  the  pedicle  was  ligated,  then  cut  and  the  slump  stitched 

American  Association  ol 
Fort  ;,  loop. 
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into  the  broad  ligament.  The  abdominal  wound  was  completely 
closed  by  means  of  catgut  sutures.  The  patient  convalesced 
uneventfully  and  was  allowed  out  of  bed  at  the  termination  of 
two  weeks  and  went  home  at  the  end  of  three  weeks.  At  time 
of  leaving  the  sanatorium  the  limb  was  reduced  almost  to  the 
normal  size  and  her  attending  physician  tells  me  that  the 
swelling  subsided  completely  by  the  end  of  two  months  after 
the  operation  was  performed  and  that  she  is  at  present  enjoying 
perfect  health. 


I  present  photographs  showing  the  size  of  the  tumor  including 
views  from  the  side  and  in  front:  the  amount  of  abdominal 
distention  is  clearly  shown.  The  third  photograph  shows  the 
size  of  the  swollen  limb.  It  presented  the  characteristic  appear- 
ance (white  glazed)  of  a  case  of  phlegmasia  dolens  and  the  skin 
was  distended  almost  to  bursting.  I  could  not  ii;n  e  the  femoral 
vein  from  the  groin  as  it  courses  down  the  thigh;  it  did  not 
impart  that  sensation  of  hardness  and  it  did  not  roll  under  the 
finger  like  a  cord  as  described  by  some  authorities.  On  this 
il  I  decided  that  there  did  not  exisl  infection  nor  inflam- 
mation   of    the    venous    trunks.      The    pain     was    increased    by 
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extension    of    the   limb.     There    were    some    varicosities   in    the 
veins  from  the  groin  down  to  the  ankle. 

Dr.  J.  Whitridge  Williams  tells  us  in  the  last  edition  of  his 
text-book  upon  Obstetrics  (page  865)  "Phlegmasia  alba  dolens 
as  a  rule  results  from  the  extension  of  a  thrombolic  process  from 
the  pelvic  veins;  and  in  several  cases  could  be  traced  from  the 
uterus  to  the  common  iliac  vein,  whence  it  extended  upward 
to  the  vena  cava  and  downward  to  the  vessels  of  the  foot. 
Occasionally  in  cases  which  recover,  the  phlegmasia  appears  to  be 


Fig.  2. 


an  isolated  process,  though  it  is  probably  only  a  part  of  a  much 
more  extensive  thrombosis.  Moreover  it  should  be  borne  in 
mind  that  even  widespread  thrombosis  may  give  rise  to  but 
slight  clinical  manifestations,  ;is  in  oik-  cast'  where  the  femoral 
vein  and  all  of  its  branches  were  occluded  completely,  though 
careful  mensuration  was  mccssary  to  detect  any  difference  in  the 
size  "i  tin'  legs.  Another  case  showed  complete  occlusion  of  the 
common  iliac,  and  the  femoral  veins,  which  was  clearly  the 
result  of  pressure." 

Our  patient   did  not   present   the  symptoms  of  one  suffering 
From  "phlegmasia  alba  dolens  puerperae."     She  failed  to  have 
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the  elevated  temperature  which  I  have  found  present  in  cases 
of  this  character;  but  there  existed  the  interference  with  loco- 
motion due  to  the  weight  and  size  of  the  limb.  She  did  not 
have  the  gastric  disturbances,  anorexia,  bad  taste,  coated  tongue 
nor  eructations  but  she  was  constipated.  The  urine  was  highly 
colored  but  no  albumin  nor  tube-casts  were  present. 

In  conclusion   I    will  state   that   I  considered   the  phlegmasia 
dolens  was  due  in   this  case   to  pressure  upon   the  iliac  vessels 


Fig.  3. 

on  the  left  side  and  that  this  pressure  was  immediately  relieved 
by  removal  of  tumor.  The  patient  was  fortunate  in  the 
rapid  restoration  of  the  circulation  and  in  not  having  had  a  clot 
form  which  might  have  destroyed  her  life  by  the  entire  clot  or  a 
portion  passing  to  the  heart. 
5  East  Biddli 

discussion. 

Dr.  Walter  B  Dorsi  11.  oi  St.  Louis,  said  he  had  been 
unfortunate  in  a  numbei  oi  instances,  after  the  most  careful 
procedure,  s<>  far  as  asepsis  was  concerned,  in  having  the  disa 
greeabli  mpto  as  of  phlegmasia  alba  dolens  occur  in  the  left 
thigh.  Hi-  had  had  some  fouror  five  cases  in  which  tin-  condition 
occurred  following  the  removal  ol  fibroid  tumors,  and  it  did  not 
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seem  to  make  any  difference  whether  the  tumors  were  large  or 
small.  It  was  naturally  supposed  that  large-sized  tumors  would 
produce  more  pressure  symptoms  than  small  ones.  Fortunately, 
all  of  these  patients  had  recovered,  and  had  had  no  trouble  what- 
ever afterward,  after  the  usual  treatment,  such  as  elevation  of 
the  limb  in  a  Hodgen  splint,  and  tonic  treatment,  iron,  quinine, 
and  strychnia.  So  far  as  swelling  was  concerned,  he  had  seen 
it  occur  from  any  tumor,  whether  it  was  a  fibroid  or  ovarian 
tumor,  and  it  was  simply  the  pressure  that  produced  the  symp- 
toms. He  did  not  think  the  case  reported  by  Dr.  Sellman  was 
one  of  phlegmasia  alba  dolens,  pure  and  simple,  and  if  the  patient's 
condition  had  not  been  as  good  as  it  was,  the  possibilities  were 
that  there  might  have  been  sepsis  following  the  phlegmasia. 

Dr.  Albert  Goldspohn,  of  Chicago,  recalled  two  patients 
upon  whom  he  had  recently  operated  who  developed  this  post- 
operative condition,  one  about  twelve  days  after  operation,  and 
the  other  fourteen  days.  It  was  in  the  nature  of  a  phlebitis. 
Such  experiences  as  these  he  had  had  several  other  times  in 
years  gone  by,  but  these  disturbances  had  never  been  of  a  serious 
nature,  and  not  so  serious,  so  far  as  local  manifestations  were 
concerned,  nor  so  prolonged  in  time  required  for  recovery,  as  was 
the  average  phlegmasia  alba  dolens  following  tin  puerperal 
state. 

Dr.  Thomas  B.  Noble,  of  Indianapolis,  believed  that  certain 
individuals  presented  angiomatous  pathology  which  was  not  seen 
in  other  individuals;  out  of  this  we  had  purpura  hemorrhagica, 
also  angioneurotic  edema  and  their  analogues,  so  that  it  was 
more  reasonable  to  believe  that  there  was  a  dyscrasia,  a  disposi- 
tion toward  a  venous  pathology  by  nature  in  some  individuals. 
Everyone  who  had  to  deal  with  any  sort  of  abdominal  surgery 
ran  across  unexplained  pathology  of  the  veins.  All  had  had 
such  experiences  as  had  been  related,  where,  without  cause,  alter 
perfectly  clean  operations,  apparently  strong  individuals  had 
developed  tins  condition  following  a  suspension  of  the  uterus,  an 
appendectomy,  or  some  minor  abdominal  operation. 

To  carry  out  this  idea  of  dyscrasia,  recently  a  young  attorney, 
who  had  lived  a  moderate,  hygienic  life,  had  been  perfectly 
healthy  and  well  during  his  life,  was  stricken  with  phlebitis  duj 
ing  the  course  of  a  trial  in  court  which  was  confined  to  the  right 
leg,  but  in  course  of  time  he  recovered.  Within  two  weeks 
thereafter  the  condition  appeared  in  the  left  leg,  extending  to  the 
thigh;  the  edema  finally  went  as  high  as  the  armpit,  and  it 
seemed  as  if  this  condition  would  be  established  in  the  entire  lefl 
leg.  This  was  followed  by  a  thrombosis,  embolism,  and  a 
sequential  pathol  gical  condition  from  such  an  embolism  in  the 
lung.  Aftei  a  l>  >ng  period  of  illness  resultant  from  this  complica- 
tion the  man  recovered.  But  a  year  later  a  peculiar  and  obscure 
abdominal  condition  arose  attended  b)  pain,  directly  followed 
by  the  vomiting  of  a  large  quantity  of  blood  from  which  he  di<  d 
Autopsy  showed  that  there  were  Lnfarctous  changes  in  quite  a 
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number  of  feet  of  the  intestine  from  the  duodenum  down,  which 
was  perfectly  black,  and  a  terrific  reflux  of  blood  coming  into 
the  infarctous  area  was  followed  by  a  pronounced  hemorrhagic 
exudate  in  the  lumen  of  the  intestine,  which  was  carried  up  into 
the  stomach  and  vomited  up  as  red  coagulable  blood.  This  man 
had  sound  lungs.  He  was  never  syphilitic,  and  there  was  noth- 
ing in  his  life  or  history  which  would  account  for  the  disposition 
on  his  part  to  develop  this  venous  change,  so  that  the  speaker 
could  not  help  but  feel  that  in  some  individuals  there  was  an 
unknown  quantity,  an  unknown  indefinable  something  which 
predisposed  them  to  a  venous  pathological  change,  and  that  we 
could  not  anticipate  it;  that  it  might  occur  and  even  dire  results 
follow  minor  operations  in  cases  which  otherwise  ought  to  present 
a  very  favorable  prognosis. 

Dr.  H.  W.  Longyear,  of  Detroit,  said  the  remarks  of  the  last 
speaker  were  very  pertinent  regarding  phlebitis  or  phlegmasia 
alba  dolens.  He  did  not  think  we  needed  to  look  for  any  local 
irritation  in  the  region  of  the  vein  affected,  but  the  vein  affected 
would  account  for  the  condition.  We  might  operate  on  one  side 
of  the  body,  and  healing  would  occur  without  any  trouble 
whatever,  yet  phlebitis  might  occur  on  the  other  side  without  any 
apparent  cause.  He  had  known  that  condition  to  occur  in  two 
or  three  instances,  one  of  them  being  simply  a  fixation  operation. 
The  wound  healed  immediately;  there  was  no  trouble  from  it 
thereafter;  but  the  patient  in  two  weeks  had  pain  in  the  lower 
left  quadrant  of  the  abdomen;  in  a  day  or  two  that  side  was  sore 
and  tender  to  the  touch,  and  she  developed  a  mild  phlebitis. 
This  subsided  and  she  got  entirely  well,  was  about  to  get  up, 
when  the  other  side  became  similarly  affected.  He  had  seen  this 
occur  following  operations  where  there  had  not  been  any  sup- 
purative disease,  so  that  it  seemed  to  him,  as  the  preceding 
speaker  had  said,  there  must  be  some  dyscrasia  to  account  for 
this  rather  than  any  infection  from  the  operation  itself.  In 
regard  to  the  case  reported  by  Dr.  Sellman,  he  thought  the 
trouble  must  have  been  due  to  pressure  rather  than  inflammatory 
action. 

Dr.  E.  Gustav  Zinke,  of  Cincinnati,  said  in  Dr.  Sellman's 
case  there  was  swelling  of  the  left  leg,  with  a  large  multiloeular 
ovarian  cyst,  the  removal  of  which  resulted  in  an  immediate  cure. 
If  he  understood  the  meaning  of  phlegmasia  alba  dolens,  it 
meant  an  inflammatory  condition  usually  of  septic  origin. 
There  was  no  elevation  of  temperature-  at  any  time  either  prior 
to,  during,  or  after  the  operation,  and  he  had  some  doubl  as  to 
whether  this  was  in  reality  a  case  of  phlegmasia  alba  dolens. 
It  looked  to  him  as  though  there  was  a  temp. nary  obstruction  of 
the  circulation  which  caused  the  swelling  ofjthe  leg,  and  with  the 
i!  of  the  pressure  upon  the  bloodvessels  the  swelling  dis- 
d.  Had  this  condition  occurred  after  t he  operation, 
with  elevation  of  temperature,  etc.,  the  speaker  would  have  no 
doubt  whatever  as  to  its  real  nature,  bui   he  could  readily  un- 
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derstand  how  swelling  of  the  extremities,  either  or  both,  might 
occur  on  account  of  the  presence  of  a  large  multilocular  ovarian 
cyst  when  it  occupied  so  much  space  in  the  pelvic  cavity. 

Dr.  John  YV.  Keefe,  of  Providence,  said  that  post-operative 
phlebitis  was  a  distinct  condition  from  that  described  by  Dr. 
Sellman.  As  to  the  cause  of  postoperative  phlebitis,  we  were 
as  much  in  the  dark  to-day  as  we  were  twenty  years  ago.  Much 
thought  and  study  and  a  great  deal  of  theorizing  had  been  in- 
dulged in  in  reference  to  the  cause,  and  yet  it  appeared  to  him 
that  nothing  had  been  definitely  determined  as  to  the  exact 
cause  of  postoperative  phlebitis. 

He  recalled  a  case  of  inguinal  hernia  in  a  woman  where  the 
operation  was  perfectly  simple.  The  wound  healed  by  primary 
union,  and  in  ten  days  she  developed  phlebitis  in  the  left  leg. 
About  twelve  days  afterward  she  developed  phlebitis  in  the  right 
leg.  There  were  no  signs  of  sepsis  at  any  period.  She  gradually 
convalesced  from  the  phlebitis.  It  occurred  to  the  speaker  that 
the  case  of  Dr.  Sellman  was  not  one  of  phlegmasia  alba  dolens, 
but  phlebitis  due  to  pressure  from  the  large  tumor. 

Dr.  Sellman,  in  closing  the  discussion,  remarked  that  what 
the  last  two  speakers  had  said  had  accomplished  the  object  of 
his  paper.  He  was  in  doubt  himself  about  the  diagnosis  of 
phlegmasia  alba  dolens.  His  experience  had  been  that  all  of 
his  other  cases  of  phlegmasia  alba  dolens  had  been  postoperative 
or  postpuerperal  following  dangerous  and  difficult  and  almost 
always  mechanical  deliveries.  The  very  reason  he  presented 
the  paper  was  to  find  out  what  the  condition  really  was. 


S<  'ME  PHASES  OF  PUERPERAL   SEPSIS.' 

REPORT    OF    A    Oi.SE     OF    PUERPERAL    PERITONITIS;    OPERATION 
WITH    RECOVERY. 

BY 

HUGO  I).  PAXTZF.R.  M.   I', 

Indianapolis. 

RECENT  literature  teems  with  articles  on  puerperal  sepsis; 
"Solving  the  Problem  of  Obstetrics,"  as  reads  Zinke's  title  of 
a  forceful  demand  for  better  midwifery.  The  unabated  morbid- 
it)  and  mortality  attending  on  obstetric  cases  in  private  homes, 
stand-  a  lone  vestige  of  the  past.  The  boon  of  antisepsis  and 
asepsis,  as  brought  to  bear  on  these  cases  when  confined  in 
hospitals,  ha:  reduced  the  maternal  morbidity  and  mortality  to 
the  low  percentage  achieved  in  all  other  branches  of  surgery. 
The  multiple  traumata  more  or  less  invariably  inflicted  upon 
the  maternal  parts  involved  in  childbearing,  makes  this  practice 
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essentially  a  surgical  one.  The  rigid  demands  of  modern  surgery 
must  find  application  here.  The  hospital  movement  of  modern 
times  will  not  have  achieved  its  acme,  until  these  cases  are 
provided  for.  In  all  other  specialties,  cases  having  a  surgical 
import  are  being  insistently  taken  to  the  properly  appointed 
hospital. 

The  relative  disavowal  of  midwifery  by  those  seeking  a  spe- 
cialty, has  kit  this  paramount  branch  of  medicine  without  the 
ardent  espousal  and  beneficent  activity  that  has  characterized 
the  recent  growth  and  usefulness  of  all  other  divisions  of  medicine. 
The  long,  uncertain  hours,  the  troublesome  course  of  these 
cases,  their  interference  with  the  practice  of  other  kinds  of 
cases,  make  this  part  of  the  practice  undesirable,  not  to  say 
loathsome  to  the  general  practitioner,  to  whom  now  falls  the 
vast  majority  of  these  cases.  What  is  not  essayed  with  love 
and  intentness,  goes  by  default !  As  negative  testimony  of 
this  result  stands  the  sparse  contribution  to  the  literature  of 
this  subject  by  general  practitioners.  Let  it  become  the  rule 
that  these  cases  are  taken  to  hospitals.  Create  maternity 
hospitals  in  every  community,  and  at  once  the  situation  will 
change.  The  better  results  obtainable  by  the  surgical  cleanli- 
ness of  the  hospital  appointments,  the  trained  and  supervised 
nursing  provided  there,  but  more,  the  practical  assistance  and 
proxy  always  present  in  the  case  of  an  acute  emergency  in  the 
persons  of  the  hospital  internes,  will  take  from  the  practice  of 
midwifery  the  features  that  go  to  make  it  unsought  and 
abhorred. 

This  change,  too,  might  make  feasible  again  the  specialty 
of  joint  obstetrics  and  gynecology.  This  oldtime  natural  and 
efficient  association  has  constantly  prevailed  abroad  where 
obstetric  science  has  made  its  greatest  advances.  The  present 
strenuous  endeavor  to  bring  medical  education  under  state 
control  and  provision;  in  essence  the  incorporation  of  the 
medical  colleges  into  the  state  or  founded  universities,  will  even- 
tuate in  the  ultimate  provision  of  proper  hospital  equipment 
and  salaried  professorships  for  all  our  colleges.  This  will  make 
practicable  the  reassociation  of  the  two  branches  in  one  chair. 
It  is  unnecessary  here  to  state  where  the  skill  and  daily  experi- 
ence of  the  gvnecologist  particularly  dovetail  into  the  needs 
of  practical  midwifery. 

By  present  arrangement,  what  occurs  when  an  obstetrical 
emergencv    arises3     The    practitioner    in    attendance    calls    in 
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another  general  practitioner,  no  better  informed  nor  skilled 
than  himself.  Reasonably  enough,  the  gynecologist,  who 
avowedly  has  discarded  obstetrics,  is  called  upon  fewest  times, 
and  then  oftenest  too  late  for  succor  to  the  patient.  No  doubt 
the  obstetric  mortality  is  owing  much  to  the  inavailability  of 
obstetric  consultants  in  our  communities. 

There  may  be  grounds  of  expediency  that  will  aid  in  the  solu- 
tion of  this  problem.  The  surgeon  to-day  is  no  longer  observant 
of  the  domain  of  the  genecologist,  but  extends  his  practice  also 
to  gynecologic  cases.  In  turn  it  may  come  to  pass  that  the 
gynecologist  to  sustain  his  specialty  and  his  practice,"  may  be 
driven  again  to  take  up  jointly  with  gynecology  the  cause  and 
practice  of  obstetrics.  It  may  be  here  noted,  that  the  parturient 
woman  in  European  countries  fares  less  well,  than  does  the 
American.  The  practice  of  obstetrics  there  is  left  almost  en- 
tirely with  the  midwife.  She  is  less  educated  and  prepared  than 
is  our  trained  nurse.  At  times  of  distress,  the  midwife  calls 
into  the  case  the  general  practitioner  who  at  best  has  but 
little  experience  even  in  ordinary  obstetric  cases. 

The  writer's  review  of  recent  obstetric  publications  com- 
prises some  twenty  articles  by  home  and  foreign  writers.  The 
recognition  of  a  differential  pathology  and  diagnosis;  and  scep- 
ticism and  conservative  use  of  remedial  measures,  are  the  domi- 
nant features  of  this  literature. 

Practische  Ergebnisse  der  Geburtshilfe  and  Gynaekologie, 
vol.  i,  Part  I,  contains  three  articles  of  special  merit  to  which 
the  writer  desires  to  refer  those  interested  in  this  subject.  They 
are:  Veit — Die  Uterus  Extirpation  bei  Puerperalfieber; 
Fromme — Diagnosis  und  die  Behandlung  der  acuten  diffusen 
Peritonitis  puerpralis;  Frankl — Practische  Ergebnisse  der  Sero- 
logie  fuer  die  Geburtshilfe  und  Gynaekologie.  Brief  reference 
only  to  these  articles  and  a  few  others  shall  be  had  here,  and 
more  particularly  pertaining  to  puerperal  peritonitis 

All  kinds  of  pathogenic  bacteria  have  been  found  in  peritoneal 
exudates,  aerobic  and  anaerobic,  though  special  clinical  signifi- 
cance attaches  to  the  streptococcus.  Bacteriologic  research 
as  yet  is  insufficient  to  make  clinical  differentiation  possible. 
Infection  of  the  endometrium  with  virulent  streptococci  at 
once  causes  depression  of  systemic  resistance.  The  disease 
extends  by  the  bloodvessels  or  by  the  lymph-channels,  or  by 
both  courses.  In  extension  by  the  bloodvessels  alone,  the 
peritoneum    becomes   only    rarely    involved,    namely,    when    in 
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pyemia  there  develops  periphlebitic  abscess  and  extension  of 
infection  to  the  peritoneum. 

Frequent  and  more  grave  is  a  streptococcic  infection  which 
goes  along  the  uterine  lymph  vessels,  especially  of  the  fundus. 
These  reach  the  peritoneum  directly.  Besides  peritonitis  in  these 
cases,  general  infection  and  sepsis  result.  Microscopic  prepara- 
tions plainly  show  streptococci  streaks  in  broad  bands  through- 
out the  uterine  musculature;  less  frequently  they  are  found 
within  the  bloodvessels.  The  muscle  cells  are  edematous,  and 
lie  separated  by  round  cell  infiltration.  The  great  virulence 
of  the  germs  is  manifest  clinically  in  the  early  days  of  the  puer- 
perium — second,  third,  or  fourth  day — by  chills,  high  tempera- 
ture, rapid  pulse,  general  torpor,  or  euphoria.  The  peritoneal 
symptoms  follow  within  twenty-four  to  forty-eight  hours.  Uterus 
is  found  well  contracted,  possibly  tender  to  pressure  over  its 
lateral  margins.  The  lochia  reveals  little  macroscopic  change; 
microscopically  long  chains  of  streptococci  are  found.  These 
germs  possess  hemolytic  property. 

If  the  infection — by  streptococci  or  other  bacteria — is  less 
virulent,  the  spreading  of  the  bacteria  through  the  tissues  is 
impeded,  and  the  extension  goes  by  way  of  the  tubes.  In  some 
cases,  the  abdominal  ostia  of  the  tubes  become  agglutinated,  or 
intestines  lie  to  and  become  adherent.  This  may  prevent 
peritoneal  invasion  or  limit  it  greatly.  This  form  of  infection 
in  most  instances  has  revealed  the  diplostreptococcus  of  Walther, 
which  Fromme  holds  is  identical  with  the  nonhemolytic  strep- 
tococcus. High  fever  in  the  early  days  results  from  inflamma- 
tion of  the  endometrium.  With  the  involvement,  later,  of 
the  tubes,  the  peritoneal  symptoms  appear,  generally  at  the  end 
of  the  first,  or  beginning  of  the  second  week.  They  may  not 
appear  until  the  woman  is  about  and  apparently  well  for  some 
time. 

A  third  possibility  for  the  occurrence  of  peritonitis,  arises 
from  the  discharge  of  pre-existing  abscesses,  as  when  a  pyosal- 
pinx,  or  a  parametric  abscess  ruptures.  Another  cause  for  peri- 
tonitis is  given  when  the  uterus  or  vagina  is  perforated  and 
germs  have  direct  communication  with  the  peritoneal  cavity. 
In  this  form  have  been  found  various  bacteria,  namely,  strepto- 
cocci; gonococci  associated  w  it li  other  germs;  staphylococci;  the 
pyocyaneus;  pneumococci;  and  colon  bacillus.  The  beginning 
of  peritonitis  caused  by  rupture  of  a  pyosalpinx  or  parametric 
into  the  abdomen  is  announced  by  collapse,  great  sharp 
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pains,  vomiting,  fear,  cold  sweats,  accelerated  breathing  and 
rapid  heart's  action. 

The  peritonitis  following  perforation  of  the  vagina  or  uterus 
is  of  more  gradual  development,  unless  highly  virulent  strepto- 
cocci are  involved.  The  latter  type  of  peritonitis  is  attended  with 
less  pronounced  local  symptoms.  Pain,  pressure  tenderness, 
bloating,  may  be  obscured  by  the  systemic  and  psychic  depres- 
sion. The  muscular  rigidity  and  tenderness  of  the  recti,  pecul- 
iarly manifest  in  the  type  of  peritonitis  caused  by  the  colon  bacil- 
lus, are  often  not  found  in  the  streptococcus  peritonitis.  The 
abdomen  often  remains  soft  for  a  long  while.  The  exudate,  too, 
in  the  peritoneal  cavity  in  this  form  is  less  obtrusive,  and  its 
presence  by  percussion  elicited  less  easily.  The  bowels  in  this 
form  retain  mobility  longer,  shift  with  change  of  position  of 
body.  Vomiting  in  perforative  peritonitis  is  immediately 
present.  Where  the  process  comes  up  slowly  and  develops 
gradually  upward,  vomiting  and  meteorism  follow  the  progress- 
ive agglutination  and  paralysis  of  the  intestines.  The  vomitus 
at  first  looks  normal.  It  gets  to  be  bilious  and  feculent  in  ap- 
pearance and  odor,  as  the  bowel  contents  are  held  back  a  longer 
time  and  retroscend.  Admixture  of  blood  makes  the  vomit 
black  and  indicates  septic  hemolysis. 

As  the  meteorism  from  intestinal  paralysis  and  distention  in- 
creases, the  tympany  further  obscures  the  detection  of  exudates. 
Toxins  and  bacteria  leave  the  bowel  and  by  osmosis  are  taken  up 
in  the  blood.  In  virulent  streptoccus  peritonitis,  the  meteorism 
and  intestinal  retention  of  contents  are  commonly  less  present; 
even  diarrhea  may  prevail.  The  temperature,  ordinarily  high  in 
peritonitis,  in  bad  cases  of  streptococcus  infection  may  be  low  or 
subnormal.  Many  times  the  rectal  temperature  in  these  cases  will 
register  high,  when  the  oral  is  normal  or  even  subnormal.  The 
pulse  is  always  frequent  in  diffuse  peritonitis,  not  singly  in  rela- 
tion to  high  temperature ;  it  is  markedly  frequent  from  the  begin- 
ning in  streptococcus  peritonitis,  showing  the  immediate  grave 
involvement  of  the  vasomotor  centers  by  the  bactei  iotoxius. 

Fromme  and  Ileynemann  found  serious  puerperal  fever  in- 
variably associated  with  hemolytic  streptococci.  .Nineteen  out 
of  tliii  ty-six  cases  of  normal  puerperia  revealed  streptococci  in  the 
vagina,  none  of  which  showed  hemolytic  property.  All  cases 
died  where  hemolytic  streptococci  were  found  in  the  blood. 
Fromme  concludes  that  the  hemolytic  streptococci  found  in  the 
vagina  arc  not    pathogenic.     The    hemolytic,    i.e.,    pathogenic 
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germs  are  carried  into  the  uterus  from  the  lower  vagina  or  from 
without.  Heynemann  admits  that  now  and  then  hemolytic 
streptococci  are  found  in  puerperia  having  light  lever,  or  no 
fever.  However,  when  these  are  present  in  the  blood  or  in 
peritoneal  pus,  the  prognosis  is  bad.  Fromme  presupposes  the 
onal  existence  of  hemolytic  streptococci  in  the  vagina  of 
normal  women,  and  he  attempts  differentiation  between  hemoly- 
tic non-  virulent  and  hemolytic  virulent  streptococci  by  the 
capability  of  the  non-virulent  to  grow  upon  red  blood-corpuscles, 
while  the  virulent  can  not  do  so  at  all  or  in  much  less  degree. 
Henckel  disavows  infections  from  pre-existing  vaginal  bacteria. 
Puerperal  infection  is  owing  to  inocculation  from  vulva  or  lower 
vagina. 

The  invariable  use  of  the  curet  in  puerperal  cases  to  assure 
against  the  retention  of  placental  remnants,  until  recently  al- 
most universally  taught  and  still  much  practised,  has  been  at- 
tended with  baneful  consequences  in  many  cases.  Such,  and 
similar  experiences,  with  many  remedies  indiscriminately  ap- 
plied to  a  disease  of  variable  origin  and  anatomical  location, 
has  naturally  produced  the  revulsion  to  all  kinds  of  ther- 
apy that  is  apparent  in  the  attitude  and  expressions  by 
many  writers  of  the  day.  The  old  empirical  teaching  that 
meddlesome  midwifery  is  noxious,  receives  fulsome  emphasis. 
The  broadcast  application  of  single  remedies,  at  a  stage  when 
fine  differential  diagnosis  is  not  possible,  has  certainly  been 
harmful.  By  the  side  of  this  a  nihilism  in  therapy  such  as  is 
declared  by  Mermann,  is  hopefully  virtuous.  Hermann  re- 
ports seventy-three  cases  of  puerperal  infection  which  received 
practically  no  treatment  with  results  as  good  and  better  than  in 
cases  where  various  active  treatments  were  employed. 

Watkins,  in  a  sane  and  valuable  paper,  "The  Treatment  of 
Puerperal  Infections,"  (Amer.  Jour.  Obst.  and  Diseases  OF 
Women  and  Children,  September,  1909),  discussed  his  ex- 
's in  sixty  one  cases  of  puerperal  fever.  He  deduces 
"that  the  systemic  infection  is  much  more  important  than  the 
local  infection"  ami  "that  the  systemic  treatment  is  much 
more  important  than  the  local  treatment" — "that  there  is  more 
danger  of  doing  too  much  than  too  little"  and  thai  the 
energetic  local  treatment  generally  used  is  more  dangerous  than 
the  infection."  Watkins  properly  limits  strictl)  the  exploration 
of  tlu-  uterus  t"  cases  of  uterine  hemorrhage  and  offensive  uterine 
discharge,  and   abstains  where  there  is  parametric  disease.      He 


sss  TRANSACTIONS    OF    THE    AMERICAN    ASSOCIATION 

prefers  packing  of  the  vagina  to  promote  spontaneous  expulsion 
of  retained  placenta,  to  digital  or  instrumental  removal  of  same, 
even  where  foul  discharge  and  fever  are  present.  In  this  demand 
he  goes  one  point  further.  In  cases  where  packing  is  unsuccess- 
ful in  twenty-four  hours,  a  second  packing  is  used,  irrespective  of 
fever  or  pulse.  Watkins  refers  to  the  cow,  in  whom  often  the 
placenta  is  retained  unduly  long.  This  becomes  infected  and 
offensive.  Yet  it  is  finally  expelled  spontaneously  about  the 
ninth  day,  seemingly  without  ever  ending  in  death  to  the  animal. 

It  may  be  questioned  whether  the  parallel  drawn  is  mete. 
If  permissible,  the  fact  warrants  the  deduction  that  at  "worst,  a 
let-alone  policy  at  all  stages  of  obstetric  practice  has  superiority 
over  a  course  of  routine  therapy.  The  observation  is  suggestive 
of  much  more  than  can  here  be  entertained.  Watkins  places  his 
reliance  in  the  treatment  of  puerperal  infection  largely  upon  the 
building  up  of  increased  physiologic  resistance,  having  employed 
it  to  the  exclusion  of  all  other  measures  in  thirty-one  of  his 
sixty-one  cases.  Very  interesting  in  this  report  is  that  exudates 
were  treated  expectantly,  and  found  in  the  vast  majority  to  ab- 
sorb spontaneously.  One  case,  with  extensive  exudate  involv- 
ing the  right  broad  ligament,  tube  and  ovary,  and  the  appendix, 
was  subjected  to  abdominal  section  at  a  time  when  the  disease 
seemed  at  a  standstill.  For  fear  of  doing  injury  to  the  intestines, 
the  abdomen  was  closed  without  attempting  anything.  The 
case  made  full  recovery.  Interference  in  these  cases,  before 
three  weeks,  that  is,  before  the  exudate  is  supposed  to  have 
become  sterile,  Watkins  thinks,  commonly  makes  conditions 
worse,  resulting  in  secondary  infection,  and  increased  duration 
of  illness,  or  death.  Twice  only  was  abdominal  section  done  in 
this  group  of  cases — namely,  for  intestinal  obstruction  and 
gonorrheal  infection  respectively.  Out  of  six  cases  of  suppura- 
tive peritonitis, — all  fatal, — three  were  subjected  to  vaginal 
section.  Watkins  suggests  that  one  of  these  might  have  re- 
covered if  abdominal  section  had  been  done  instead  of  posterior 
colpotomy.  There  were  no  cases  of  septic  thrombosis  or  pyemia 
encountered  in  this  group  of  cases.  There  were  altogether 
fifty  lour  recoveries  and  seven  deaths;  six  of  the  latter  having 
had  suppurative  peritonitis. 

Quite  in  contrast  with  such  papers,  stands  the  relatively 
hopeful  advocacy  within  the  lasl  years,  of  panhysterectomy  for 
puerperal  sepsis,  by  von  Herff,  and  Henkel.  Coming  with  such 
authority,  this  stand  lias  induced  Veil  to  give  the  matter  critical 
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consideration.  Yeit,  in  a  most  instructive  revision  and  scientific 
digest  of  the  subject,  comes  to  quite  different  conclusions.  "  He 
who  operates  many  such  cases,"  Yeit  says,  "in  my  opinion 
operates  too  often;  he  who  has  only  recoveries,  has  operated  need- 
lessly, cases  that  would  have  recovered  without;  and  he  who  can 
report  only  deaths,  could  have  predicted  this  result  before 
operating." 

Yeit  puts  stress  on  the  important  bearing  the  different  kinds 
of  fever-producing  bacteria  have  on  the  indication  for  treatment 
and  on  the  prognosis.  Notably,  the  difference  between  the 
putrescent  germs  and  the  different  pathogenic  germs,  more 
particularly  the  virulent  streptococci.  Regarding  the  former, 
he  maintains  that  hysterectomy  undertaken  in  sapremic  cases, 
like  putrescent  retained  placenta,  or  gangrenous  myoma,  must 
be  followed  by  recovery.  That  is,  the  prognosis  is  good  by  such 
procedure,  but  that  the  need  for  the  operation  is  questionable. 
These  germs  grow  only  on  dead  tissue;  to  remove  this  dead 
tissue  removes  the  disease.  Exceptionally,  Yeit  reluctantly 
admits,  the  placenta  may  have  grown  into  the  uterine  wall, 
(placenta  disseminata)  or  it  is  held  in  a  deformed  uterus  (uterus 
duplex  or  bicornis)  which  may  make  its  removal  alone,  without 
the  uterus,  impossible.  In  cases  of  gangrenous  myomatous 
uterus  where  the  tumor  cannot  be  removed  per  -vaginam,  the 
removal  of  the  useless  uterus  he  regards  is  clearly  indicated. 

Regarding  the  pathogenic  group  of  cases,  if  bacteremia  pre- 
vails, more  particularly  if  streptococci  are  numerously  found  in 
the  blood,  hysterectomy  is  unable  to  arrest  the  disease  and  hence 
is  unavailing.  Fromme,  in  his  comprehensive  article  comes  to 
the  conclusion  that  every  puerperal  peritonitis  shall  be  operated 
as  early  as  diagnosticated.  Where  bacteria  are  found  in  great 
numbers  in  the  blood,  the  prognosis  is  bad  and  the  operation  will 
avail  little  more  than  to  give  some  subjective  relief  to  the  patient 
which  will  justify  it.  Without  operation,  all  cases  of  puerperal 
peritonitis  are  fatal.  He  cites  cases  where  the  infection  by 
hemolytic  germs  may  travel  through  the  wall  of  the  uterus  (metro- 
lymphangitis), without  the  germs  gaining  access  to  the  blood- 
vessels  and  hence  without  germs  appearing  in  blood  examinations. 
These  cases  afford  a  bad  prognosis.  All  other  cases  of  peritonitis 
operated  early  hold  out  a  fair  chance  of  success. 

Case  I. — Mrs.  R.  O.  American,  age  twenty-nine,  robust 
health.  Menstruated  at  fifteen;  always  regular.  Married  ten 
years;  one  child  nine,  twins  six  years  old;  no  unusual  incidents. 
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One  miscarriage  at  two  months  one  a  year  and  a  half  ago, 
produced  by  professional  abortionist.  Chills  and  fever;  full 
recovery.  Dysmenorrhea  in  later  years.  Some  leucorrhea 
since  first  birth;  never  chafing;  no  dysuria.  Present  illness 
began  October  21,  1908.  Patient,  pregnant  two  and  a  half 
months,  introduced  a  crochet  needle  into  the  uterus.  This  was 
repeated  three  days  later  when  patient  also  took  fifteen  grains  of 
quinine.  Next  morning  uterine  pains  and  profuse  discharge  of 
blood  and  clots.  Foul  odor  from  beginning;  severe  chills  and 
fever.  Physician  curetted  twice  within  two  days,  last  November  1 , 
under  chloroform.  Physician  told  friends,  owing  to  unfavorable 
conditions  at  home  of  patient  he  had  not  succeeded  as  he  should. 
He  insisted  upon  immediate  transfer  of  patient  to  hospital. 

Patient  was  received  in  my  service  at  the  City  Hospital,  late 
in  the  evening  of  November  3.  with  the  sensorium  dulled  by 
morphine.  Patient  complains  of  aching  pains  through  hips, 
sharp  pains  and  sense  of  fulness  through  abdomen,  more  marked 
below.  Oral  temperature  103.6,  pulse  120  to  140.  Abdomen 
distended,  protuberant  and  tender.  Foul,  purulent  discharge 
from  vagina;  retching  and  vomiting  of  muco-bile.  This  finding 
was  reported  to  me  about  midnight.  Directions  were  given  by 
telephone — namely,  low  Watkins  injection;  sodium  salicylate 
grains  xxx,  sp Tits  camphor  gtt.  ij,  normal  salt  solution  oz.  four 
by  rectum,  low,  1050  F.  Repeat  hourly,  five  doses;  then  every 
four  hours,  with  increase  of  normal  salt  solution  to  16  ounces; 
hot  vaginal  soda  douche,  followed  by  lysol  one-half  of  1  per 
cent.;  soda  water  copiously  by  mouth  while  retching  continues; 
ice  bag  over  lower  abdomen;  strychnia  one-thirtieth  grain  hypo- 
dermically.  I  saw  the  patient  early  the  next  morning.  Oral 
temperature  101.2,  rectal  103. 1;  pulse  variable  as  to  volume  and 
rhythm,  120  to  140.  Sensorium  clear,  though  excited.  Patient 
said  she  felt  better.  Euphoria.  Skin  yellowish,  slightly  moist. 
Tongue  moist,  moderate  white  coating.  Abdomen  greatly 
distended;  hard;  tender  to  gentle  touch,  more  below  umbilicus; 
gentle  pressure  at  various  points  elicited  sharp  pains;  palpation 
and  gentle  percussion  revealed  highly  distended,  fixed  bowels  « ith 
varying  resonance,  at  different  points  through  lower  abdomen. 
Vaginal  touch  revealed  uterus  low  in  normal  anteflexion,  dis- 
tinctly outlined  anteriorly,  moderately  enlarged,  fair  consistency 
Posterior  vault  bulges  toward  vagina;  parametria  tender,  some 
what  boggy.  Gentle  attempl  to  move  uterus  called  out  pain. 
Moderate  muco  purulent  discharge,  of  foul  odor.  Watkins 
injection  given  the  evening  before,  had  brought  fair  amount  of 
stool.  Medicated  enemata  had  been  retained.  Retching  and 
vomiting  continuous. 

Diagnosis,  Septic  endometritis  and  diffuse  peritonitis,  Ex- 
ploration of  uterus  and  abdominal  section  were  decided  upon. 
Chloroform  anesthesia.  Uterus  was  gently  fixed  w  ith  tenaculum 
Forceps.  Sound  was  easily  introduced  and  confirmed  the  ante- 
flexion previously  diagnosticated      Internal  length  3  1   4  inches. 
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Tentative  use  of  small  sharp  curet  brought  very  little  scraping; 
no  particles  of  placenta.  Carbolic  acid  full  strength  was  applied 
to  endometrium  on  uterine  dressing  forceps  earring  small  swab. 
This  was  to  be  followed  bv  swab  dipped  in  alcohol.  There  was  a 
slight  catch  when  internal  os  was  reached.  To  overcome  this, 
the  forceps  was  twisted  a  little,  when  the  instrument,  without 
force  glided  upward  and  backward,  a  distance  of  about  3  inches. 
This  was  followed  bv  a  gush  of  foul,  dark  serous  fluid  containing 
black  clots  of  blood,  possibly  an  ounce.  Finally  a  swab  of  alcohol 
was  introduced  into  the  uterus  without  difficulty.  It  was  evi- 
dent that  the  forceps  had  before  passed  through  an  old  perfora- 
tion of  the  uterus  and  tapped  a  collection  of  putrid  old  blood  and 
serum  in  the  culdesac  of  Douglas. 

The  abdomen  was  now  opened  over  pubes.  All  the  viscera 
below  umbilicus  were  adhered  together  and  were  covered  with 
exudate.  Few  adhesions  were  found  higher  up;  here  the  intestines 
floated  in  purulent  odorous  serum.  Separating  the  adhesions,  pus 
in  great  quantities  was  encountered  in  various  locations.  Both 
tubes  were  found  distended  with  pus.  The  fundus  of  the  uterus, 
more  at  the  right  horn,  was  soft  and  malcolored,  clearly  indicating 
an  abscess.  At  the  site  of  the  perforation  in  the  culdesac  was 
found  malodorous,  clotted  blood  and  foul,  heavy  pus.  The 
uterus  at  this  part  showed  no  infiltration  or  softening,  i.e.,  no 
evidence  of  pathogenic  infection.  A  high  supravaginal  hysterec- 
tomv,  including  all  the  abscess  region,  and  removal  of  both  tubes 
was  done.  The  tissues  about  the  tubes  and  broad  ligaments 
were  found  soft,  friable,  and  bled  freely.  After  all  exudates 
were  mopped  up  with  moist  gauze,  extensive  loose  gauze  packing 
was  placed  throughout  pelvis  and  lower  abdomen.  The  ends 
were  led  out  at  the  lower  angle  of  the  wound.  The  rest  of 
the  wound  was  sewed  in  layers  with  catgut.  One  silkworm-gut 
was  passed  through  all  layers.  The  temperature  fell  at  once. 
Barring  the  first  night  when  it  rose  to  104.6,  it  rarely  reached 
above  102°  afterward.  The  pulse,  during  the  first  forty-eight 
hours  was  bad  and  required  active  hypodermic  stimulation  with 
strychnia  and  digitalis.  Vomiting  at  once  diminished  after  the 
operation,  and  erased  on  the  third  day.  At  this  time  symptoms 
were  ameliorated  and  recovery  seemed  likely.  The  rectal  medi- 
cation was  continued  every  four  hours  for  several  days.  When- 
ever the  rectum  became  irritable,  a  low  Watkins  injection  was 
given.  This  commonly  discharged  gas  and  feces  and  immediatelj 
afterward  left  rectum  available  for  another  medicated  enema. 
The  wound  discharged  copiously  a  foul  sero  purulent  matter  for 
about  ten  days.  The  gauze  packing  was  saturated  with  peroxide 
one  tn  three  times  daily  and  removed  in  parts,  some  each  day. 
It  was  eventually  replaced  bv  smaller  wicks  and  tubes.  Wound 
was  closed  and  patient  discharged  Decembei  jo.  fifty-five  days 
after  admission  t<>  the  hospital.  Patient  recently  has  reported 
herself  well  as  ever.      Bowel  function  normal.     Stump  of  uterus 
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was  found  drawn  some  to  left  by  contraction  of  left  broad  liga- 
ment; otherwise,  pelvic  conditions  were  found  relatively  normal. 

Epicritically  considered,  we  may  assume  that  this  patient 
became  infected  with  the  crochet  needle.  This  developed  an 
endometritis  septica,  from  which  resulted  metrolymphangitis 
with  localized  abscess  in  right  horn,  and  also  extension  of  the 
inflammation  to  the  tubes.  Further,  there  was  probable  addi- 
tional retention  of  placenta  with  sapremic  infection.  The  efforts 
at  curettage  by  the  home  attendant  had  resulted  in  perforation 
at  the  height  of  the  internal  os,  followed  by  hemoirhage  into  the 
culdesac,  and  sapremic  and  pathogenic  infection  of  this  part  of  the 
peritoneum.  By  the  repeated  curettings  was  favored  the 
extension  of  the  infection  to  the  fundal  peritoneum  and  tubes. 
Thus  the  peritonitis  probably  arose  from  three  sources,  namely, 
metrolymphangitis  extending  directly  to  the  peritoneum; 
tubular  suppuration  with  discharge  into  the  peritoneal  cavity; 
and  the  perforation  and  infection  through  the  upper  cervix. 
Unfortunately  no  blood  examinations  were  made.  Probably  it 
was  a  streptococcus  infection  though  not  of  severest  type.  The 
robust  health  of  the  patient  no  doubt  offered  great  resistance  to 
the  infection. 

The  partial  hysterectomy,  instead  of  panhysterectomy,  was 
justified  by  the  outcome.  The  writer  thinks  this  procedure  in 
such  cases  may  be  often  found  justifiable  and  preferable  to  com- 
plete hysterectomy.  Less  trauma,  and  less  interference  with 
innervation  and  circulation  of  the  parts  should  have  favorable 
influence  in  keeping  up  better  natural  local  defensive  function. 
The  ultimate  results  after  supravaginal  hysterectomy  are  better, 
the  writer  is  convinced;  because  the  normal  nervous  and  circula- 
tory relations  of  this  region,  notably  the  bladder  and  rectum  are 
retained  more  fully  than  after  panhysterectomy.  A  few  hours, 
at  most  days,  would  have  resulted  in  gradual  extension  of  the 
exudative  peritonitis  upward,  grave  sepsis,  meteorism  and  death. 

The  presence  of  a  clouded,  nonodorous  serum  in  considerable 
quantity  in  the  upper  abdomen  was  noted  above.  It  certainly 
was  striking.  The  bowels  floating  in  tins  Quid  were  found  not 
covered  with  exudate,  and  they  showed  im  tendency  to  agglutina- 
tion. The  fluid  was  less  purulent  than  that  found  below,  and 
it  had  no  foul  odor.  The  writer  has  asked  himself,  may  not  such 
secretion  be  of  another  origin  than  that  of  the  lower  abdomen? 
An  interesting  observation  of  such  a  case  by  the  writer  dates 
back  ten  or  twelve  years.    An  ini'.mt  of  eight  months  was  operated 
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for  diffuse  appendiceal  peritonitis.  A  gangrenous  appendix 
bathed  in  foul  pus  was  found  thoroughly  walled  off  from  the 
rest  of  the  abdomen.  The  rest  of  the  abdominal  cavity  contained 
free,  nonodorous,  seropurulent  fluid  in  great  quantity,  in  which 
the  intestines  floated  without  exudate  upon  them,  or  adhesions. 
The  child,  contrary  to  expectation,  made  a  most  kindly  recovery. 
Since  then  this  condition  was  found  repeatedly  and  pertaining 
to  cases  that  ran  a  good  course.  A  case  of  recent  observation  has 
special  bearing  on  this  point. 

A  male,  cook,  aged  fifty-nine,  had  an  attack  two  weeks 
ago  diagnosed  as  appendicitis  by  the  home  physician.  After 
ten  days,  patient  was  transferred  to  the  City  Hospital.  The 
visiting  surgeon  there,  I  am  told,  found  no  evidence  of  ap- 
pendicitis. The  trouble  was  all  referred  to  an  incarcerated  um- 
bilical hernia  of  small  size.  The  hernia  was  accidentally  re- 
duced under  examination.  Operation  for  the  hernia  was  ad- 
vised. The  patient  not  wishing  this  operation,  left  the  hospital. 
The  sudden  return  of  tenderness  and  pain  in  the  right  inguinal 
region  after  a  few  days,  caused  the  former  attendant  to  be  re- 
called. The  patient  was  sent  to  another  hospital  where  the 
writer  saw  him.  Oral  temperature  99.6,  rectal  temperature 
101.2.  Tenderness  and  tumefaction  in  retrocecal  location. 
The  umbilical  hernia  was  easily  brought  out  when  patient 
strained.  The  hernial  opening  admitted  bulb  of  index  finger. 
No  peritoneal  involvement,  more  than  about  cecum,  was  de- 
tected. Operation  for  appendiceal  abscess  was  advised  and  ac- 
cepted. Upon  request  of  the  patient,  the  closure  of  the  hernia 
at  the  same  sitting  was  agreed  to,  though  not  without  some 
hesitation. 

On  opening  the  abdomen  at  the  site  of  the  umbilicus,  there 
unexpectedly  gushed  from  the  abdominal  cavity  a  clouded,  non- 
odorous,  serous  flood.  This  exudation  was  regarded  with  anx- 
iety on  account1  of  the  possible  infection  it  might  bring  to  the 
wound.  Recalling  my  former  observations  when  such  condi- 
tions had  prevailed,  I  decided  to  complete  the  umbilical  opera- 
tion. Next,  an  incision  was  made  over  the  outer  side  of  the 
cecum.  A  pocket  of  foul  pus  carrying  within  it  the  slough  of 
the  appendix  was  discharged.  This  pocket  was  perfectly 
walled  off  from  the  rest  of  the  abdominal  cavity.  Cigaret  drain. 
The  subsequent  course  of  the  case  showed  a  perfect  healing  of 
the  umbilical  wound  though  the  other  wound  was  slow  to  clean 
up  and  was  not  healed  under  three  weeks. 

From  such  observations,  the  writer  feels  warranted  in  con- 
cluding that  a  free  peritoneal  fluid  surrounding  an  infected  focal 
disease,  which  has  no  odor,  and  is  unattended  by  exudate  upon, 
and  agglutination  of  intestines,  indicates  rather  a  reactive 
measure  of  nature  to  disease.      Possibly  this  is  not  unlike  the 


894  TRANSACTIONS    OF    THE    AMERICAN    ASSOCIATION 

suppurative  edema  about  an  infected  area  in  solid  tissues. 
Its  presence  has  a  favorable  bearing  on  the  course  of  the  case. 
It  indicates  good  systemic  defensive  powers.  It  may  be  it  has 
antitoxic  qualities  and  as  such,  might  be  found  available  for 
therapeutic  purposes. 

The  writer  has  never  before  found  hysterectomy  indicated 
in  any  of  his  cases  of  puerperal  sepsis  or  peritonitis.  This  is 
stated  to  show  his  stand  in  this  question.  Either  the  cases 
seemed  not  to  hold  out  any  hope  by  such  procedure,  being  seen 
too  late,  when  they  were  moribund;  or,  as  was  often  the  case, 
the  medical  measures  and  lesser  surgical  procedures  seemed  all 
sufficient  and  more  properly  indicated.  Amongst  this  number 
were  four  cases  of  large  sloughing  fibroids  during  the  puerperium. 
All  these  were  relieved  by  vaginal  operation  without  sacrifice  of 
the  uterus,  and  ultimate  full  recovery. 

224  North  Meridian  Street. 

DISCUSSION. 

Dr.  Albert  Goldspohn,  of  Chicago,  said  it  had  always  been  a 
subject  of  much  regret  with  him  that  general  practitioners  did 
not  seem  to  be  educated  by  their  teachers  in  regard  to  the  path- 
ology, the  gross  anatomical  conditions,  the  difference  between  the 
ordinary  gynecological  curetment,  and  the  cleaning  out  of  the 
puerperal  septic  uterus.  There  were  some  general  practitioners 
who  did  great  damage  in  curetting  the  puerperal  uterus  with 
improper  instruments. 

Dr.  Walter  B.  Dorsett,  of  St.  Louis,  agreed  with  Dr. 
Goldspohn  that  tiiere  was  not  enough  stress  laid  upon  the  differ- 
ence between  the  gynecological  uterus  and  the  puerperal  uterus 
in  the  teaching  of  obstetrics,  and  gynecology  in  the  medical 
schools.  Out  of  twenty-live  hundred  physicians  practising 
medicine  in  the  City  of  St.  Louis,  he  knew  of  but  one  man  who 
confined  his  work  exclusively  to  the  practice  of  obstetrics.  Ob- 
stetrical work  was  done  by  the  general  practitioners  and  by  in- 
experienced men. 

In  the  conduct  of  these  cases  he  expressed  the  belief  thai  the 
ordinary  general  practitioner  was  in  too  greal  a  hurry  to  deliver 
tin-  placenta  He  had  noticed  this  in  his  experience  in  hospital 
work,  where  physicians  came  in,  who  were  well  grounded  theo 
retically,  but  he  would  watch  them,  conduct  a  case  .11  term,  and 
as  soon  as  the  cord  was  severed  they  would  make  efforts  to  de 
liver  the  placenta. 

As  to  curetmenl  of  the  uterus,  the  lust  curet  to  use  was  the 
placenta  forceps  recommended  by  1  >  1    Longyeai 

Dr.  J.  Henry  Carstkns,  of  Detroit,  said  there  were  many 
general  practitioners  who  did  not  grasp  the  modern  principles 
of  asepsis       1  he  general  practitioner  who  did  everything,   who 
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attended  cases  of  diphtheria,  smallpox,  and  the  like,  who  did  not 
keep  his  finger-nails  clean,  should  be  taught  to  wear  rubber 
gloves  when  he  did  obstetric  work. 

Dr.  Ernst  Jonas,  of  St.  Louis,  stated  that  for  years  he  had 
been  talking  about  two  or  three  kinds  of  infection  after  confine- 
ment. It  was  the  opinion  of  most  of  the  American  obstetricians 
that  there  were  only  two  kinds  of  septic  infection,  and  those  were 
the  infection  with  peritonitis,  and  systemic  infection,  but  we 
overlooked  another  infection  which  was  not  rare,  and  that  was 
an  infection  which  started  from  the  cervix  and  invaded  the 
parametrium. 

Dr.  Waiter  C.  G.  Kirchner,  of  St.  Louis,  pointed  out  that 
those  who  had  charge  of  general  hospitals  frequently  had  to  deal 
with  this  class  of  cases. 

As  to  prophylaxis,  in  his  experience  the  let-alone  policy  was 
the  one  that  should  be  carried  out.  Those  patients  that  came  to 
him  in  general  hospital  work,  where  the  child  was  perhaps  born 
on  a  stretcher  or  in  a  street-car,  were  placed  in  bed  without  any 
particular  attention  being  paid  to  them,  and  they  got  along  best; 
but  the  cases  that  were  examined  and  tampered  with  invariably 
got  infected. 

Dr.  H.  W.  Longyear,  of  Detroit,  said  the  essayist  had  pointed 
out  clearly  the  difference  between  a  pathogenic  condition  in  the 
lower  zone  of  the  abdomen  and  the  non-pathogenic  condition  of 
the  exudate  in  the  upper  zone.  The  necessity  for  hysterectomy 
in  these  cases  of  infection  was  rare.  He  had  only  performed  it 
once,  and  that  was  in  a  case  where  it  was  necessary. 

Dr.  William  A.  B.  Sellman,  of  Baltimore,  said  that  the 
placenta  should  be  allowed  time  to  be  expelled,  say  twenty  to 
twenty  five  minutes.  As  a  rule,  by  that  time  the  uterine  con- 
tractions came  on  again  after  the  woman  was  a  little  rested,  and 
nature  in  most  cases  succeeded  in  expelling  the  placental  mass. 
In  his  cases  he  did  not  swab  the  uterus.  He  did  not  go  inside 
the  uterus,  and  he  scarcely  ever  had  a  case  of  sepsis.  He  did  not 
allow  any  vaginal  syringe  to  be  used  for  four  or  five  days. 
Nature  provided  the  best  syringe  and  cleansing  agent  in  the 
form  of  lochia.      This  protected  the  tissues  from  infection. 

I»i'.  Robert  T.  Morris,  of  New  York,  said  the  lochia  was  a 
protei  live  lluiil  and  better  than  anything  that  could  be  used  in 
eases  which  had  not  been  infected  in  some  extraordinary  way. 
As  to  operating  on  apparently  moribund  patients,  there  were 
many  eases  in  which  one  could  lake  out  the  uterus,  snap  a  pair 
■  ii  forceps  on  either  side  of  it,  then  use  intravenously  salt  solution, 
and  it  was  wonderful  how  this  would  change  the  features  of  the 
i 

I)k.  Miles  !■'.  Porter,  of  Fori  Wayne,  did  not  believe  in  curet- 
ting lli<-  puerperal  uterus.  He  thought  if  we  looked  upon  a 
local  infection  of  the  uterus  the  same  as  we  did  a  local  infection 
surrounding  tin-  inflamed  appendix,  more  women  would  get  will. 
They  would  be  lying-in  a  shorter  time,  and  their  recovery  would 
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be  more  prompt  than  it  would  be  if  we  were  to  go  on  the  principle 
that  these  infected  uteri  ought  to  be  curetted  and  cleaned.  If 
good  drainage  was  provided,  the  majority  of  cases  would  get 
along  nicely,  and  the  curet  as  an  instrument,  a<  a  rule,  had  better 
not  be  introduced  into  the  uterus  following  labor. 

Dr.  William  H.  Humiston,  of  Cleveland,  said  that  since  he 
had  adopted  the  let-alone  policy  in  treating  these  cases,  excepting 
in  those  in  which  there  was  hemorrhage,  and  then  removing  the 
plactena  by  placental  forceps,  his  results  had  been  .'iuch  better 
in  the  hospital  with  which  he  was  connected  than  befc  re.  These 
patients  were  treated  conservatively.  Their  general  condition 
was  looked  after,  and  then  they  were  let  alone. 

Dr.  Hannah  M.  Graham,  Indianapolis,  by  invitation,  telated 
a  case  of  puerperal  infection  in  which  she  was  called  in  con- 
sultation the  third  or  fourth  day  after  delivery.  The  patient 
at  this  time  had  a  temperature  ranging  from  103°  to  1040.  She 
permitted  the  patient  to  sit  up.  She  was  not  sure  that  the 
uterus  had  been  cleaned  out.  In  addition,  a  weak  solution  of 
bichloride  was  used  as  a  douche.  By  allowing  the  patient  to  sit 
up  it  had  the  effect  of  emptying  the  uterus,  so  that  on  the  second 
or  third  day  thereafter  the  temperature  declined  to  normal. 
She  thought  posture  was  of  some  advantage  in  these  cases,  and 
particularly  it  proved  so  in  this  case. 

Dr.  Pantzer,  in  closing  the  discussion,  emphasized  the  fact 
that  in  the  presence  of  cases  that  did  not  afford  a  clearly  defined 
differential  diagnosis,  the  let-alone  policy  was  the  one  which  was 
ordinarily  commendable. 

He  said  the  treatment  set  forth  in  his  paper  was  largely  that 
collected  from  various  authorities  to  show  the  diversity  of 
opinion  and  the  danger  of  certain  methods  of  practice.  The 
let-alone  policy,  emphasized  by  recent  writers  on  the  subject, 
was  something  that  we  could  not  and  should  not  ignore. 

Dr.  Miles  F.  Porter,  of  Fort  Wayne,  read  a  paper  entitled 

CESAREAN   SECTION,   ABDOMINAL    AND   VAGINA]  .   COMPARED 

AND  CONTRASTED.' 

DISCUSSION. 

Dr.  E.  Gustav  Zinke,  of  Cincinnati,  said  the  premises 
assumed  by  the  essayist  were  wrong,  Vaginal  Cesarean  section 
was  nevei  intended  to  be  a  competitor  of  abdominal  Cesarean 
section;  therefore,  this  argument  fell  to  the  ground  for  that 
reason.  When  Duhrssen  suggested  iliis  operation  it  was 
because  of  the  frightful  mortality  as  well  as  morbidity,  maternal 
and  fetal,  resulting  from  the  means  employed  in  accouchement 
forcd.  Vaginal  Cesarean  section  was  invented  for  rigid  cervix; 
therefore,  it  was  not  an  operation  to  be  employed  in  cases  "i 
contracted  pelves.     He  admitted  that  of  the  two  operations  the 

1  To  appeal  later  in  this  Journal 
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abdominal  was  the  easier,  and  in  the  hands  of  a  careful  man 
probably  the  safer  of  the  two.  Vaginal  Cesarean  section  had  a 
definite  place  in  obstetric  surgery  just  as  abdominal  Cesarean 
section  had,  and  the  two  should  not  be  confounded. 

Dr.  J.  Henry  Carstens,  of  Detroit,  said  that  these  were  not 
interchangeable  operations.  They  were  distinct  operations 
and  intended  for  distinct  indications.  Abdominal  Cesarean 
section  was  for  cases  of  narrow  pelvis,  where  the  child  could  not 
be  born  in  the  natural  way.  There  was  added  vaginal  Cesarean 
section  for  those  cases  where  the  pelvis  was  amply  large,  but 
where  for  some  reason  or  other  prompt  delivery  was  to  take 
place,  and  these  were  really  the  cases  of  eclampsia,  where  quick 
delivery  was  to  be  undertaken,  and  where  one  could  slit  the 
cervix  and  deliver  the  child  in  five  minutes,  sew  up  the  cervix, 
and,  as  he  had  taught,  every  practitioner  who  practised  obstet- 
rics ought  to  be  able  to  do  that  kind  of  operation.  As  to  whether 
we  should  do  vaginal  Cesarean  section  or  abdominal  Cesarean 
section  in  the  case  of  a  roomy  pelvis,  it  was  a  debatable  question. 
Perhaps  in  one  case  it  would  be  better  to  do  abdominal  Cesarean 
section,  while  in  another  case  we  could  just  as  well  do  vaginal 
Cesarean  section  and  arrest  the  hemorrhage. 

Dr.  Hugh  O.  Paxtzer,  of  Indianapolis,  endorsed  what  was 
said  by  the  essayists  and  the  previous  speakers,  with  one  ex- 
ception. He  thought  there  was  ground  upon  which  the  two 
operations  could  be  brought  into  competition.  The  author  of 
the  paper  failed  to  mention  the  environment  of  the  patient. 
If  the  patient  was  in  a  good  environment,  then  the  lines  drawn 
by  the  speakers  were  correct. 

He  mentioned  a  case  of  a  primipara,  twenty-six  years  of  age, 
who  had  two  eclamptic  seizures.  In  this  instance  the  environ- 
ment was  most  undesirable  for  abdominal  section.  Adequate 
assistance  could  not  be  had.  He  operated  from  below,  but  the 
delivery  was  not  a  quick  one.  Commonly  in  multipara  one 
would  have  no  difficulty,  but  in  primipara?  he  would  have. 
For  his  part,  he  had  never  been  able  to  console  himself  by  making 
incisions  about  the  vulva  for  the  purpose  of  gaining  space,  and 
there  gradual  dilatation  was  a  matter  of  some  difficulty.  He 
Imitated  nature  and  took  time.  It  took  an  hour  and  fifteen 
minutes  to  deliver  the  child  in  this  case,  but  he  saved  both 
mother  and  child.  He  saw  the  mother  two  months  afterward, 
and  Found  the  titcrus  nicely  united  excepting  at  the  vaginal 
poit], ui,  and  this  part  would  have  to  be  freshened  and  resutured. 

Dr.  K.  I.  Sanes,  of  Pittsburg,  thought  the  vaginal  operation 
would  be  less  dangerous  for  sepsis,  and  it  was  this  that  made 
him  frequently  select  the  vaginal  route  in  preference  to  the  ab- 
dominal in  pelvic  diseases.  When  one  was  brought  in  contact 
with  a  case  in  which  the  uterus  had  been  handled  a  good  deal 
Outside,  with  possibly  slight  sepsis,  and  the  woman  having 
convulsions,  he  would  have  to  decide  on  the  abdominal  or 
vaginal    operation.     Personally,    he    would    prefer    the    vaginal 
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operation,  for  the  reason  of  making  the  incision  extraperitoneally 
and  allowing  drainage  to  take  place  downward,  instead  of 
draining  the  infection  up  through  and  into  the  peritoneal  cavity. 
The  advantage  of  vaginal  Cesarean  section  over  the  abdominal 
was  lessened  shock,  and  for  this  reason  he  preferred  to  do 
vaginal  Cesarean  section  in  cases  of  placenta  previa  where  the 
patient  had  lost  much  blood.  By  opening  the  abdomen  we 
added  a  great  deal  to  the  shock,  which  the  vaginal  operation 
would  not  do. 

Dr.  Porter,  in  closing  the  discussion,  said  that  vaginal 
Cesarean  section  had  been  advocated  for  placenta  previa,  with 
viable  child.  It  had  been  advocated  and  done  in_primiparae, 
not  with  contracted  pelves,  but  in  primiparas  in  whom  it  required 
from  thirty  minutes  to  one  hour  to  effect  delivery  after  it  was 
done.  Furthermore,  this  operation  had  been  advocated  for 
placenta  previa  by  members  of  this  association.  The  point  in 
his  paper  was  not  to  rule  out  vaginal  Cesarean  section  and 
supplant  it  by  abdominal  Cesarean  section,  but  to  try  and 
show  the  clear  indications  for  both,  and  if  the  argument  in  the 
paper  was  correct,  it  resolved  itself  into  this,  that  the  abdominal 
operation  was  the  operation  of  choice  in  primiparse  with  ordinary- 
pelves. 

Dr.  James  F.  Baldwin,  of  Columbus,  Ohio,  read  a  paper  en- 
titled 

DRAINAGE.1 
DISCUSSION. 

Dr.  Albert  Goldspohn,  of  Chicago,  agreed  with  the  essayist 
with  reference  to  the  efficiency  of  the  capillary  drain  and  the 
manner  in  which  it  was  used,  only  he  thought  one  could  get 
longer  efficiency  of  the  use  of  the  drain  by  having  a  short  tube 
in  the  abdominal  incision,  when  draining  there,  and  also  in  the 
vaginal  incision  i"< >r  the  ventral  route.  He  had  had  a  short  oval 
glass  tube  with  a  flange  constructed,  an  inch  and  a  half  long, 
which  projected  through  the  abdominal  parietes,  and  was  wide 
enough  to  have  the  gauze  protrude  without  compression.  This 
enabled  him  to  make  an  exact  union  of  all  layers  in  the  abdominal 
wall,  notably  the  fascia  in  front  of  the  recti  close  up  to  the  tube 
from  below  and  down  to  it  from  above  tightly,  so  that  when  the 
tube  was  removed  the  rest  of  the  upper  part  of  the  wound  would 
collapse.  In  this  way  one  could  get  primary  union  even  with  this 
drainage  provided  it  was  not  left  in  more  than  two  or  time  days. 
In  tin-  vagina,  if  one  made  as  large  an  opening  as  the  essayist 
indicated,  he  thought  branches  of  the  uterine  artery  would  be 
cut  across  going  to  the  posterior  vaginal  insertion,  causing  un- 
desirable bleeding.  To  ovoid  this,  he  had  seen  Kelly  make  the 
opening  with  a  scissors,  then  spread  the  opening  and  pull  the 
gauze  through,  but   tin-  drain  would  soon  be  at  an  end,  as  the 

1  To  appear  later  in  iliis  Journal. 
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muscular  structures  in  the  vaginal  vault  were  sufficiently  power- 
ful to  constrict  the  gauze,  so  that  inside  of  two  days  the  drainage 
was  rendered  nugatory. 

Dr.  William  A.  B.  Sellman,  of  Baltimore,  said  that  Kelly 
separated  the  tissues  and  introduced  the  gauze  and  drained  the 
bottom  of  the  wound.  Two  days  later  Kelly  or  his  assistant 
exerted  gentle  traction  on  the  gauze  and  pulled  out  from  one- 
half  to  three-quarters  of  an  inch  of  it.  The  explanation  was 
this:  at  the  point  where  it  went  through  the  vagina,  or  where  the 
drain  went  through  the  abdominal  wall,  there  was  a  collection  of 
debris  or  mucus  that  came  from  the  cavity  and  formed  a  kind  of 
cork  which  prevented  drainage,  and  the  method  the  speaker  had 
adopted  was  that  practised  by  Kelly — namely,  on  the  second 
day  and  every  other  day  thereafter  he  withdrew  from  one-half  to 
three-quarters  of  an  inch  of  the  gauze  until  finally  the  gauze  was 
withdrawn  altogether  from  the  cavity. 

Dr.  J.  Henry  Carstens,  of  Detroit,  said  that  for  a  great 
many  vears  he  had  not  used  gauze  for  the  purpose  of  drainage, 
as  he  could  not  see  the  philosophy  of  it,  and  it  appeared  to  him 
to  do  more  harm  than  good.  He  established  drainage  once  in  a 
while  bv  puncturing  the  posterior  culdesac,  and  inserting  a 
rubber  tube  about  the  size  of  a  lead  pencil,  with  a  cross  piece, 
not  for  the  purpose  of  getting  raw  surfaces  together,  but  to  drain 
the  septic  material  and  exudate  thrown  out  by  the  peritoneum, 
which  proved  a  fertile  soil  for  the  development  of  microorganisms, 
The  rest  he  left  to  nature,  and  he  thought  his  patients  got  along 
just  as  well  as  the  patients  of  those  who  made  use  of  more  elab- 
orate methods  of  drainage. 

Dr.  Baldwin,  in  closing  the  discussion,  said  some  of  the  criti- 
cisms and  suggestions  were  not  well  taken,  because  the  object 
of  the  paper  was  to  consider  not  the  use  of  drainage  for  ordinary 
purposes,  but  its  particular  use  to  keep  healthy  tissues  from  con- 
tact with  raw  or  diseased  surfaces  until  the  general  peritoneal 
cavity  was  sealed  off  and  danger  of  infection  had  passed.  Gauze 
was  not  suitable  at  all  for  drainage  when  considerable  amounts 
of  fluid  were  expected  to  be  discharged,  but  it  was  perfectly 
adapted  for  the  purpose  which  was  advised  in  his  paper. 

The  paper  was  not  designed  to  discuss  in  any  way  the  amount 
of  pelvic  pathology  which  would  make  operation  advisable, 
but  it  simply  discussed  a  certain  use  of  gauze  after  an  oper- 
ation had  been  made,  and  when  the  pathological  conditions  were 
such  as  to  lead  one  to  fear  adhesions,  or  infection,  or  both. 
Such  a  use  of  the  gauze  had  reduced  his  mortality  and  morbidity 
to  the  vanishing  point,  and  gave  him  results  which  lie  had  never 
secured  before. 

In  his  earlier  experience  he  withdrew  the  gauze  a  little  at  a 
time,  but  later  found  thai  this  was  unnecessary,  and  was  a  great 
source  of  annoyance  and  pain  to  the  patient.  At  the  end  of  a 
week,  however,  its  removal  was  accomplished  with  comparatively 
lull*    pain,  and  the  pain  lasted  but  a  moment. 
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In  many  of  these  cases,  in  arranging  the  parts  on  top  of  the 
gauze,  they  were  placed  in  the  position  in  which  they  were  before 
the  operation,  and  all  the  surfaces  in  contact  with  the  gauze  were 
already  raw  from  separation  of  previous  adhesions.  It  should 
be  well  understood  that  the  gauze  "fluffage"  advised  was  not 
to  take  the  place  of  tubular  drainage,  but  was  to  be  used  for  a 
very  different  purpose  and  to  meet  very  different  indications. 

IS    THE    ROUTINE    EXHIBITION    OF    THE    PREOPERATIVE     PURGE 
DEFENSIBLE?1 

Dr.  Edwin  Walker,  of  Evansville,  Indiana,  read  a  paper  on 
this  subject. 

DISCUSSION. 

Dr.  Albert  Goldspohn,  of  Chicago,  said  the  object  of  purging 
was  to  empty  the  small  intestine.  This  was  the  thing  that  was 
in  the  way  in  doing  surgical  work  and  it  was  very  essential,  if 
possible,  to  exclude  the  general  abdominal  cavity  while  working 
and  make  the  field  of  operation  in  the  pelvis  an  isolated  domain. 
When  one  wanted  to  operate  on  any  particular  segment,  he  did 
not  want  to  expose  the  rest  of  the  general  peritoneal  cavity, 
and  this  could  be  done  best  if  the  intestines  were  not  distended. 
If  they  were  collapsed,  they  would  recede  from  the  opening  and 
could  be  easily  held  there  by  proper  pads.  He  did  not  want  to 
see  the  small  intestine  while  doing  an  ordinary  laparotomy 
any  more  than  he  wanted  to  see  snakes,  and  the  operator  felt 
better  if  the  intestine  was  not  distended.  If  it  was  distended,  it 
became  subject  to  exposure  to  air  and  bruising,  as  experiments 
had  shown.  It  was  the  business  of  the  surgeon  to  keep  all  healthy 
peritoneal  surfaces  from  contact  with  dry  sterile  air. 

Dr.  H.  W.  Longyear,  of  Detroit,  said  that  the  systematic 
use  of  purges  in  cases  of  ptosis  of  the  colon  only  increased  tin- 
congestion,  increased  the  symptoms  and  caused  spastic  con- 
traction of  the  bowel  and  his  rule  was  to  give  lubricants  and  not 
cathartics.  He  used  oil  in  such  cases  to  facilitate  the  action  of 
the  bowel. 

Dr.  J.  Henry  Carstens,  of  Detroit,  said  that  an  inflammation 
which  produced  a  diarrhea  was  entirely  different  from  a  diarrhea 
that  was  produced  by  the  use  of  cathartics.  Carthartics  cause 
a  hypersecretion  from  the  mucous  glands,  so  as  to  lubricate  the 
parts  and  wash  away  the  septic  material.  He  thought  a  great 
deal  of  what  the  essayist  had  said  was  valuable  and  still  one  must 
use  judgment  in  these  cases.  All  things  considered,  the  bowels 
should  be  pret  ty  well  emptied  before  an  operation  was  undertaken. 

Dr.  Alexander  IIr<;n  Ferctson  thought  main-  patients 
were  made  less  resistant  to  an  operation  by  over  purgation.  At 
the  same  time,  sufficient  purgation  must  be  obtained  to  clear  out 
the  lower  portion  of  the  small  bowel,  anil  enemas  given  sufficient 

1  To  appear  later  in  this  Journal. 
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to  clear  out  the  large  bowel.  He  recalled  two  cases  of  death 
from  the  gas  bacillus.  The  gas  bacillus  was  taken  into  the  ali- 
mentary- canal  with  green  vegetables  and  both  of  these  patients 
were  operated  on  without  the  alimentary  canal  being  cleaned 
out.  They  were  cases  in  which  he  was  called  in  consultation, 
and  since  then  he  had  made  it  a  rule  to  find  out  from  the  patients 
if  they  had  eaten  green  vegetables.  These  two  cases  were  so 
forcibly  impressed  upon  his  mind  that  now  he  always  gave  such 
patients  two  ounces  of  castor  oil  in  addition  to  large  enemas. 

Dr.  Charles  L.  Wright,  of  Huntington,  Indiana  (by  invita- 
tion) said  that  the  portion  of  the  paper  which  interested  him  more 
than  anything  else  was  with  reference  to  giving  cathartics  before 
operation.  It  brought  up  the  question  of  what  caused  constipa- 
tion. The  movement  of  the  bowels  was  controlled  by  the  sym- 
pathetic nervous  system;  that  a  disturbed  patient  might  get 
constipation  whether  it  was  from  an  inflamed  appendix,  from 
gall-bladder  trouble,  or  whatever  disturbed  the  sympathetic 
nervous  system.  We  disturbed  Auerbach's  and  Meissner's 
plexuses  which  controlled  peristalsis,  these  being  distributed 
along  the  muscular  coats  of  the  intestines.  When  we  performed 
an  operation,  immediately  following  it  there  was  likely  to  be 
constipation.  Why?  Because  these  plexuses  had  been  disturbed 
and  the  bowels  might  remain  quiet  for  several  days,  maybe  a 
week,  from  the  shock  done  to  these  plexuses,  and  he  thought  that 
Metchnikoff  was  right  when  he  said  that  if  this  material  was 
allowed  to  remain  in  the  bowels  for  a  week,  perhaps  laden  with 
germs,  we  might  have  toxemia  from  it,  so  that  in  order  to  prevent 
this  we  should  stimulate  these  plexuses  beforehand  and  antici- 
pate constipation  that  was  going  to  follow  the  cleaning  out  of 
the  bowel,  so  that  if  constipation  did  follow  we  were  always 
prepared  for  it. 

Dr.  Walker,  in  closing  the  discussion,  said  it  was  nonsense 
to  purge  patients  when  there  was  nothing  the  matter  with  them. 

Dr.  John  W.  Keefe,  of  Providence,  R.  I.,  exhibited  a  roll  of 
rubber  tissue,  such  as  dentists  used,  saying  that  he  had  found  it 
of  great  advantage  in  walling  off  the  intestines  from  the  pelvis, 
or  in  walling  off  the  intestines  from  the  gall-bladder  in  cases  of 
gall-bladder  surgery.  He  believed  this  rubber  tissue  was  less 
irritating  to  the  peritoneum  than  gauze  sponges  when  used  for 
this  purpose. 

Dr.  Charles  X.  Smith,  of  Toledo,  Ohio,  read  a  papei  entitled 

TERMINAL     EVENTS     IN     GALLSTONE     DISEASE.' 
DISCUSSION. 

Dr.  Miles  F.  Porter,  of  Fort  Wayne,  emphasized  the  im- 
portance of  operating  on  gallstone  cases  before  the  mote  serious 
terminal  results  occurred.  He  was  interested  in  what  the 
author  of  the  paper  had  to  say  regarding  posterior  gastroenter- 

1  To  appear  later  in  this  Journal. 
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ostomy,  in  which  the  pylorus  was  obstructed  because  of  adhesions 
about  it  or  the  gut  below,  or  because,  on  the  other  hand,  of 
adhesions  that  were  hard  to  break  up  and  which  hung  the 
pyloric  orifice  up  under  the  liver.  This  had  occurred  a  number 
of  times  in  his  experience,  and  in  some  cases  the  separation  of 
the  adhesions  was  not  only  difficult  but  accompanied  by  con- 
siderable trauma  of  the  liver.  In  many  cases,  after  the  adhesions 
were  liberated,  one  might  have  a  greater  difficulty  to  overcome — 
namely,  the  reformation  of  adhesions  in  the  position  they  were 
before,  and  he  was  therefore  impressed  that  in  many  of  these 
cases  they  could  be  better  treated  by  a  posterior  gastroenter- 
ostomy in  so  far  as  the  relief  of  this  feature  was  concerned. 

Regarding  the  removal  of  the  gall-bladder,  he  very  rarely  did  a 
cholecystectomy,  yet  within  the  last  sixty  days  he  had  done  four 
out  of  two-thirds  of  the  gall-bladder  work  he  had  done  in  that 
time.  These  happened  to  be  cases  that  required  cholecystec- 
tomy. The  gall-bladder,  however,  should  be  preserved,  if 
possible,  as  long  as  it  was  functionating  and  communicated 
with  the  liver. 

Dr.  Thomas  B.  Noble,  of  Indianapolis,  said  there  was  nothing 
in  the  whole  field  of  abdominal  work  that  offered  such  attractions 
as  the  sequential  pathological  processes  incident  to  cholelithiasis. 
He  referred  to  pericholecystitis  in  which  changes  occurred  in 
the  stomach  due  to  the  encroachment  by  the  inflammatory 
exudate  upon  the  pyloric  area.  In  such  conditions  we  would 
have  gastric  neuroses  as  well  as  true  anatomical  disturbances 
following.  While  the  author  of  the  paper  had  advised  gastro- 
enterostomy in  such  conditions,  personally  the  speaker  would 
much  prefer  doing  the  Finney  operation.  Of  all  operations  in 
this  region  there  was  nothing  more  satisfactory  than  a  Finney 
operation.  He  did  not  favor  establishing  an  artificial  opening 
between  the  intestine  and  stomach  unless  every  other  procedure 
failed.  But  a  Finney  operation  maintained  the  normal  route, 
made  drainage  free  and  perfect,  and  in  the  five  cases  in  which 
he  had  practised  it  he  had  very  satisfactory  results,  and  so  he 
favored  this  operation  rather  than  gastroenterostomy. 

Dr.  Smith,  in  closing  the  discussion,  said  the  Finney  operation, 
in  the  presence  of  extensive,  firm,  dense  adhesions,  was  an 
extremely  difficult  operation  to  do,  and  it  was  because  he  did 
not  wish  to  disturb  the  adhesions  that  he  did  gastroenti  rostonrj  - 
He  could  have  separated  the-  adhesions  and  probably  liberated 
the  duodenum  and  overcome  the  angulation  of  it,  but  he  did 
not  consider  this  advisable  because  the  adhesions  were  so  liable 
to  reform  after  the  operation,  and  for  thai  reason  he  did  gastro- 
enterostomy,  and  he  still  fell  in  those  cases,  rare  of  course, — 
gastroenterostomy  was  the  indicated  operation. 

Dr.  Thomas  B.  Noble,  of  Indianapolis,  read  a  paper  entitled 

REMOVAL  OF  THE   UPPER   PORTION  OF  THE  RECTUM   AND  SIGMOID; 
REPORT    OF    A    CASE." 
1  To  appear  later  in  this  Journal. 
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DISCUSSION. 

Dr.  Chas.  N.  Smith,  of  Toledo,  said  the  device  exhibited  by 
Dr.  Xoble  appealed  to  him  very  much,  because  a  few  years  ago 
in  a  case  in  which  he  made  an  anastomosis  with  the  rectum  low 
down,  it  was  so  deep  that  he  had  to  tuck  a  Murphy  button  at 
the  end  of  a  long  forceps  to  get  down  with  a  long  needle-holder 
to  sew,  and  had  such  great  difficulty  in  placing  the  Murphy 
button  that  he  could  see  how  if  he  had  had  this  device  he  could 
have  placed  it  there  very  easily.  In  certain  conditions, — of 
course,  they  were  not  many, — he  could  see  where  this  instru- 
ment would  fill  a  want. 

Dr.  John  Young  Brown,  of  St.  Louis,  said  that  those  who 
had  had  experience  in  the  surgery  of  the  lower  bowel  fully  appre- 
ciated the  difficult}-  of  making  an  anastomosis  in  that  locality. 
It  was  simply  astonishing  the  ease  with  which  the  large  bowel 
could  be  manipulated  in  doing  a  button  or  a  suture  operation, 
but  the  difficulties  could  only  be  appreciated  by  those  who  had 
done  work  of  the  type  for  which  this  instrument  was  devised. 
This  instrument  was  a  valuable  contribution  to  this  particular 
class  of  surgical  cases.  It  was  unique  in  its  originality,  and 
while  many  surgeons  may  have  thought  of  it,  they  have  never 
worked  it  out.  The  other  point  that  appealed  to  him  personally 
was  the  manner  in  which  the  essayist  handled  the  uterus  in  his 
case. 

Dr.  Walter  C.  G.  Kirchner,  of  St.  Louis,  said  that  the  de- 
vice used  by  Dr.  Noble  in  the  case  reported  to  enable  him  to 
preserve  the  sphincter,  and  in  that  way  to  allow  the  patient  to  live 
in  a  comfortable  way,  was  very  commendable.  In  a  number 
of  cases  of  cancer  of  the  sigmoid  he  had  been  able  to  use  the  large 
button,  but  it  happened  occasionally,  when  the  fixed  portion 
of  the  rectum  was  involved,  this  was  not  possible. 

Dr.  John  W.  Keefe,  Providence,  said  the  author  had  stated 
that  the  lower  portion  of  the  bowel  was  not  covered  by  peri- 
toneum. It  seemed  to  the  speaker  that  the  action  would  be 
quite  different  from  what  we  got  in  ordinary  anastomosis  with 
the  Murphy  button.  We  depended  upon  peritoneum  there, 
while  in  tin  lower  portion  we  had  no  peritoneum.  It  seemed 
strange  that  he  would  have  peritoneum,  with  no  leakage,  unless 
a  number  of  sutures  were  pvit  around  after  closing  the  instrument. 

Dr.  Xoble,  in  closing  the  discussion,  said  he  would  not  call 
it  a  new  device,  bul  simply  a  new  application  of  an  old  principle. 
The  time  had  come  when  surgeons  had  to  do  some  other  work 
than  they  had  been  doing  with  reference  to  carcinoma  of  the 
cervix.  There  was  a  time  when  surgeons  amputated  the  cervix, 
then  took  out  the  uterus,  and  were  just  about  starting  in  carci- 
noma of  the  cervix.  He  felt  that  we  must  follow  the  philosophy 
and  teaching  of  Wertheim,  even  go  further  than  that  and  take 
out  portions  of  the  rectum.  Without  the  use  of  such  an  instru- 
ment as  he  had  shown,  in  cases  of  infiltrating  malignant  growths 
extending  from  the  cervix  into  the  rectum,  the  procedure  would 
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be  a  difficult  and  protracted  one,  and  attended  with  a  high  death 
rate. 

Dr.  O.  G.  Pfaff,  of  Indianapolis,  read  a  paper  entitled 

MALIGNANT  TUMOR  OF  UNDESCENDED  TESTICLE.1 
DISCUSSION. 

Dr.  John  W.  Keefe,  of  Providence,  said  that,  according 
to  the  literature  of  the  subject,  these  patients  were  prone  to 
have  malignant  disease,  as  the  essayist  reported  in  his  case, 
yet  the  speaker  recalled  the  case  of  a  physician  who  had  unde- 
scended testicle  on  each  side,  and  lived  to  be  seventy-eight 
years  of  age,  with  very  little  discomfort  from  it.  In  another 
instance  he  recalled  there  was  torsion  of  the  undescended 
testicle  producing  strangulation,  necessitating  its  removal. 
In  many  instances,  in  early  life,  it  was  possible  to  bring  the  testicle 
down  and  fix  it  in  the  scrotum.  This  was  an  ideal  operation  and 
should  be  done  early.  It  did  not  follow  that  because  a  man  had 
undescended  testicle  he  was  going  to  have  malignant  disease. 

Dr.  Walter  C.  G.  Kirchner,  of  St.  Louis,  said  that  on  one 
occasion  in  his  experience  it  was  necessary  to  remove  a  testicle 
that  had  been  strangulated  after  an  injury.  This  emphasized 
the  importance  of  proper  treatment  in  the  early  stages  for  the 
relief  of  undescended   testicle. 

OFFICERS. 

The  following  officers  were  elected  for  the  ensuing  year: 
President,  Dr.  A.  B.  Miller,  Syracuse,  X.  \\;  First  \'icc- 
President,  Dr.  Charles  N.  Smith,  Toledo,  Ohio;  Second  Vice- 
President,  Dr.  Raleigh  R.  Huggins,  Pittsburg,  Pa.;  Secretary, 
Dr.  William  Warren  Potter,  Buffalo,  X.  Y.;  Treasurer, 
Dr.  X.  O.  Werder,  Pittsburg,  Pa. 

Syracuse,  X.  V.,  was  selected  as  the  place  for  holding  the 
next  meeting;  time,  September  20,  21,  and  22,  1910. 
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Physical  Diagnosis.  By  Richard  C.  Cabot,  M.  D.,  Assistant 
Professor  of  Medicine  in  Harvard  University.  Fourth  edition; 
revised  and  enlarged.  With  five  plates  and  two  hundred  and 
forty  figures  in  the  text.  pp.  579.  New  York.  Win.  Wood  and 
Co.,  1909,  $3.00. 

Dr.  Cabot's  work  on  physical  diagnosis  is  so  well  and  favorably 
known  that  little  more  is  needed  than  the  announcement  of  a 
fourth  edition.  A  number  of  small  changes  have  been  made, 
the  most  important  of  which  concern  the  use  of  the  free  ear  in 

1     appear  later  in  this  Journal.     Papers  wen-  presented  also  by  Drs.  Tate, 
Cannaday,  and  Sams  whii  li  will  appear  in  tin's  Journal. 
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auscultation,  the  discussion  of  bronchiectasis  and  the  differences 
between  the  two  sides  of  the  normal  chest.  The  qualities  which 
have  made  the  book  successful  are  brevity,  simplicity,  directness 
of  statement,  and  the  fact  that  the  author  gives  that  which  long 
experience  has  proved  of  value  to  himself. 

American  Practice  of  Surgery.  A  Complete  System  of  the 
Science  and  Art  of  Surgery  by  Representative  Surgeons  of  the 
United  States  and  Canada.  Edited  by  Joseph  D.  Bryant, 
M.  D.,  LL.  D.,  and  Albert  H.  Buck,  M.  D.  Complete  in 
eight  volumes.  Profusely  Illustrated.  Volume  V.  pp.  916. 
New  York,  Win.  Wood  and  Co.,  1909. 

This  volume  continues  the  discussion  of  regional  surgery.  The 
opening  article,  by  Charles  R.  Torrer,  D.  D.  S.,  of  Philadelphia, 
is  on  prosthesis  in  its  relation  to  surgery  of  the  face,  mouth, 
jaws,  and  nasal  and  laryngeal  cavities.  The  second  chapter, 
on  the  surgery  of  the  nasal  cavities  and  accessory  sinuses,  is  by 
Harris  Pevton  Mosher.  of  Boston,  and  is  to  be  especially  com- 
mended for  its  admirable  exposition  of  the  description  and  ap- 
plied anatomy  of  the  nasal  region.  Surgical  diseases  and 
wounds  of  the  mouth,  tongue  and  salivary  glands,  are  well  de- 
scribed by  George  E.  Armstrong,  of  Montreal,  and  diseases  and 
wounds  of  the  neck,  by  John  M.  Elder,  of  Montreal.  An  interest- 
ing chapter  on  the  surgery  of  the  thyroid  and  thymus  is  by 
Francis  Shepard,  of  Montreal.  Norman  B.  Casson,  of  St.  Louis, 
discusses  the  surgery  of  the  thorax  and  spinal  column,  and 
Harvey  Mudd,  of  St.  Louis,  the  surgery  of  the  breast.  The 
chapter  on  surgical  diseases  and  wounds  of  the  external  genitals 
and  vagina  of  the  female  is  by  William  P.  Graves,  of  Boston. 
No  mention  is  made  of  the  modern  and  very  efficient  methods  of 
treating  cystocele  by  extensive  separation  of  the  bladder  from  the 
vaginal  wall  or  of  treating  prolapse  of  the  uterus  by  turning  the 
fundus  forward  under  the  bladder  and  against  the  anterior 
vaginal  wall  as  in  the  operations  of  Stone  or  Goffe  and  Watkins. 
The  section  on  surgical  diseases  and  wounds  of  t he  male  genital 
organs,  is  written  by  Franklin  G.  Balch,  of  Boston,  and  those  on 
chancroid  and  gonorrheal  urethritis,  by  Hugh  Cabot  of  Boston. 
I  he  final  chapter  on  surgical  diseases  and  wounds  of  the  jaws,  is 
by  J.  C.  Bloodgood,  of  Baltimore. 

Transactions  of  thi  Southern  Surgical  and  Gynecology  m 

Association.     Vol.  xxi.     Edited  by  W.  D.  Haggard,  M.  D., 

pages  488.     Published  by  the  Association,  1909 

This    volume   contains    the   proceedings   of    the    twenty-first 

session  of  the  society,  held  at  St.  Louis,  Missouri,  on  December 

15,  16  and  17,  1908,  and  memorial  notices  of  Richard  Douglass 

and  Morgan  Cortledge.     '1  he  papers  cover  a  wide  and  interesting 

field.     The  address  by  the  president,  F.  W.  Porham,  on  I 

vative  Surgery,  mighl   be  read  with  benefit  by  every  surgeon. 

Some  other  notable  papers  are  on  Suprapubic  Prostatectomy,  b) 
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Arthur  Dean  Bevan;  Surgery  of  Kidney  Stone,  by  Maurice 
Richardson;  Resection  of  the  Bowel,  by  Shelton  Horsley;  The 
Mortality  in  Operation  for  Goitre,  by  C.  H.  Mayo;  Temporary 
Ventrosuspension  of  the  Uterus,  by  Edward  Ochsner,  and 
Prostatectomy,  by  Dearer. 

Diet  in  Health  and  Disease.  By  Julius  Friedenwald, 
M.  D.,  Professor  of  Diseases  of  the  Stomach  in  the  College  of 
Physicians  and  Surgeons,  Baltimore;  and  John  Ruhrah,  M.  D., 
Professor  of  Diseases  of  Children  in  the  College  of  Physicians 
and  Surgeons,  Baltimore.  Third  revised  edition.  Octavo  of 
764  pages.  Philadelphia  and  London,  W.  B.  Saunders 
Company,  1909.     Cloth,  $4.00. 

The  need  of  a  new  edition  within  three  years  bears  ample 
testimony  that  this  book  has  met  with  favor. 

This  edition  differs  from  the  preceding  in  the  following  partic- 
ulars: The  articles  on  milk  and  alcohol  have  been  rewritten. 
Additions  have  been  made  to  a  number  of  chapters,  of  wtfich  the 
most  important  are  those  on  tuberculosis,  the  salt-free  diet, 
rectal  feeding  and  the  caloric  needs  of  infants.  Several  useful 
tables  showing  the  caloric  value  of  foods  have  been  added,  as 
well  as  Winton's  valuable  table  showing  the  composition  of 
diabetic  foods.  A  short  account  of  the  simple  methods  used  to 
detect  certain  food  adulterations  and  preservatives  has  also  been 
inserted. 

These  changes  have  necessitated  the  addition  of  about 
thirty-two  pages  of  text  and  are  both  opportune  and  adequately 
carried  out.  The  book  remains,  in  our  opinion,  one  of  the  most 
satisfactory  on  the  subject  of  which  we  are  cognizant.    E.   M. 


ITEM. 


THE  status  of  obstetrical  teaching. 

The  president  of  the  American  Gynecological  Society  has 
appointed  a  committee  to  report  at  the  next  annual  meeting  in 
Washington  on  the  present  status  of  obstetrical  teaching  in 
Europe  and  America  and  to  recommend  improvements  in  the 
scope  and  character  of  the  teaching  of  obstetrics  in  America. 

The  committee  consists  of  the  professors  of  obstetrics  in 
Columbia  University,  University  of  Pennsylvania,  Harvard] 
Jefferson  Medical  College,  Johns  Hopkins  University,  Cornell 
University,  and  the  University  of  Chicago. 

Communications  from  anyone  interested  in  the  subject  will 
be  gladly  received  by  the  chairman  of  the  committee,  Dr.  B.  C. 
Hirst,  1821  Spruce  Street,  Philadelphia,  Pa. 


DEPARTMENT  OF  PEDIATRICS. 


ORIGINAL  COMMUNICATIONS. 


REMARKS   BASED  ON    RECENT   STUDIES   OF 
DIARRHEAL  DISEASES.* 

BY 
WALTER  LESTER  CARR,  M.  D., 

New  York. 

TExT-books  on  diseases  of  children  written  thirty  or  thirty- 
five  years  ago  gave  three  principal  causes  for  the  diarrheas  of 
early  childhood,  namely,  bad  food,  heat  and  humidity.  Dyspep- 
sia, nervousness,  a  depressed  state  of  the  system  and  many  other 
causes  were  also  mentioned.  Thunder  storms  were  popularly 
held  responsible  for  changes  in  milk  sufficient  to  produce  diarrhea. 

With  the  work  of  Escherich  (1886)  and  Baginsky  (1888) 
in  Germany  and  of  Booker  1  1887-  89)  in  this  country  the  bacteri- 
ology  of  diarrheas  was  studied  so  far  as  to  show  that  many 
cases  formerly  regarded  as  eliminative,  fermentative  and  ner- 
vous,  were  in  reality  of  infectious  origin  and  that  their  symp- 
tomatology   while    descriptively    picturesque    was    unscientific. 

Booker  carried  his  observations  on  the  bacteriology  of  summer 
diarrhea  to  a  period  that  seems  recent  but  his  work  did  not 
differentiate  the  bacteria  that  cause  the  severe  epidemics  of 
the  hot  weather.  It  remained  for  Shiga,  a  Japanese  investi- 
gator to  study  epidemic  dysentery  in  Tokio  during  1897  and 
1898  and  to  discover  the  bacillus  known  by  his  name.  Flexner 
found  an  organism  closely  related  to  the  .Shiga  in  epidemics 
observed    in  the    Philippines  and  in    1902   Duval   and   Bassett 

d     d   dysentery  bacilli  in   the   stools    of    forty-two    out   of 

fifty-three  infants  suffering  from  diarrheal  diseases  occurring  in 
Baltimore.  The  particular  clinical  value  of  Duval  and  Bassett's 
work  lies  in  the  fact  that  these  children  did  not  disclose  symp- 
toms different  from  those  usual  to  the  diarrhea  common  in 
summer. 

•Read  before  the  William  Pierson  Medical  Library  Association,  Orange,  N.  J., 
February  y,  1909. 
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The  three  types  of  the  dysentery  bacillus  group  now  described 
are  first,  the  Shiga,  second,  the  Flexner,  and  third,  the  Hiss  or 
"  Y"  type. 

In  observations  made  on  seventy-four  cases  of  infantile 
diarrhea  in  Baltimore  dysentery  bacilli  were  found  in  forty-two. 
Three  of  these  gave  only  the  Shiga  bacillus;  in  fourteen  cases 
the  variety  called  the  Hiss  "  Y"  type,  closely  related  to  Flexners 
bacillus,  was  found  alone;  and  in  six  of  the  forty-two  cases  the 
Flexner  bacillus  was  isolated.  In  thirteen  of  the  series  the 
bacilli  were  mixed, — not  of  the  same  variety.  These  general 
observations  have  been  confirmed  by  other  experiences  and 
the  information  leads  us  to  believe  that  an  epidemic  of  summer 
diarrhea  may  show  all  types  of  the  dysentery  bacillus,  including 
the  original  Shiga  bacillus.  Park  has  regarded  the  infection 
from  the  original  Shiga  culture  as  of  greater  severity  than  from 
the  allied  bacilli  and  he  has  suggested  calling  the  other  types 
"paradysentery  bacilli,"  but  this  term  is  not  yet  generally 
accepted. 

Although  the  majority  of  cases  of  epidemic  summer  diarrhea 
in  children  are  caused  either  by  the  Shiga  bacillus  or  a  type 
closely  related  to  it,  we  are  unable  to  state  that  all  of  the  severe 
cases  are  caused  by  the  Shiga  type  alone  and  the  reports  shew 
that  intense  dysenteries  occur  that  are  termed  mixed  infections, 
one  of  the  dysentery  group  plus  streptococci,  etc. 

Not  all  cases  of  summer  diarrhea  are  dysenteric  in  the  sense 
that  this  word  was  formerly  used  and  accepted  by  many  practi 
tioners,  namely  bloody,  mucous  stools  with  tenesmus  due  to 
ulceration  and  hemorrhage  from  the  lower  bowel.  It  is  perhaps 
unfortunate  that  Shiga's  name  lias  been  associated  with  all 
forms  of  summer  diarrhea  and  not  limited  to  the  dysenteries 
common  in  Japan  and  hot  countries. 

Flexner's  bacillus  is  the  one  most  commonly  observed  in 
summer  dian  hea  in  America,  either  with  or  without  the  presence 
of  bloody  stools. 

the  exact  relationship  the  Flexner  bacillus  bears  to  summer 

diarrheas    of   all    kinds   cannot    be    determined    until    a    series   of 

epidemics  or  eases  is  worked  out  by  bacteriologists  who  are 
equipped  with  enough  clinical  data  to  classify  each  type  of 
bacillus  in  a  series  showing  the  histories  of  I  lie  cases  side  l>\  side 
with  the  bacteriological  Endings.  Just  as  we  know  thai  the 
tubercle  bacillus  and  the  bacillus  of  diphtheria  vary  in  virulence 
so  we  presume  the  bacilli  of  Shiga  and  Flexner  vary  in  intensity 


CARR:    RECENT    STIDIES    OF    DIARRHEAL    DISEASES.  909 

of  action  in  different  subjects.  Sporadic  colitis  due  to  Shiga's 
(true)  bacillus  is  rare  but  in  follicular  enteritis  (clinical  type) 
the  Flexner  bacillus  is  almost  always  found.  Recent  views  are 
expressed  as  follows : — 

Knoepfelmacher  {Medizinische  Klink,  [908,  iv,  1293)  believes 
that  the  Flexner  type  of  the  dysentery  bacillus  is  responsible  for 
almost  all  cases  clinically  diagnosed  as  follicular  enteritis. 
Dopter  [Archiv.  de  Med.  Exper.  el  d'Anat.  Path.,  1907,  pp.  282, 
5°5»  58")  gives  the  following  as  the  order  of  changes  in  the 
mucous  membrane  of  the  intestine  occasioned  by  the  dysentery 
bacillus. 

1.  Catarrhal   inflammation. 

2.  Preulcerative. 

3.  Ulcerative. 

1.  At  first  there  is  a  general  reddening  of  the  mucosa;  catarrh 
and  a  few  bacilli  can  be  detected. 

2.  There  is  necrosis  of  the  mucosa,  very  extensive  and  pro- 
gressive. The  submucous  coat  is  thickened,  edematous  and 
phlegmonous   in   appearance.      Many   bacilli   are   demonstrable. 

3.  There  is  broad,  superficial  ulceration  at  first  only  of  the 
mucosa,  but  later  the  ulceration  deepens  in  acute  but  somewhat 
prolonged  cases,  bearing  out  the  view  that  mixed  infection  cause 
the  ulceration. 

As  we  study  bacillary  (infectious)  diarrheas  we  are  led  to 
enquire  where  are  the  fermentative  diarrheas  and  the  cholera 
infantums  of  a  previous  decade.  When  our  classification  was 
partly  anatomical  and  partly  etiological,  that  is  etiological  so  far 
as  the  general  knowledge  of  causative  influences  was  understood 
before  pathogenic  bacteria  had  been  studied,  the  influence  of  cold, 
heat,  bad  food  or  change  of  clothing  was  made  important  as  a 
direct  cause  in  diarrheal  disease.  At  the  present  day  we  recog- 
ich  influences  but  we  know  thai  heat  or  cold  alone  is  rarely 
a  cause  of  summer  diarrhea,  as  il  is  the  lowered  resistance  of  the 
system  that  allows  of  the  activity  of  specific  organisms  which  are 
already  in  the  intestinal  canal.  Just  as  colon  bacilli  may  be 
;>o  c  nt  in  tlie  intestine  and  diphtheria  and  pneumonia  organisms 
in  the  ail  passages  without  infecting  the  system  until  the  mu- 
cous surfaces  are  irritated  or  resistance  of  the  cells  lessened, 
so  possibly  may  one  or  another  form  of  dysentery  bacillus  find 
into  tlie  cells  and  with  its  toxins  into  the  circulation. 
The  dysentery  bacillus  may  remain  in  the  intestine  of  a  child  who 
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has  the  infection  or  who  has  had  an  apparently  cured  mild  "dys- 
peptic diarrhea."  Kruse  (Klin.  Jahrbuch,  190s,  19^.529)  re- 
gards every  case  of  dysentery  as  a  possible  source  of  infection  for 
from  one  to  two  weeks  after  cessation  of  symptoms.  In  relapses 
the  bacilli  are  numerous  but  in  chronic  cases  they  are  not  easily 
found.  Cases  of  so-called  sporadic  dysentery,  asylum  dysentery 
and  follicular  enteritis  are  especially  liable  to  spread  the  disease. 
These  observations  aid  us  because  they  make  evident  that  a 
clinical  classification  is  doubtful  in  many  cases. 

A  strictly  self  limited  anatomical  area  for  intestinal  diseases 
does  not  exist.  It  does  not  matter  how  definitely  the  clinical 
symptoms  point  to  a  localized  inflammation  of  the  ileum  the 
macroscopic  appearance  of  the  membrane  may  not  disclose 
enough  change  to  account  for  the  symptoms.  Late  investiga- 
tions in  bacteriology  lean  to  a  nomenclature  that  describes  a 
certain  section  of  intestine  as  being  the  seat  of  the  disease  only 
as  elucidating  in  a  clinical  manner  what  is  due  to  bacterial  action. 
This  is  more  definitely  fixed  in  our  minds  by  regarding,  for  the 
moment,  typhoid  fever.  No  one  calls  this  a  primary  ulceration 
of  Peyer's  patches  for  the  ulceration  is  not  the  only,  even  if  a 
characteristic  process,  as  the  disease  is  in  reality  an  invasion  of 
the  system  by  the  typhoid  bacillus,  and  this  pathogenic  organism 
and  its  toxin  may  produce  changes  in  remote  organs,  such  as  the 
brain.  The  ulceration  and  necrosis  of  tissue  in  the  intestines 
show  not  only  typhoid  bacilli,  but  secondary  microorganisms 
that  are  destructive  in  their  action.  In  the  same  manner  the  in- 
vasion of  the  intestine  by  the  Shiga  bacillus  or  one  of  its  group 
will,  as  Dopter  states,  produce  at  first  simply  a  catarrhal  inflam- 
mation. Later  in  the  disease  there  will  lie  ulceration  which  is 
clinically  diagnosed  as  follicular  enteritis  or  ileocolitis  and  may 
be  caused  largely  by  a  mixed  infection.  The  toxins  produce 
effects  on  the  nervous  and  circulator)  systems,  as  fever,  restless- 
ness,  etc.  In  the  acute  gastrointestinal  infections  the  toxicity 
from  the  first  invasion  may  be  so  great  that  the  nervous  system 
is  damaged  by  the  overwhelming  poison,  frequently  before 
the  local  action  of  the  bacilli  is  sufficient  to  cause  gross  changes 
that  can  lie  found  on  autopsy. 

A  ivw  of  the  diarrheas  of  children  may  possibly  l>e  simpli  01 
eliminative  in  character  but  the  majority  are  occasioned  by 
the  presence  of  mici 001  ganisms.  The  symptoms  may  point  to 
an  anatomical  limit  for  each  disease  bul  we  must  acknowledge 
candidl)  thai  a  gastritis  may  really  be  a  gastroenteritis,  even  an 
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enterocolitis,  a  colitis  may  he  an  enterocolitis  or  a  gastroenteritis, 
and  a  proctitis  may  be  the  associate  of  a  colitis.  Postmortem 
examinations  show  the  fallacy  of  too  strict  clinical  and  anatom- 
ical designations,  for  the  bacterial  invasion  may  produce  few 
localized  symptoms  and  the  system  at  large  may  bear  the  brunt 
of  the  disease. 

Dopter  (q.  v.)  has  recently  called  attention  to  the  fact  that 
in  bacillary  dysentery  there  may  be  lesions  of  other  organs  as 
follows : 

i.   Inflammation  of  the  peritoneum  and  great  omentum. 

2.  Inflammation  of  the  mesenteric  lymph  nodes  with  necrosis. 

3.  Cholangitis. 

4.  Abscess  of  the  liver. 

5.  Softened  areas  in  brain  and  cord  due  to  toxins. 

In  this  connection  it  may  be  well  to  mention  the  acute  degen- 
eration or  "cloudy  swelling"  of  the  kidneys  that  Morse,  Holt, 
Jennings  and  others  have  found  in  this  class  of  cases,  confirming 
the  opinion  of  Delafield  and  Prudden.  Unfortunately  this 
phase  of  infection  in  gastroenteric  diseases  is  overlooked  and 
is  a  cause  of  mortality  because  physicians  rarely  examine  the 
urine  of  infants  and  children  ill  with  summer  diarrhea. 

Serum  Treatment. — Shortly  after  Shiga's  discoverv  the 
treatment  of  dysentery  by  an  antitoxin  was  undertaken.  In 
Japan  serum  from  horses  that  had  been  gradually  immunized 
was  used  with  a  reduction  of  the  death  rate  from  30  per  cent. 
to  10  per  cent.,  a  decided  lessening  of  severe  svmptoms  and  a 
shortening  of  the  course  of  the  disease. 

Although  the  results  in  other  countries  have  not  been  so  satis- 
factory they  may  be  explained  in  part  by  the  fact  that  the 
antitoxin  first  used  against  the  true  Shiga  infection  does  not 
always  answer  for  the  Flexner  or  Hiss  type  of  bacillus.  The 
bacilli  of  the  original  Shiga  strain  produce  in  cultures  or  in 
suspension  a  definite  soluble  toxin  and  against  this  an  antitoxin 
has  been  obtained.  Knoepfelmacher  states  that  the  Flexnei 
group  of  bacilli  does  nol  form  a  soluble  toxin  and  is  not  influ- 
enced by  the  serum.  The  difference  in  the  results  is  thus 
explained. 

Recently  two  French  observers  (Coyne  et  Am-hei  have  made 
a  serum  which  they  regard  (Rev.  Mctl..,  Dec.  10,  1907)  as  cura- 
tive for  the  Flexner,  as  well  as  for  the  Shiga  types  of  infection. 

The  dosage  of  these  sera  varies  according  to  the  severity  of 
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the  disease.  In  mild  eases  it  is  given  in  20-30  c.e.  and  in  se- 
vere and  toxic  cases  the  dose  is  50-100  c.c. 

Hiss  and  Zinsser  of  the  department  of  bacteriology  of  the 
College  of  Physicians  and  Surgeons,  New  York,  have  in  a 
recent  communication,  "Experimental  and  Clinical  Studiesin 
the  Curative  Action  of  Leucocyte  Extracts  in  Infections," 
shown  that  great  improvement  of  the  toxic  symptoms  of  menin- 
gitis and  pneumonia  followed  injections  of  leucocyte  extracts. 
Reasoning  from  their  animal  experimentation  they  express  the 
opinion  that  the  major  action  of  the  leucocyte  extract  seemed 
to  be  principally  one  of  poison  neutralization.  This  is  a  promis- 
ing field  for  future  investigation  for  if  the  leucocyte  extract  can 
be  employed  as  an  adjunct  to  the  antitoxin  of  dysentery,  we 
will  have  two  valuable  agents  to  use  against  severe  dysenteries 
and  acute  gastroenteric  toxemias. 

From  these  brief  remarks  on  the  intestinal  diseases  observed 
during  hot  weather  and  in  epidemics  during  some  seasons  we 
learn  that  recent  studies  in  bacteriology  have  advanced  our 
knowledge  of  the  diarrheal  diseases: 

1.  By  showing  that  the  majority  of  them  are  of  baeillary 
origin. 

2.  That  their  origin  may  be  endemic  as  well  as  epidemic. 

3.  That  not  all  cases  of  infectious  diarrheas  have  bloody  stools. 

4.  That  the  dysentery  bacillus  is  almost  always  detected 
when  there  are  blood  and  mucus  in  the  stools  and, 

5.  That  the  clinical  symptoms  most  often  point  to  an  ileo- 
colitis but  they  may  be  very  acute  without  grave  pathologic 
changes. 

Prophylaxis. — Kruse  (q.  v.)  states  that  every  case  of  dysen- 
tery is  a  possible  source  of  infection  for  one  to  two  weeks  after 
m  of  symptoms.  In  relapses  the  bacilli  are  numer- 
ous and  he  calls  attention  to  the  sporadic  cases  and  to  the  cases 
seen  in  institutions.  As  these  statements  agree  with  the  work 
of  Duval,  Bassett  and  Knox  I  quote  Knox's  words  (Transactions 
American  Pediatric  Soc,  Vol.  xix,  1007,  p.  203.  "A  careful 
consideration  of  tin-  clinical  histories  of  these  patients  (Duval 
and  Bassett's  cases)  failed  to  disclose  that  the  particular  in- 
fants studied  exhibited  any  symptoms  uncommon  in  the  usual 
diarrheal  di  sea  ies  of  tin-  sumn 

Iii  the  collective  investigations  made  by  the  Rockefellei 
Institute  and   reported   by  Plcxncr  and    Holt    (Studies  from  the 
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Rockefeller  Institute,  1904,  p.  193)  the  dysenteric  bacillus  was 
found  iii  63.2  per  cent,  of  the  412  cases.  While  present  in  the  in- 
flammatory diarrheas  the  bacillus  was  found  in  affections  of  all 
degrees  of  severity.  Apparently  the  dysentery  bacilli  have  no 
natural  habitat  outside  of  the  human  body  but  they  are  found 
after  intimate  exposure — from  direct  inoculation.  They  may 
live  from  four  to  nine  days  on  cloth,  paper  and  wood  at  a  tempera- 
ture of  17-200  C.  They  may  live  in  bread  for  a  month  and  in 
sterile  milk  until  this  medium  is  dry.  In  sterile  water  they 
rarelv  live  longer  than  a  week.  Vincent  found  that  the  bacilli 
live  longer  in  the  dark  than  in  the  sun  light  and  direct  sunshine 
kills  them  quickly.  The  most  important  of  all  these  facts  bear- 
ing on  the  prophylaxis  and  treatment  of  bacillary  diarrheas  is 
that  these  organisms  are  kept  alive  in  the  intestines  of  ill  or  con- 
valescent patients  who  have  been  exposed  to  the  disease. 

From  these  observations,  which  have  been  confirmed  by  others 
equally  competent,  we  are  justified  in  taking  the  following  pre- 
cautionary measures  in  cases  of  summer  diarrhea. 

1.  Children  with  summer  diarrhea  should  be  isolated  and  kept 
in  a  tent,  on  an  open  piazza  or  in  well  ventilated  room. 

2.  Stools  and  urine  should  be  thoroughly  disinfected  by 
bichloride  of  mercury  or  carbolic  acid. 

3.  Diapers  and  articles  of  clothing  and  bedding  should  be 
soaked  in  bichloride  or  carbolic  solution  before  washing.  All 
clothing  should  be  dried  in  the  open  air,  n,  ver  in  the  room. 

4.  Nurses  and  attendants  should  wash  patients  with  an 
antiseptic  solution  and  should  disinfect  all  vessels,  utensils, 
thermometers  and  other  articles. 

5.  No  beds  or  mattresses  used  by  a  patient  with  summer 
diarrhea  should  be  used  by  another  patient  without  being 
washed  and  disinfected  by  heat  or  thorough  antiseptic  methods. 

(>.  hi  hospitals  and  institutions  nurses  and  attendants  caring 
for  children  with  bacillary  diarrhea  should  not  be  allowed  to 
prepare  food  for  other  children  nor  to  handle  food  material  for 
children  not  under  their  care. 

To  these  precautions  may  lie  added:  some  measure  of  safety 
can  be  secured  by  having  diapers  of  cheese  cloth  and  cotton,  to  be 
burned  instead  of  washed.  Milk  and  other  food  should  be 
kept  covered  and  never  exposed  in  the  room.  Ice  chests  should 
be  kept  clean  and  should  be  sunned  and  aired.  Water  for  drink- 
ing should  be  sterilized  and  kept  in  stoppered  bottles. 

68  West  Fifty-first  Street. 
13 


914  CORRESPONDENCE. 


CORRESPONDENCE. 


SYMELUS. 


To  the  Editor  of  the  American  Journal  of  Obstetrics  and 
Diseases  of  Women  and  Children. 

Dear  Doctor: 

Thinking  that  it  may  be  of  interest  to  your  readers 'I  send 
you  a  photograph  of  a  one  legged  baby  that  I  delivered  some- 
time ago  at  full  time.  It  was  a  breech  presentation.  The 
body  of  the  child  was  well  developed.  The  leg  contained  two 
thigh  bones,  two  knees  and  four  leg  bones.  There  was  no  anus 
or  sexual  parts.  It  lived  a  few  hours  after  delivery. 
Yours  very  truly, 

■\Yill  S.  Howell. 

Moultrie,  Georgia. 

The  monster  is  a  very  remarkable  specimen  of  symelus  and 
in  the  olden  days  would  have  aroused  a  strong  suspicion  that 
its  unfortunate  mother  had  been  too  familiar  with  a  merman. 
Hirst  and  Piersol  (Human  Monstrosities,  page  87)  say  in  speaking 
of  this  type:  the  symeli  are  characterized  by  an  imperfect 
development  of  the  pelvis  and  lower  extremities;  by  atresia  ani 
et  urethra;,  by  more  or  less  intimate  fusion  of  the  lower  ex- 
tremities, and  by  a  twisting  of  the  lower  limbs  so  thai  the 
femora  are  united  by  the  internal  condyles,  the  legs  by  the 
fibulae,  and  the  feet,  if  they  exist,  by  the  fibular  edge  and  little 
toes,  so  that  the  heels  look  forward. 

The  study  of  the  factors  underlying  the  production  of  monsters 
is  of  great  interest.  The  increasing  knowledge  of  comparative 
embryonal  morphology  together  with  recent  experimental 
researches  point  to  two  causes  of  these  aberrant  forms — defects 
in  the  germ  cells  supplied  by  either  or  both  parents,  or  abnormal 
conditions  influencing  the  development  of  normal  ova.  Those 
who  are  interested  in  the  subject  can  refer  to  the  paper  of  Dr. 
Stockard  in  the  April,  1909,  number  of  tin-  AMERICAL  J01  RNAL 
OF  1  (BSTETRICS  and  through  it  to  the  papers  of  Mall  and  Wilder. 
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DISEASES    OF    CHILDREN'. 

Aural  Complications  of  the  Exanthemata. — C.  R.  C.  Borden 
(Bost.  Med.  Surg.  Jour.,  July  15,  1909)  finds  that  in  scarlet  fever, 
children  are  quite  liable  to  middle-ear  inflammation,  which  may 
or  may  not  involve  the  mastoid  cells.  Adults  are  much  less 
so,  and  rarely  have  mastoiditis.  In  measles,  both  adults  and 
children  are  very  susceptible  to  middle-ear  involvement,  and 
adults  are  especially  in  danger  of  mastoiditis.  In  cases  where 
much  aural  discharge  is  present  for  more  than  two  or  three 
weeks,  the  mastoid  operation  should  be  seriously  considered 
as  a  means  of  providing  drainage,  other  than  through  a  small 
pin-hole  perforation  in  the  membrana  tympani.  Occasionally 
a  case  will  arise  in  which  the  diagnosis  may  be  difficult.  If, 
after  carefully  ruling  out  every  other  possible  cause  by  exclusion 
and  the  mastoid  remains  in  doubt;  if  the  symptoms  of  the 
patient  are  at  all  serious,  operate.  The  danger  is  greatest  from 
waiting.  If,  after  the  acute  symptoms  of  scarlet  fever  and 
measles  have  subsided,  pus  in  the  middle  ear  is  kept  active 
by  profuse  nasal  or  nasopharyngeal  discharges,  examine  the 
patient  for  adenoids.  If  the  growths  are  present,  remove  them 
thoroughlv.  This  procedure  in  the  course  of  diphtheria,  how- 
ever, is  questionable. 

The  Exudative  Diathesis. —  Claudio  Ventura  {Riv.  di  Clin.  Ped., 
June,  1909)  says  that  in  infancy,  and  especially  in  the  nursling, 
several  phenomena  natural  to  that  time  of  life  and  others  that 
are  of  a  pathological  nature  group  themselves  into  a  sort  of  exu- 
dative diathesis,  determining  oscillations  of  turgescence  in 
the  various  internal  and  external  organs.  These  occur  especially 
1 1  1  In  time  when  the  bones  have  not  sufficient  strength  to  sus- 
tain the  body.  The  exudative  diathesis  is  an  individual  condi- 
tion, in  part  hereditary,  under  favorable  conditions  remaining 
latent,  but  brought  into  action  by  errors  in  diet  in  the  nature 
of  an  excess  of  fats:  The  lesions  affect  the  skin,  mucous  mem- 
branes and  internal  organs,  there  being  transient  periods  of 
turgescence.  Only  by  frequent  repetition  do  these  cause 
-  that  are  permanent.  The  characteristic  of  these 
main,  tations  is  their  evanescence.  They  appear  at  a  very 
early  age  and  lessen  after  the  second  year  of  life.  As  to  heredi- 
tary influences  we  recognize  advanced  age  of  the  progenitors, 
debilitating  diseases,  etc.  The  diathesis  generally  occurs 
among  the  working  classes,  less  often  in  persons  of  leisure.  The 
geographical  tongue,  lasting  but  a  few  days  at  a  time,  is  noted  as 
one    of    the    manifestations    of    this    state,    accompanied    by    no 
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disturbance  of  health,  and  appearing  in  several  members  of  the 
same  family.  The  tonsils  and  pharynx  are  subject  to  the 
transitory  periods  of  congestion  and  irritation,  the  nose  being 
stopped  up  and  dyspnea  being  caused  by  the  swelling.  Collec- 
tions of  secretion  in  the  tonsillar  crypts  may  occasion  foul  breath 
and  anorexia.  Finally  a  permanent  hypertrophy  of  the  tonsils 
arises  from  frequent  repetition  of  the  attacks.  The  extirpation 
of  such  tonsils  is  not  advisable.  Acute  bronchial  attacks,  char- 
acterized by  asthma,  with  little  secretion,  and  no  physical  signs 
come  under  this  head.  The  conjunctival  and  vesical  mucosa,  and 
even  the  intestinal  mucous  membrane  may  be  affected.  Various 
cutaneous  eruptions  occur.  Yellowish  crusts,  the  removal  of  which 
leaves  a  wet,  secreting  surface,  may  form  on  the  infant's  scalp. 
Strophulus,  urticaria,  and  pustules  are  all  caused  in  this  way. 
These  manifestations  occur  suddenly  and  disappear  as  quickly. 
Enlargement  of  the  liver  is  another  frequent  manifestation. 
Examination  of  the  blood  and  urine  in  cases  of  this  kind  gave  no 
unusual  phenomena.  The  treatment  of  this  condition  consists 
in  giving  only  enough  food  to  sustain  life,  the  foods  that  cause 
formation  of  fats  being  cut  out  of  the  diet.  If  the  infant  is 
nursing,  the  mother  must  employ  such  a  diet  as  will  reduce  the 
amount  of  cream  in  her  milk.  The  child  should  have  change  of 
air  at  the  same  time  Medicinal  treatment  is  directed  only 
toward  palliating  the  local  symptoms. 

Reappearance  of  Laryngeal  Stenosis  at  the  Moment  of  a  Serum 
Eruption  in  Children  Affected  by  Diphtheria. — Rocaz  and  Firmin 
Carles  (Gaz.  Hebd.  dcs  Sci.  Med.,  June  27,  1909)  direct  attention 
to  the  fact  that  in  children  with  laryngeal  diphtheria,  after 
relief  has  been  obtained  from  the  stenosis  by  the  use  of  antitoxin, 
if  a  serum  eruption  occurs,  there  may  be  a  coincident  edema  of 
the  laryngeal  tissues,  causing  stenosis,  and  this  may  lead  one 
to  believe  that  the  membrane  has  reformed  in  the  larynx. 
This  will  occur  from  three  to  five  days  after  the  injection  of  serum. 
If  the  child  has  been  intubated  it  is  best  not  to  extubate  too 
quickly,  lest  we  should  have  to  replace  the  tube.  If  congestion 
occurs  at  this  time  it  is  not  advisable  to  interfere  too  quickly, 
since  this  condition  lasts  but  a  shorl  time.  The  author  gives 
histories  of  five  cases  in  point. 

Types  of  Pulmonary  Tuberculosis  in  Young  Children.  Janus  M 
Miller  {Brit.  Jour.  Child.  Dis.,  June,  1909)  says  that  cases  of 
pulmonary  tuberculosis  maybe  classified:  (1)  according  to  the 
path  of  infection;  (2)  according  to  the  distribution  of  the  disease, 
whether  generalized  or  localized,  whether  disseminated  through- 
out the  whole  lung  or  restricted  to  certain  areas  and  spreading 
from  these;  (3)  upon  the  basis  of  histological  appearances. 
There  are  objections  to  all  these  methods  of  classification;  none 
are  entirely  satisfactory.  The  only  method  left  is  to  adopt  a 
compromise  between  them.  The  author  suggests  the  following 
as  the  simplest  method  of  classification,  and  one  which  includes 
all    types    of    the    disease'.       1.     Disseminated    metastatic    tubei 
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culosis  (miliary  tuberculosis).  2.  Caseous  bronchopneumonia, 
or  merely  caseous  pneumonia.  3.  Fibro-caseous  pneumonia. 
Both  of  the  last  two  conditions  may  be  complicated  by  the 
presence  of  cavities.  The  first  category  includes  all  cases  where 
there  are  discrete  tuberculous  areas  scattered  through  the  lung. 
The  word  metastatic  is  necessary  to  indicate  that  there  has  been 
a  primary  locus  from  which  the  nodules  have  taken  origin.  The 
next  great  group  of  pulmonary  tuberculous  conditions  is  the 
caseous  pneumonias,  or,  as  they  usually  are,  at  any  rate  in  this 
early  stage,  caseous  bronchopneumonias.  The  line  which 
divides  this  group  from  the  preceding  is  by  no  means  well-marked. 
The  method  of  spread  in  these  cases  is  more  by  continuity  of 
tissue.  The  writer  has  never  seen  tuberculous  disease  limited  to 
the  lung  in  the  infant  such  as  one  often  observes  in  the  adult. 
The  general  rule  is  to  find  foci  in  distant  parts,  the  result  of  a 
blood  infection.  The  third  group  of  tuberculous  conditions  of 
the  lung  in  children  are  those  where  formative  and  destructive 
processes  have  proceeded  side  by  side,  where  there  has  been 
interstitial  inflammation  with  fibrosis,  and  parenchymatous 
inflammation  with  consolidation  and  subsequent  caseation. 
This  is  the  commonest  condition  found  in  phthisis  of  the  adult, 
hut  it  is  rare  in  the  infant.  In  these  cases  of  advanced  tubercu- 
losis it  is  only  by  studying  sections  stained  by  the  elastic  tissue 
method  that  one  can  properly  understand  and  follow  the  disease. 
Areas  wrhich,  when  stained  by  ordinary  methods,  would  appear 
almost  structureless,  are  found  to  contain  obliterated  vessels  and 
bronchi.  The  cavities  in  these  cases  are  lined  not  by  caseous 
lung,  but  by  a  layer  of  granulation  tissue,  which  protects  the 
lung  proper  and  limits  the  process. 

The  Door  of  Entry  of  Tuberculosis  in  Infants. — V.  Hutinel 
Irch  •/.  M>  <!.  ./.  (  Enf.,  July,  1909)  discusses  the  various  method 
of  entrance  of  the  tubercle  bacillus  in  the  nursling,  each  of  which 
has  been  considered  by  different  authorities  as  the  most  frequent 
point  of  entry.  The  author,  after  weighing  the  evidence  for 
the  intestine  and  the  tonsils,  concludes  that  the  most  frequent 
method  of  entrance  of  the  bacillus  is  by  inhalation  into  the  lungs. 
That  tuberculosis  of  tin-  intestine  does  occur  is  well  known. 
But  if  this  were  in  most  cases  the  method  of  entrance,  and  were 
i  In  intestine  the  site  of  the  primary  lesion,  the  amount  of  infantile 
tuberculosis  should  have  decreased  with  the  use  of  sterilized 
milk,  which  has  not  been  the  case.  Tuberculosis  of  the  mesen 
teric  glands  is  much  less  frequent  than  that  of  the  bronchial 
and  mediastinal  glands.  Within  the  last  few  months  Morst  has 
published  his  results  from  injecting  the  lymphatics  in  man  and 
animals.  He  states  that  there  are  no  communications  between 
the  cervical  lymphatics,  superficial  or  deep,  and  the  subclavicular 
or  pleural  ones.  The  lymphatic  chain  which  receives  the  prod 
nets  from  the  nose,  mouth,  pharynx,  and  tonsils  opens  into  a 
trunk  which  debouches  into  the  jugular  vein.  He  finds  that 
there  are  no  lines  of  communication  between  the  intestine  and 
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the  pulmonary  lymphatics.  When  the  lung  becomes  infected 
from  the  intestine  the  bacilli  must  pass  by  way  of  the  blood 
current.  The  bronchial  glands  are  almost  always  the  primary 
source  and  connected  with  a  pulmonary  focus  of  tuberculosis. 
Escherich  believes  that  living  with  an  adult  phthisis  case  is 
generally  the  cause  of  the  pulmonary  infection,  dust  or  droplets 
being  the  method  of  carriage  of  the  bacilli.  In  a  few  cases  the 
germs  may  be  carried  by  the  hands  into  the  mouth.  During 
the  last  eighteen  months  the  author  has  studied  nineteen  cases 
of  tuberculosis  in  infants  under  one  year.  In  all  these  cases  the 
intestinal  glands  were  affected,  generally  swollen  or  caseous, 
but  all  these  children  may  have  swallowed  the  bacilli  in  their 
own  sputum.  Tuberculosis  occurs  in  the  intestines  m  about 
one-tenth  of  the  cases.  Aerogenous  infection  is  by  far  the 
most  frequent. 

Pulmonary  Tuberculosis  with  Cavities  in  Children. — E.  Gaujoux 
and  Brunei  (Ann.  de  Med.  et  Ckir.  Inf.,  June  15,  July  1  and  15, 
1909)  comment  upon  the  supposed  rarity  of  cavities  in  pulmonary 
tuberculosis  in  children.  They  find  that  this  is  not  a  rare  condi- 
tion at  all.  The  diagnosis  is  not  easy  to  establish.  In  1,000 
autopsies  on  children  there  was  tuberculosis  in  360;  in  250 
tuberculosis  was  the  direct  cause  of  death.  Marfan  considers 
that  many  cases  of  tuberculosis  in  adults  are  the  result  of 
recrudescence  of  apparently  healed  tuberculosis  of  early  life. 
The  younger  the  child  the  more  diffused  is  the  tuberculosis, 
the  more  organs  are  attacked.  The  authors  examined  a  large 
number  of  cases  of  cavernous  pulmonary  tuberculosis  ami  give 
the  histories  of  a  number  of  typical  ones,  with  a  summary  of 
fifty.  There  are  three  classes  of  cases  with  parenchymatous 
cavities;  caseous  pneumonia  which  causes  large  cavities  lined 
with  masses  of  degenerated  tuberculous  material ;  rapid  broncho- 
pneumonia with  or  without  general  miliary  tuberculosis,  and 
chronic  tuberculosis  of  the  lungs  with  a  tendency  to  cicatrization. 
Chronic  tuberculosis  rarely  occurs,  and  causes  cavities  in  the 
regular  course  of  its  evolution.  In  bacillary  pneumonia  causing 
death,  several  large  cavities  are  frequently  found  in  the  substance 
of  the  lungs,  resulting  from  the  softening  of  large  ma! 
caseous  tuberculous  tissue. 

Diagnosis  and  Treatment  of  Tuberculous  Glands.  Arthur 
Latham  (Clin.  Jour.,  July  14,  [909)  says  that  whether  we  are 
dealing  with  tuberculous,  pneumococcic,  staphylococcic,  strep- 
tococcic,  gonococcic,  coli,  or  other  microbic  infection,  the  diagno 
si>  depends  upon  the  proof  that  the  particular  microorganism 
is  presenl ,  and  that  its  toxin  is  being  absorbed  to  a  greater  degree 
than  the  resistant  forces  of  the  body  can  deal  with  adequately; 
while  the  tntreatme  depends  upon  placing  the  patient  und(  1  the 
best  1  loss!  1  ile  conditions f 01  increasing  the  natural  capacity  of  the 
bod)  to  resist  disease,  and  upon  the  inteligenl  use  of  tuberculin. 
While  it  is  possible  to  diagni >se  1  he  presence  of  tuberculous  glands 
upon  purely  clinical  considerations  in  a  large  number  of  instances. 
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we  may  safely  base  our  diagnosis  upon  the  results  obtained  from 
injections  of  Koch's  old  tuberculin  or  from  a  series  of  determina- 
tions of  the  opsonic  index,  a  single  determination  sometimes  being 
sufficient.  If  we  massage  a  gland  gently  for  a  sufficient  time, 
say  half  an  hour,  more  lymph  and  blood  passes  through  the 
gland  in  that  space  of  time  than  when  the  gland  is  at  rest.  If 
we  take  the  opsonic  index  before  massage,  and  again  when  this 
procedure  is  finished,  and  again  an  hour  or  two  later,  we  will 
find  that  in  the  case  of  a  normal  healthy  gland  the  indices  are 
approximately  the  same,  e.g.,  i'i,  09,  io.  If  the  gland  is 
tuberculous,  the  indices  will  show  considerable  fluctuations;  it 
iua\  be  that  as  the  result  of  the  larger  quantity  of  toxic  products 
thrown  into  the  criculation  by  massage  the  index  is  raised  for  a 
time,  or  it  may  be  that  it  is  depressed. 

Treatment  of  High  Dorsal  Pott's  Disease. — According  to  W.  E. 
Gallic  (.Y.  Y.  Med.  Jour.,  July  3,  1909),  the  treatment  of 
high  dorsal  Pott's  disease  is  always  a  matter  of  considerable 
difficulty.  The  explanation  lies  in  the  fact  that  the  distance  be- 
tween the  kyphosis  and  the  top  of  the  thorax  is  so  short  that 
any  plan  of  treatment  that  depends  upon  pressure  backward 
on  the  upper  dorsal  vertebrae  to  support  the  weight  of  the  head 
and  shoulders  necessarily  fails  because  of  the  shortness  of  the 
leverage  provided.  The  plan  of  treatment  described  was 
i  as  a  means  of  getting  over  the  mechanical  difficulty 
presented.  The  idea  involved  is  the  lengthening  of  the  short 
upper  lever  by  adding  to  it  the  cervical  spine.  Inasmuch  as 
it  is  impossible  to  apply  pressure  on  the  front  of  the  neck,  owing 
to  the  presence  of  the  larynx  and  vessels,  the  splint  must  be 
extended  up  to  the  head  and  preferably  to  the  forehead  and  occi- 
put. It  consists  of  a  plaster  jacket  extending  from  the  pelvis 
to  the  head,  leaving  free  the  arms  and  exposing  the  face,  ears, 
and  part  of  the  chest.  The  method  of  application  of  the  jacket 
is  described  in  detail. 

Subacute  Meningitis  in  Connection  with  Affections  of  the 
Respiratory  Organs  in  Children. — Clement  Delfosse  (Jour,  des 
Sci.  Med.  ilf  Lille,  June  26  and  July  3,  1909)  says  that  menin- 
gitis, when  it  occurs  in  connection  with  diseases  of  the  respiratory 
organs  in  children,  has  a  very  rapid  evolution.  Purulent 
pleurisy  and  pneumonia  are  the  diseases  which  are  especially 
liable  to  this  complication.  There  is  usually  a  previous  history 
of  digestive  and  respiratory  disturbances,  or  of  eruptive  fevers. 
Aside  from  this  vulnerability  of  the  child,  the  especial  virulence 
of  the  microorganisms  seems  to  be  the  cause  of  the  complica- 
tion, flu-  meningitis  occurs  early  in  severe  attacks  of  lung 
trouble,  and  later  in  slighter  attacks.  The  cerebrospinal  fluid 
is  always  turbid;  the  more  turbid  it  is  the  worse  the  prognosis. 
There  is  generally  polynucleosis.  The  pneumococcus  is  generally 
the  microorganism  that  appears  as  the  cause  of  the  meningitis, 
ami  is  found  in  the  cerebrospinal  fluid.  Next  in  frequency 
is  the  bacillus  of  Pfeiffer.     The  examination  of  the  blood   will 
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aid  in  the  prognosis;  increase  of  leucocytes  and  polynucleosis 
indicate  a  severe  case  and  bad  prognosis.  The  cerebral  lesions 
are  most  marked  on  the  convexity  of  the  cerebrum.  The 
prognosis  is  very  grave  and  treatment  has  little  effect. 

Rapid  Method  of  Examination  of  the  Stools  of  Nurslings  and 
Infants ;  Appreciation  of  the  Biliary,  Intestinal,  and  Pancreatic 
Functions. — H.  Triboulet  (Jour,  de  Med.  de  Paris,  July  17,  1909) 
recom  nends  a  rapid  and  correct  method  of  examination  of  the 
fresh  stools  of  infants  and  children,  which  tells  us  the  condition 
of  the  biliary,  pancreatic,  and  intestinal  functions.  The  test  is 
made  by  mixing  a  portion  of  the  stool  with  distilled  water  and 
agitating  it  in  a  test-tube.  There  are  then  addeu  eight  to  ten 
drops  of  a  solution  of  sublimate  in  acetic  acid  and  distilled  water. 
The  tube  is  set  upright  and  kept  for  one-half  to  two  hours,  or, 
still  better,  for  twenty-four  hours.  In  normal  infants  there  is 
produced  a  rose-colored  fluid  with  a  troubled  portion  above  and 
a  rose-colored  precipitate.  Such  a  precipitate  always  indicates 
normal  function  of  the  digestive  tube  and  liver.  But  in  abnor- 
mal conditions  green  and  other  shades  appear  instead  of  rose. 
The  coloration  is  due  to  oxidation  of  the  bile  pigments.  In 
the  early  life  of  the  nursling,  a  normal  green  coloration  may  be 
obtained,  but  as  he  grows  older  this  is  never  a  normal  reaction. 
The  rose  color  is  that  of  hydrobilirubin.  The  nursling  at  the 
breast  without  fever  gives  a  green  to  a  rose  reaction.  An  older 
infant  gives  a  vivid  green  precipitate  with  a  rose -colored  troubled 
liquid  when  he  has  plenty  of  bilirubin  in  the  intestine,  or  when 
the  intestine  carries  out  energetic  oxidation,  or  when  it  is  insuf- 
ficient for  the  reduction  of  hydrobilirubin.  A  light  green  or 
yellow  to  gray  color  indicates  insufficiency  or  poor  qualit]  of 
bile  or  that  the  intestine  is  altered  in  its  oxidizing  and  reducing 
cellular  elements.  A  white  deposit  indicates  absence  of  bile  or 
absence  of  intestinal  function.-  These  latter  reactions  indicate 
a  grave  lesion  of  the  digestive  tract.  A  change  of  the  reaction 
indicates  a  prognosis  for  the  recovery  or  death  of  the  subject.  A 
change  of  feeding  may  be  indicated{and  may  cause  an  immediate 
change  in  the  reactions.  Another  element  aids  in  diagnosis  and 
isis,  the  troubled  condition  of  the  liquid  or  its  clearness, 
rhe  floating  particles  consist  of  albuminoid  and  fatty  substances 
and  myriads  of  bacteria;  this  indicates  normal  intestinal  and 
pancreatic  condition,  while  in  atrophic  infants  a  clear  liquid  is 
seen  indicating  a  ^rave  loss  of  function.  In  febrile  cast's  absence 
of  pigment  from  the  stools  is  a  grave  symptom.  A  green 
1  may  indicate  a  catarrh  or  irritation  of  the  intestine. 
Its  persistence  is  unfavorable,  while  the  return  of  a  normal  rose 
is  favorable.  Thus  this  reaction  is  of  value  in  diagnosis  and 
prognosis,  and  in  giving  indications  foi  treatment. 
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The  study  of  the  involution  of  the  puerperal  uterus  has 
proved  an  attractive  subject  to  nearly  all  obstetricians  as  far 
back  as  the  fathers  of  medicine.  Accordingly  there  results 
upon  this  subject  a  literature  almost  without  end.  Though  so 
much  has  been  written  upon  the  involution  of  the  uterus  proper, 
the  study  of  the  involution  of  its  arterial  and  venous  systems 
has  occupied  but  few  investigators.  For  this  reason,  but  chiefly 
also  owing  to  the  cloud  of  mist  that  seems  to  envelop  this  sub- 
ject, I  have  devoted  my  attention  to  the  circulatory  changes 
especially,  rather  than  to  those  of  the  uterine  elements  proper. 
But  to  treat  of  the  vessels  exclusively  would  not  only  be  a  great 
error,  but  almost  an  impossibility.  Hence  the  uterine  wall  with 
its  three  component  tissues  will  also  be  discussed,  but  necessarily 
more  summarily. 

A  short  review  of  the  literature  upon  this  subject  will  probably 
have  for  effect  the  virtue  of  conveying  an  idea  as  to  how  far  our 
knowledge,  gathered  from  previous  writers,  will  carry  us. 

Until   1890  practically  all  authors  were  agreed  that  the  puer- 

*A  preliminary  report  of  a  work,  now  well  advanced,  upon  the  circulator} 
system  of  the  genitalia.  From  the  Pathological  Institute  .4"  the  Friedrichshain 
ECrankenhaus,  in  Berlin.  It  is  regretted  that  tin-  original  colored  plates  have  had 
to  be  replaced  by  photographic  reproductions.     The  original  plates  will 

in  the  German  publication. 
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peral  uterus  underwent  fatty  degeneration  as  a  chief  means  for 
bringing  about  its  required  involution. 

This  was  taught  and  generally  accepted  as  subject  beyond 
debate.  But  the  extent  to  which  this  fatty  change  went  gave 
rise  to  bitter  controversy,  resulting  in  the  extreme  views  of  Heschl 
on  the  one  hand  and  in  those  of  Luschka  on  the  other,  and  in  those 
of  an  intermediate  school  headed  by  Kolliker.  The  three  schools 
held  the  following  doctrines: 

Heschl,  in  an  exhaustive  work,  claims  that  the  muscular  fibers 
of  the  uterus  undergo  a  complete  fatty  degeneration,  so  niuch  so 
that  of  the  fibers  which  constitute  the  uterus  at  the  beginning 
of  the  puerperium,  not  a  single  muscular  cell  remains  when 
involution  is  complete,  i.e.,  when  the  uterus  has  reached  the 
stage  of  hyperinvolution. 

This  degeneration  begins,  according  to  Heschl,  not  before  the 
fourth  or  sixth  day  postpartum,  and  never  later  than  the  eighth. 
With  the  progress  of  the  fatty  degeneration  the  uterus  becomes 
more  and  more  brittle  and  soft,  and  it  rernains  so  until  all  parts 
of  the  uterus  have  reached  a  like  stage  of  degeneration.  Usually 
regeneration  of  tissue  does  not  begin  until  the  fourth  week 
and  should  be  complete  at  the  end  of  the  eighth. 

He  adds:  "Puerperal  fever  from  whatever  cause  stops  or 
retards  the  retrogressive  changes  in  the  uterus.  The  infection 
may  originate  in,  or  be  apart  from,  the  uterus;  but  the  result  is 
always   the   same." 

In  this  connection  Heschl  states  that  under  the  influence  of 
infections  regeneration  of  tissue  may  begin,  when  degeneration 
is  incomplete,  but  that  the  newly  constructed  fibers  instead  of 
developing  to  maturity  undergo  a  second  fatty  degeneration. 
This  is  the  cause  of  the  prolonged  softness  and  easily  tearing 
condition  of  the  uterus,  so  frequently  found  following  puerperal 
fevers.  In  his  own  words  "this  condition  of  the  uterus  is  the 
effect  of  an  improper  reconstruction  of  the  uterine  elements." 

With  Heschl  all  the  uterine  fibers  are  destroyed,  so  that  when 
the  uterus  is  completely  restored  it  contains  not  a  single  fiber  of 
those  which  made  up  its  bulk  at  the  beginning  of  the  puerperium; 
with  Luschka  not  a  single  fiber  is  lost  to  the  economy.  Accord- 
ing to  the  latter's  views  the  involution  of  the  puerperal  uterus 
consists  essentially  in  a  rapid  reduction  in  the  size  of  the  individ- 
ual fibers,  each  of  which  during  pregnancy  had  taken  on  gnat 
increase  in  length  and  breadth.  A  fatty  degeneration  of  the 
muscle  fibers  takes  place,  beginning  a  few  days  after  labor  and 
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appearing  at  first  as  fine  granules  about  the  nucleus.  The  gran- 
ules gradually  grow  more  abundant  and  equally  gradually 
disappear  without  it  being  possible  to  ascertain  in  what  way 
thev  are  removed  from  the  affected  cells. 

Kolliker  and  his  school  contend  that  there  is  certainly  and 
plainly  a  reduction  of  the  fibers  during  involution;  that  this 
takes  place  chiefly  through  fatty  degeneration;  that  this  is 
undoubtedly  the  chief  means  by  which  the  reduction  of  the 
uterine  dimensions  is  brought  about.  "But,"  he  adds,  "it  is 
just  as  certain  that  many  of  the  fibers  do  completely  disappear 
through  this  fatty  change." 

To  quote  from  Dittrich :  "These  three  views  upon  the  fate  of 
the  uterine  muscle  were  held  until  a  few  years  ago  without  any 
new  opinions  being  put  forth  to  substantiate  or  refute  any  one 
of  them.  Still  authors  generally  in  text-books  and  in  other 
publications  inclined  to  the  belief  that  a  fatty  degeneration 
takes  place  and  that  some  fibers  disappear  completely  in  this 
change." 

In  1884  a  new  work  by  Meola  advanced  the  new  theory  that 
the  involution  of  the  puerperal  uterus  takes  place  through  a 
simple  granular  atrophy  of  the  muscle  fibers — a  condition  brough 
about  not  by  the  uterine  contractions  and  retractions,  but  by 
the  hvpertrophy  of  the  sheath  of  connective  tissue  surrounding 
each  muscular  fiber.  Meola's  work  found  few  supporters,  and 
Dittrich  asks,  "Is  it  not  to  be  assumed  that  Meola's  cases  were 
patients  who  had  died  of  puerperal  sepsis  or  other  such  a  condition 
arising  locally  and  accompanied  by  high  fever?" 

In  1888  Sanger,  in  an  exhaustive  and  important  work  upon  this 
subject,  came  to  the  conclusion  that  the  involution  of  the  puer- 
peral uterus  depends  upon  several  factors.  Chief  among  these 
are  increased  oxidation,  the  continued  contraction  and  retraction 
of  the  uterus,  and  lastly  the  relative  anemia  of  the  organ,  all 
three  of  which  give  rise  to  a  fine  granular,  cloudy,  hyaline  and 
fatty  degeneration  of  the  protoplasm  of  the  muscle  cells, 
which,  after  absorption  of  these  products  of  degeneration,  return 
to  their  former  size  without  a  single  cell  being  necessarilv  de 
stroyed.  The  chief  object  for  these  protoplasmic  changes  con- 
sists, according  to  Sanger,  in  the  reduction  of  the  size  of  the 
muscle  fiber  so  that  the  uterus  may  return  to  its  normal 
dimensions. 

Dittrich,  in  a  work  published  in  i  S90  upon  the  involution  of  the 
puerperal    uterus   under    pathological    conditions,   gives   a   full 
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review  of  the  work  of  previous  authors  and  comes  to  the  conclu- 
sion that  in  most,  if  not  in  all,  of  their  cases  there  entered  as 
disturbing  factors  pathological  processes,  which  necessarily 
detract  from  the  value  of  their  conclusions.  He  will  not  allow 
that  they  should  be  accepted  as  works  upon  the  normal  involu- 
tion. He  states  that  most  of  these  works  were  done  before  the 
days  of  asepsis  and  that  the  authors  do  not  state  the  cause  of 
death  in  the  cases  reported. 

Dittrich's  work,  carried  out  upon  a  large  amount  of  material, 
led  him  to  the  conclusion  that  pathological  processes  either 
starting  locally  in  the  pelvis  or  in  other  parts  of  the  body  produce 
either  a  complete  block  or  at  least  a  marked  retarding  influence 
upon  the  changes  involved  in  the  involution  of  the  puerperal 
uterus.  "But,"  he  also  adds,  "pathological  processes  suck  as 
puerperal  fever  or  general  acute  or  chronic  diseases  have  no  effect 
upon  the  changes  of  involution  except  thai  of  rendering  the  process 
slower  and  of  causing  frequent  destruction  of  tissue  by  abscess 
formation  and  infiltration."  He  supports  Sanger  in  the  belief 
that  during  involution  fibers  are  not  completely  destroyed,  but 
that  they  simply  reduce  their  dimensions.  He  also  found 
hyaline  degeneration  of  the  muscle  fibers  as  did  also  Beneke  in 
many  of  his  cases. 

Such  is  a  short  review  of  the  history  of  the  involution  of  the 
puerperal  uterus. 

If  the  authors  who  have  occupied  themselves  with  the  body 
of  the  uterus  are  numerous,  the  number  of  those  who  have  done 
work  upon  the  changes  in  the  arteries  of  the  puerperal  uterus 
is  correspondingly  small. 

The  first  work  to  appear  upon  the  subject  was  that  of  Balin, 
in  1880.  He  busied  himself  chiefly  with  the  arterial  changes,  and 
as  it  forms  the  basis  of  the  subsequent  work  I  will  allow  myself 
to  quote  quite  freely  from  his  article. 

After  explaining  that  the  arteries  reduce  their  size  by  con- 
tractions of  their  muscular  wall  he  states  that  they  further 
reduce  the  size  of  their  lumen  by  a  growth  of  fibrous  tissue  in  the 
intima.     He   writes: 

"  One  finds,  about  ten  to  sixteen  days  after  labor,  here  and  there 
localized  ingrowths  of  the  intima  which  are  variously  disposed. 
At  times  but  a  single  growth  extends  into  the  lumen,  causing 
the  latter  to  take  the  shape  of  a  new  moon.  By  multiplying 
these  ingrowths,  all  sorts  of  deformities  of  the  lumen  may  be  seen. 
Frequently  its  caliber  is  so  reduced  by  these  ingrowths  that  it  is 
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barely  visible,  and  not  infrequently  complete  occlusion  may 
follow. 

"But  the  growth  of  fibrous  tissue  does  not  always  infringe  upon 
the  lumen  of  the  vessel.  At  times  it  grows  into  the  media,  which 
in  consequence  of  this  pressure  undergoes  atrophy  and  is  replaced 
by  elastic  tissue." 

He  also  states  that  the  media  of  the  blood-vessels  undergoes 
the  same  fatty  degeneration  as  the  uterine  musculature,  but  that 
the  fatty  change  appears  later  and  lasts  longer  than  the  corre- 
sponding changes  in  the  uterine  muscle  fibers. 

In  short,  his  conclusions  are  as  follows: 

"In  the  vessels  of  the  uterus  undergoing  involution  there  take 
place  simultaneously  two  types  of  changes:  on  the  one  hand  an 
increase  of  the  fibrous  tissue  of  the  intima,  at  times  growing 
into  the  lumen,  at  other  times  growing  into  the  media  and 
resulting  in  a  more  or  less  narrowing  of  the  vessel  even  possibly 
to  complete  occlusion;  on  the  other  hand  a  partial  or  total 
fatty  degeneration  of  the  media.  The  cervix  shows  no  such 
obliterated  vessels." 

He  continues  further: 

"The  vessels  of  the  placental  site  are  without  doubt  closed  by 
the  building  of  a  thrombus.  In  an  uterus  of  a  woman  who  died 
shortly  after  labor  I  found  several  of  these  thrombi  in  which 
spindle-celled  fibrous  tissue  from  the  intima  had  started  a  slow 
organization." 

"This  newgrowth  of  fibrous  tissue  gradually  replaces  the 
thrombus,  and  in  late  specimens  I  have  been  able  to  distin- 
guish here  and  there  in  the  mucosa  these  white  spots  containing 
a  few  fibers — the  remains  of  the  organized  clot." 

After  referring  to  the  narrowing  of  the  veins  through  thick- 
ening of  the  intima  he  wrote: 

"  What  happens  to  the  many  small  capillaries  and  veins  after 
delivery?  I  must  fully  agree  with  Heschl  that  the  majority 
of  them  are  compressed  by  the  uterine  contraction  and  retraction 
so  that  a  circulation  no  longer  obtains  in  them  and  that  they 
afterward  disappear  through  fatty  degeneration." 

Szasz-Schwarz,  in  1903,  described  uteri  of  women  who  had 
borne  children.  In  these  he  found  changes  about  the  vessels 
which  he  characterized  as  typical  of  pregnancy  and  still  other 
changes  typical  of  general  arteriosclerosis. 

The  changes  characteristic  of  pregnancy  were  in  the  main  a 
great  increase  in  the  elastic  tissue  throughout  the  uterus  and 
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thick  pads  of  the  same  tissue  about  the  smaller  vessels  of  the 
inner  and  middle  third  of  the  uterine  wall. 

This  mass  of  elastic  tissue  at  times  surrounds  the  vessels  on 
all  sides,  while  at  other  times  it  encircles  but  a  portion  of  the 
vessel,  often  presenting  the  appearance  of  a  crescent  with  the 
vessel  in  its  concavity.  This  pad  of  elastic  tissue  is,  as  a  rule, 
sharply  defined  both  on  its  outer  and  inner  borders.  In  the  case 
of  some  vessels  it  lies  in  immediate  contact  with  the  outer  part 
of  the  media,  whereas,  in  the  case  of  many  other  small  vessels, 
a  thin  layer  of  fibrous  tissue  intervenes  between  them.  These 
elastic  deposits  often  reach  a  very  great  thickness,  often  eight 
times  that  of  the  vessel  wall  which  they  enclose. 

In  1906  a  work  by  Pankow  appeared  in  which  he  corroborated 
the  findings  of  the  former  writer  and  added  to  our  knowledge 
of  the  uterine  arteries.  After  describing  the  arterial  changes 
found  in  the  uterus  long  after  pregnancies  had  ceased,  he  en- 
deavored to  find  an  explanation  for  these  by  an  examination 
of  the  uterus  of  a  woman  who  had  died  shortly  after  delivery. 
His  findings  are  of  great  interest  in  that  they  bear  directly  upon 
my  work  and  I  take  the  liberty  to  quote  rather  freely  from  his 
article. 

After  having  described  the  arteries  of  the  uterus  of  a  multi- 
parous  woman  and  having  substantiated  the  findings  of  Szasz- 
Schwarz  relative  to  the  marked  sclerosis  which  follows  pregnancy, 
he  writes: 

"Even  though  the  vessel  changes  in  pregnancy  and  in  the 
subsequent  involution  have  been  material  for  research,  yet  no 
adequate  explanation  as  to  how  and  why  this  sclerosis  occurs 
has  been  given  (at  least  none  in  the  German  literature)." 

His  own  researches,  based  upon  one  case,  led  him  to  the 
conclusion  that  the  media  disappears  more  or  less  through 
fatty  degeneration  and  is  replaced  by  elastoid  tissue.  Coincident 
with  this,  a  proliferation  of  the  ultima  takes  place,  similar  to  that 
of  all  thrombosed  vessels. 

"Generally  in  the  periphery  of  the  thrombus,  there  is  a  part 
of  the  lumen  not  involved  in  the  thrombosis,  in  which  portion 
by  a  growth  of  endothelium  0  new  endothelial  lining  is  formed 
which  constitutes  the  inner  limits  of  the  lumen.  According  to 
the  demands  of  the  organism,  the  new  endothelial  lining  can 
differentiate  itself  into  a  new  vessel."  He  continues:  "This 
process  can  occur,  I  think,  without  a  foregoing  complete  throm- 
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bosis  of  the  vessel.  But  why  even  in  the  submucosal  layers 
one  should  find  such  tremendously  thickened  elastic  deposits 
which  lead  to  hyaline  degeneration  of  large  areas,  is  difficult 
to  explain.  For  the  placental  area  the  wandering  in  of  fetal 
syncytial  cells  certainly  plays  a  role,  but  that  it  is  not  the  only 
factor  is  shown  by  similar  changes  in  the  vessels  outside  the 
placental  area. 

"Therefore  there  must  be  a  physical  or  chemical  cause  to 
explain  the  occurrence  of  these  changes.  Such  may  be  found 
in  the  great  stretching  and  prolonged  soddening  of  the  vessel 
walls  during  pregnancy  and  labor." 

Before  starting  the  description  of  my  researches  it  may  be 
well  to  state  precisely  the  characters  and  quantity  of  material  at 
my  disposal  and  the  methods  that  were  used  in  the  examination. 
This  material  was  drawn  from  the  autopsies  at  the  Friedrich- 
shain  Krankenhaus,  Berlin,  and  from  the  operations  in  the 
same  institute.  The  work  was  carried  out  in  the  pathological 
department  of  this  hospital  and  I  take  this  opportunity  of 
thanking  the  members  of  the  staff  and  my  colleagues  in  the 
laboratory  for  their  kindness  in  assisting  me  in  collecting  the 
material  necessary  for  this  work. 

Material. — I  have  examined  in  all  eighty  uteri,  among  which 
are  six  from  women  who  died  at  variable  periods  within  ten 
months  after  labor.  The  cause  of  death  in  all  of  these  cases  was 
not  of  pelvic  origin,  and  the  pelvis  was  always  free  of  any  disease 
whatsoever.  Among  these  eighty  cases  were  many  who  had  not 
reached  puberty.  These  I  disregarded  completely.  There  were 
also  ten  nulliparous  cases  between  the  ages  of  fifteen  and  thirty- 
three  and  one  of  seventy  years.  Also  thirty-three  cases  of 
parous  women  in  whom  one  to  forty  years  had  elapsed  between 
the  last  pregnancy  and  the  time  of  death. 

T<  clinic. — The  tissues  were  hardened  en  bloc  for  forty- 
eight  hours  in  a  10  per  cent,  solution  of  formalin;  after  which 
blocks  3  mm.  thick,  extending  in  each  case  from  the  peritoneal 
to  the  mucosal  surfaces  and  of  variable  size,  were  taken  for  ex- 
amination. Sections  were  taken  in  each  case  from  the  fundus, 
body,  and  cervix,  and  from  the  uterine  artery  in  its  course  through 
the  broad  ligament,  or  as  it  coursed  up  the  lateral  wall  of  the 
uterus. 

These  tissues  were  then  brought  into  50,  75,  96  absolute 
(commercial)     and    copper-sulphate    absolute    alcohol    respec- 
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lively,  the  whole  process  lasting  from  two  to  three  hours.  They 
were  then  placed  in  three  changes  of  pure  xylol  until  trans- 
parent, and  then  through  soft  and  hard  paraffin. 

The  tissues,  so  handled,  were  cut  with  the  greatest  ease  upon 

Leitz's  new  sliding  microtome  and  none  were  cut  thicker  than 

10  mm.  and  many  as  thin  as  6  mm. 

The  tissues  were  stained  in:  Routine. — Hematoxylin  and  eosin, 

Weigert's  elastica,  Weigert's  elastica  and   Van  Gieson, 

YVeigert's   elastica   and  hematoxylin  and  Van  Gieson, 

Special. — Orcein    and    hematoxylin,    Weigert^s    Mark- 

scheidefarbung  Methode,  Soudan  III  and  hematoxylin. 

In  using  Weigert's  elastica  stain  I  left  the  tissues  overnight 

in  the  stain  and  then  decolorized  in  i  per  cent,  acid  alcohol,  and 

then  washed  thoroughly  in  running  water  before  staining  with 

hematoxylin  or  with  Van  Gieson.      By  so  doing,  all  the  acid  is 

removed  from  the  tissues  and  the  Van  Gieson  becomes  a  much 

truer  and  more  permanent  stain. 

My  subject  is  divided  into  the  following  heads, 
i.  The  nulliparous  uterus. 

2.  The  multiparous  uterus. 

3.  The  puerperal  uterus:  Normal  involution;  abnormal 
involution,  or  subinvolution. 

4.  Discussion. 

5.  Conclusion. 

1.  The  Nulliparous  Uterus. — I  have  taken  for  description  the 
uterus  of  a  nulliparous  woman  of  twenty-seven  years  of  age. 
Whatever  the  age  of  the  patient  after  the  age  of  puberty,  the 
three  elements,  muscular,  elastic,  and  fibrous  are  always  found 
conforming  to  one  type,  bearing  the  same  relation  to  one  another 
though  differing  somewhat  in  relative  quantities.  Especially 
does  this  latter  apply  to  the  elastic  elements.  So  marked  can  be 
the  increase  in  elastic  tissue  in  the  nulliparous  uterus  that  it 
can  rival  that  of  a  young  uniparous  uterus  that  has  gone  through 
a  normal  and  rapid  puerperium. 

For  purposes  of  description  I  have  adopted  the  old  but  useful 
division  of  the  uterine  wall  into  thirds — the  subperitoneal,  the 
vascular,  and  the  submucous. 

In  the  middle  third  or  vascular  zone  the  largest  vessels  are 
found.  These  are  made  up  of  I,  intima  plus  elastica  interna; 
II,  media,  and  III,  adventitia. 
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The  Intima. — In  the  case  of  the  larger  vessels  a  well-defined 
endothelial  lining  and  in  all,  except  the  smallest,  a  well-marked 
elastica  interna  is  to  be  found.  The  latter  varies  in  thickness, 
one  may  say,  proportionately  with  the  size  of  the  artery. 

In  the  largest  vessels  on  cross-section  the  elastica  interna 
presents  a  homogeneous  corrugated  band.  But  even  in  these 
same  vessels,  slanting  sections  of  the  arterial  wall  demonstrate 
that  this  so-called  membrane  is  made  up  of  parallel  fibrillae 
which  course  parallel  with  the  long  axis  of  the  lumen.  Fenestra 
of  several  sizes  with  well  denned  margins  can  be  readily  seen,  and 
through  them  the  elastic  fibers  and  muscularis  of  the  media  can 
be  seen.  In  vessels  of  smaller  caliber  the  interna  is  seen  on 
cross-section  as  a  ring  of  black  dots  more  or  less  widely  separated 
from  one  another.  The  interstices  between  them  are  not  in- 
frequently filled  by  a  fine  black  membrane  which  is  visible  only 
with  high  powers.  Slanting  sections  of  such  vessels  demon- 
strate the  fact  that  here  the  longitudinal  fibers  are  widely  sepa- 
rated and  thereby  constitute  a  very  imperfect  membrane  about 
the  vessel.  The  chinks  are  relatively  narrow,  but  are  always  of 
considerable  length.  Branches  leave  the  main  stem  at  an  acute 
angle  and  pass  across  these  open  spaces  to  join  a  neighboring 
fiber.  At  the  point  of  division  and  of  junction  a  swelling  of  the 
fiber  occurs.  As  a  consequence  of  this  branching  the  defects 
in  the  membrane  are  usually  long,  narrow,  acutely-pointed 
slits. 

If  we  examine  the  individual  fibers  of  such  a  membrane  (not 
in  all  cases  is  this  shown)  in  a  case  of  chronic  Bright's  disease  we 
find  that  each  fiber  presents  throughout  its  course  two  black 
parallel  lines  with  an  intervening  lighter  colored  space.  The 
same  description  holds  good  for  the  branches.  To  explain 
this  one  has  but  to  examine  a  very  thin  cross-section  of  such 
a  vessel  and  one  finds  with  the  oil-immersion  that  each  fiber  is 
a  cylinder  which,  in  a  plain  Weigert's  elastica  stain,  has  a  black 
contour  and  a  pale  Nile-green  center. 

In  many  of  the  vessels,  especially  in  those  of  larger  size,  a 
second  elastica  interna  concentric  with  the  first  is  not  infrequently 
found.  It  never  completely  surrounds  the  lumen,  but  at  must 
only  one-half  of  it.  In  the  interspace  between  the  two  layers 
of  elastica  muscle  fibers,  which  course  in  a  direction  parallel 
with  the  long  axis  of  the  vessel  and  therefore  at  right  angles 
to  the  fibers  of  the  media,  can  be  seen  with  very  great  ease. 
Between    these   elastica    interna    layers,    a    minimal    amount   of 
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fibrous  and  elastic  tissue  in  very  fine  strands  is  seen  surrounding 
the  individual  muscular  fibers  and  binding  the  two  layers  of 
elastica  interna  together.  This  layer  constitutes  the  so-called 
"hyperplastic  intimal  layer"  of  Jores. 

The  Media. — The  media,  relatively  stout  for  the  size  of  the 
lumen,  contains  a  considerable  number  of  wavy  elastic  fibers, 
which,  coursing  concentrically  with  the  elastica  interna,  never 
surround  more  than  a  fraction  of  the  circumference  of  the  vessel. 
Radially  and  diagonally  disposed  fibers  are  also  found  in  more 
or  less  large  numbers.  Fibrous  tissue  fibrillse  follow  the  ramifi- 
cation of  the  elastica  and  these  two  tissues  surround  each  muscu- 
lar fiber  with  a  more  or  less  perfect  sheath. 

The  Adveniitia. — The  outermost  layer  of  muscle  is  sharply 
bounded  by  the  adventitia  made  up  of  wavy  hyaline-looking 
fibrous  tissue.  The  thickness  of  the  adventitia  in  the  vascular 
zone  corresponds  rather  closely  to  that  of  the  media  which  it 
encloses;  though  many  exceptions  are  found.  The  fibers  of  the 
adventitia  pass  over  in  bands  of  varying  size  into  the  interfascic- 
ular tissue,  which  in  turn  breaks  up  into  smaller  bands  and 
fibers  to  eventually  surround  each  muscle  fiber  of  this  zone  with 
a  sheath  of  connective  tissue. 

The  amount  of  elastic  tissue  in  the  adventitia  of  the  average 
case  in  minimal  and  an  elastica  externa  does  not  exist  even  about 
the  largest  vessels.  The  small  amount  that  is  found  in  the  ad- 
ventitia is  usually  circularly  disposed  about  the  vessel  and  from 
these  fibers  pass  off  into  the  uterine  musculature  and  follow 
the  fibrous  tissue  to  its  minute  ramifications  about  the  individual 
muscle  fibers  of  the  uterine  wall. 

The  veins  in  this  zone  present  no  uniform  arrangement  of 
muscle,  elastic  and  fibrous  tissues.  Suffice  it  to  say  that  the 
elastic  tissue  in  their  walls,  relative  to  that  contained  in  the  walls 
of  the  arteries,  is  abundant  and  it  supplies  most  of  the  fibers 
which  constitute  the  elastic  framework  of  the  uterine  body. 

Outer  or  Subperitoneal  Zone. — In  the  outer  third  of  the  uterine 
wall  immediately  under  the  peritoneum  a  layer  of  fibrous  and 
elastic  tissue  with  a  few  muscular  fibers  in  the  interstices,  sur- 
rounds the  whole  uterus.  It  is  of  uniform  thickness  and  from 
it  numerous  stout  bands  pass  radially  between  the  underlying 
muscular  fasciculi,  giving  branches  to  these  and  finally  reaching 
ii^  finest  divisions  in  the  vascular  zone.  Not  infrequently 
relatively  stout  bands  bind  the  perivascular  elastic  tissue  of  the 
middle  zone  with  this  subperitoneal  fibro-elastic  layer. 
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Between  this  layer  and  the  underlying  thick  muscular  bundles, 
whose  fibers  generally  run  at  right  angles  to  those  of  the  former, 
it  is  not  infrequent  to  find  a  row  of  fine  dots  arranged  in  linear 
exactness,  which  sharply  divides  the  fibro-elastic  subperitoneal 
bands  from  the  underlying  muscular  tissue.  Seen  in  slanting 
sections  this  row  of  dots  is  made  up  of  a  single  layer  of  parallel 
elastic  fibers  similar  in  every  respect  to  the  elastica  interna  of  an 
artery.  The  radially  disposed  elastic  bands  passing  from  the 
peritoneum  to  the  deeper  tissues  penetrate  its  fenestra.  The 
elastic  tissue  is  accompanied  even  in  its  finest  divisions  by  fibrous 
tissue. 

There  is  a  marked  tendency  for  the  vessels  in  this  zone  to 
arrange  themselves  into  layers  which  alternate  with  compact 
strands  of  muscle  fibers. 

The  description  of  the  vessels  of  the  vascular  third  applies  to 
those  of  this  zone  in  every  detail. 

The  Subtmtcosal  Zone. — Among  the  striking  features  of  this 
third  of  the  uterine  wall  are  the  bizarre  shapes  that  the  lumina 
of  the  vessels  assume;  the  inordinately  thick  media  in  vessels  of 
relatively  small  caliber;  the  marked  tendency  for  the  vessels  to 
run  in  a  corkscrew-like  course  from  the  vascular  zone  to  the 
mucosal  margin  and  the  tendency  also  for  them  to  run  in  groups 
with  wide  interspaces  almost  devoid  of  vessels. 

The  elastic  interna  in  the  vessels  in  the  deeper  parts  of  this 
zone  is  as  a  rule  delicate  and  very  imperfect,  though  special 
groups  show  it  well  developed.  In  this  area  one  practically 
never  finds  a  development  of  the  "hyperplastic  intimal  layers  of 
Jores"  as  seen  in  the  larger  vessels  of  the  vascular  zone.  As 
one  approaches  the  mucosal  boundary  one  finds  that  in  most  of 
the  vessels  (isolated  groups  frequently  do  not  show  this  change) 
the  elastica  interna  grows  markedly  stouter.  In  many  of  these 
the  margins  of  the  elastica  interna  become  ill  defined  and  the 
membrane  itself  in  consequence  becomes  markedly  increased 
in  thickness.  Not  infrequently  in  such  vessels  a  new,  but  poorly 
formed  elastica  interna  lies  inward  to  the  old  one  and  poorly 
defined  from  it.  In  such  vessels  the  delicate  elastic  fibers  of  the 
media  become  much  swollen.  If  we  follow  such  a  group  of 
corkscrew  vessels  upward  into  the  mucosa  one  finds  its  terminals 
involved  in  a  marked  sclerotic  change — the  sclerosis  of  menstrua- 
tion— and  one  realizes  that  these  vessels  lying  deeper  in  the 
muscularis  are  but  arteries  that  are  involved  in  the  same  func- 
tional sclerosis.    Necessarily  the  change  is  less  marked  the  farther 
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one  recedes  from  the  mucosa,  where  in  the  finest  ramifications 
of  arteries  and  veins  the  process  shows  itself  in  its  most  marked 
characters. 

I  do  not  intend  here  to  enter  upon  the  changes  characteristic 
of  menstrual  sclerosis,  for  it  is  a  subject  somewhat  foreign 
to  the  main  purpose  of  this  work.  Suffice  it  to  say  that  the  signs 
of  swelling  of  the  elastica  interna  and  the  attempt  at  reduplica- 
tion of  the  same  and  the  swollen  appearance  of  the  elastic  fibers 
of  the  media  as  above  described  are  but  means  to  an  end,  and 
that  end  is  to  bring  back  to  its  original  size  the  vessel  which  be- 
came enlarged  and  hypertrophied  during  the  premenstrual  and 
menstrual  periods. 

The  adventitia  of  the  vessels  of  this  zone  lies  directly  in  con- 
tact with  the  media.  It  is  of  fibrous  issue  with  a  minimal  of 
elastic,  both  of  which  tissues  pass  over  in  strands  to  the  uterine 
musculature  to  end  again  as  in  the  other  zones  about  the  indi- 
vidual muscle  fibers  of  the  uterus. 

Contrary  to  the  results  of  previous  writers,  I  have  found  fine 
elastic  fibrils  about  the  muscle  fibers  in  the  inner  third  of  the 
uterine  wall.  Previous  writers  have  denied  their  existence 
except  in  the  immediate  neighborhood  of  the  vessels.  But  it 
has  never  failed  in  all  my  cases  above  fifteen  years  of  age. 

Age  has  practically  no  influence  upon  the  relations  of  the 
three  tissues  of  the  nulliparous  uterus,  but  age,  as  pointed  out 
above,  does  cause  the  elastic  and  fibrous  tissues  to  increase;  the 
former  before  and  the  latter  more  especially  after  menopause. 

The  Midti parous  Uterus. — To  build  a  contrast  between  the 
nulliparous  uterus  on  the  one  hand  and  the  parous  uterus  on 
the  other,  I  have  chosen  a  case  which  corresponds  most  closely 
to  the  type  which  Szasz-Schwarz  and  Pankow  regard  as  being 
characteristic  of  parity,  and  proof  positive  that  the  woman  had 
borne  at  least  one  child.  So  characteristic  are  these  changes 
that  these  authors  together  with  Balin  state  that  it  is  possible 
in  every  case  to  tell  whether  an  uterus  had  held  a  fertilized  ovum 
or  not.  To  this  question  I  shall  have  occasion  to  revert  at  a 
later  period. 

The  patient  from  whom  this  specimen  had  been  removed  had 
borne  five  healthy  children.  She  died  at  the  age  of  thirty-one 
of  pulmonary  tuberculosis. 

A  mere  glance  at  these  sections  suffices  to  show  how  enor- 
mously the  elastic  tissue  has  increased  not  only  about  the  vessels, 
but  throughout  the  uterine  musculature  generally.     Naturally 
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the  bulk  of  it  in  most  cases  concentrates  itself  about  the  vessels 
and  in  the  regions  immediately  below  the  peritoneal  surface. 
But  most  striking  of  all,  the  region  in  which  in  the  nulliparous 
uterus  the  smallest  quantity  of  elastic  tissue  was  found,  i.e., 
the  inner  third  of  the  uterine  wall,  now  displays  large  perivas- 
cular deposits  that  are  quite  the  most  characteristic  signs  of  a 
previous  pregnancy. 

The  Subperitoneal  Zone. — Below  the  peritoneal  surface,  and 
for  a  considerable  distance  inward,  the  elastic  tissue  has  taken  on 
a  marked  increase.  It  tends  somewhat  to  concentrate  about 
the  vessels  though  the  elastic  tissues  about  the  individual  muscle 
fibers  are  also  very  greatly  augmented.  The  vessels  in  this 
zone  show  a  still  more  marked  tendency  than  in  the  nulliparous 
to  arrange  themselves  in  layers  parallel  with  the  peritoneal 
surface.  Where  the  elastic  and  fibrous  tissues — the  former 
always  in  much  greater  amount  than  the  latter — tend  to  gather 
about  the  vessels,  the  individual  fibers  lose  their  normally  well- 
defined  boundaries,  appear  swollen,  and  large  strands  of  this 
elastic  tissue  pass  from  vessel  to  vessel  or  into  the  adjacent 
muscular  tissue. 

The  vessel  itself  in  the  midst  of  this  mass  of  tissue  frequently 
has  a  well-defined  muscular  coat  with  a  delicate,  often  imperfect, 
elastic  interna,  but  quite  as  frequently  the  media  is  rich  in  poorly 
matured  elastic  tissue  and  generally  in  such  cases  the  elastica 
is  inordinately  thick  and  presents  ill-defined  margins.  The 
veins  present  thick  walls,  composed  of  a  confused  mass  of  elastic, 
fibrous  and  muscular  tissue,  without  the  slightest  pretence  at 
order  or  layer-formation.  The  elastic  tissue  constitutes  the 
major  part  of  the  bulk  of  the  wall  of  the  veins. 

I  oscular  Zone. — In  the  vascular  zone  the  vessel  walls,  some- 
what thicker  than  normal,  bear  a  very  large  amount  of  elastic 
tissue  in  their  media.  So  great  is  this  replacement  at  times  that 
but  traces  of  the  muscular  elements  may  remain.  The  arrange- 
ment of  this  hypertrophic  elastic  tissue  conforms  rather  closely 
to  the  normal  disposition  of  elastic  tissue  in  the  media,  but  it 
is  so  swollen  and  its  fibrillar  margins  so  ill-defined  that  it  consti- 
tutes when  stained  with  hematoxylin  a  more  or  less  uniform 
hyaline  colorless  mass  with  shrunken  muscle  cells  in  its  inter- 
stices. 

The  elastica  interna  is  usually  composed  of  many  concentric 
layers.  These  are  very  thick  and  present  between  them  a 
(with    Van   Gieson)    reddish  hyaline   tissue  which,  owing   to   its 
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staining  properties,  has  been  interpreted  as  hyaline  fibrous 
tissue. 

The  number  of  reduplications  of  the  elastiea  interna  seems 
without  limit,  and  it  may  go  on  so  as  to  almost  completely  ob- 
literate the  lumen.  The  admixture  of  elastic  and  fibrous  rings 
presents  a  very  striking  picture  in  which  muscular  elements 
are  almost  entirely  absent.  At  times  this  intimal  hypertrophy 
seems  to  impinge  upon  the  media  causing  it  to  disappear  in 
which  case  the  adventitia  and  hyperplastic  layers  of  elastiea 
interna  meet.  At  other  time  the  supernumerary  elastic  rings 
seem  to  serve  only  to  reduce  the  lumen. 

The  adventitia  instead  of  being  elastic-free  as  in  the  nulli- 
parous  uterus  is  now  a  huge  mass  of  coarse  fibrils  of  the  tissue 
without  at  times  even  a  trace  of  fibrous  fibers. 

Thick  strands  pass  over  into  the  interfascicular  tissues  to 
again  ramify  and  surround  the  individual  muscle  fibers  with 
a  thick  collar  of  elastic  tissue.  Thick  strands  also  pass  from 
vessel  to  vessel  and  from  zone  to  zone. 

The  veins  present  very  irregular  lumina  with  variously  shaped 
tags  or  buds  projecting  into  them.  The  elements  that  go  to 
make  up  the  walls  of  such  veins  vary  very  widely.  At  times 
the  wall  and  its  inward  juttings  are  made  up  almost  wholly  of 
elastic  tissue,  at  other  times  it  is  almost  absent.  All  inter- 
mediate types  between  these  extremes  may  be  found. 

The  Submucosal  Zone. — The  submucosal  zone  of  the  uterine 
wall  contains  the  signs  that  are  most  characteristic  of  a  previous 
pregnancy.  The  larger  vessels  of  the  deeper  parts  of  this  area 
present  the  same  characters  as  those  of  the  previously  described 
zone.  The  elastic  and  fibrous  elements  throughout  the  mus- 
culature are  markedly  increased  over  that  of  the  nullipara. 
But  the  most  characteristic  sign  of  the  parous  uterus  consists 
in  a  thick  collar  of  elastic  tissue  which  surrounds  the  weak  walls 
of  the  small  arteries. 

A  glance  at  Figs,  i  and  2  suffices  to  give  one  an  accurate  idea 
of  the  relation  of  this  tissue  to  the  vessel. 

The  muscular  media  of  such  a  delicate  vessel  is  frequently 
quite  free  from  elastic  fibers,  and  an  elastic  interna  may  or  may 
not  be  found.  At  other  times  the  media  is  almost  replaced  by 
elastic  tissue,  and  when  such  is  the  case  the  elastiea  interna  is 
not  infrequently  very  hypertrophic.  The  collar  of  elastic  tissue 
outside  the  small  vessel  may  encircle  the  latter  completely,  or 
may  be  crescentic  in  character.     Not  infrequently  it  surrounds 
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two  such  delicate  vessels  without  penetrating  between  them. 
The  tissue,  which  composes  this  collar  or  pad,  has  interesting 
features.  In  the  first  place  it,  is  as  a  rule,  well  defined  on  both 
sides,  and  becomes  very  conspicuous  by  its  isolation  in  a  tissue 
relatively  free  from  stout  elastic  tissue;  it  sends  very  few  fibers 
off  from  its  outer  margin;  internally  it  either  lies  in  immediate 
contact  with  the  media  of  the  small  vessel  or  a  thin  layer  of 
fibrous  tissue  intervenes;  the  tissue  itself  stains  a  dark  green  with 
Weigert's  stain,  thereby  contrasting  somewhat  with  the  black  of 
actively  functioning  elastica;  it  is  made  up  of  twisted,  knarled 
fibers,  which  seem  swollen,  and  a  few  nuclei  can  be  made  out 
in  its  interstices  (Fig.  i). 

From  this  rather  full  description  it  will  be  seen  that  the  changes 
in  the  uterus,  and  especially  about  its  blood-vessels,  due  to 
pregnancy,  are  very  complex — so  complex  that  one  hardly 
knows  where  to  begin  to  give  an  adequate  word-picture  of  them 
and  what  to  choose  as  being  the  nearest  approach  to  the  common 
types. 

The  case  which  I  have  described  corresponds  very  closely  to 
the  descriptions  given  by  Pankow  and  Szasz-Schwarz,  as  stated 
above.  They  differ  only  in  minor  details  which  do  not  appre- 
ciably alter  the  character  of  the  changes. 

If  we  ask  whether  these  changes  are  characteristic  of  pregnancy 
our  answer  must  be  a  rather  guarded  one.  That  a  great  number 
of  pregnancies  are  followed  by  such  changes,  further  that  in 
the  great  majority  of  cases  exhibiting  such  changes,  pregnancy 
has  been  the  causative  agent,  must  be  admitted.  But  I  see  no 
reason  for  not  assuming  that  allied  conditions  such  as  fibromata 
of  the  body  of  the  uterus,  especially  a  large  submucous  fibroma, 
could  produce  the  same  vessel  changes  after  the  removal  of  the 
tumor.  But  a  much  more  weighty  question  is:  Are  these 
changes  a  necessary  sequence  of  pregnancy?  In  other  words: 
Must  every  woman  who  has  born  a  child  present  the  changes 
described  by  the  previous  writers  as  typical  of  a  parous  uterus? 
My  answer  must  be  emphatically  in  the  negative.  That  there 
are  minor  differences  between  the  parous  and  nulliparous  uterus 
in  my  series,  I  am  prepared  to  admit.  But  among  the  thirty- 
three  parous  uteri  sixteen  were  of  women  beyond  forty-four 
years  of  age.  These  all  show  changes  which  would  leave  no 
doubt  in  the  mind  of  a  microscopist  that  he  had  to  deal  witli 
parous  women.  Among  the  remaining  seventeen  cases  were  two, 
one  of  whom  had  had  two  living  children,  the  other  a  miscarriage 
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followed  by  a  living  full  term  child.  These  show  no  departure 
from  the  average  nulliparous  uterus  except  the  slightest  general 
increase  in  elastic  tissue  throughout  the  uterus.  The  vessels, 
examined  in  sections  from  all  parts  of  the  body  of  the  uterus 
in  the  hope  of  finding  so-called  pregnancy  sclerosis  in  the  spot 
where  the  placenta  was  implanted,  showed  not  a  trace  of  that 
change.  The  patients  were  twenty-one  and  twenty-seven 
years  respectively,  and  one  and  a  half  and  one  year,  respectively, 
had  elapsed  since  their  last  delivery.  I  wrote  above  "show  no 
departure  except  a  slight  increase  in  the  elastic  tissue  over 
and  above  that  of  the  average  nulliparous  uterus."  Let  me 
add  a  factor  that  makes  the  question  a  still  more  difficult  one 
to  decide,  viz.,  that  the  amount  of  elastic  tissue  in  the  uteri 
of  nulliparae  is  a  variable  quantity,  and  I  have  found  several  in 
my  series  that  quite  rival  these  two  cases  of  parous  women. 

Moreover,  if  it  has  so  happened  that  in  my  series  of  seventeen 
cases  of  women  in  their  full  sexual  life  two  have  shown  such 
almost  complete  return  to  the  normal  state,  it  is  quite  within 
the  domains  of  theory  to  assume  that  in  a  larger  series  cases 
would  be  found  in  which  after  pregnancy  not  even  this  slight 
increase  of  elastic  tissue  would  be  found. 

Why  there  should  exist  such  differences  between  the  uteri  of 
parous  women;  why  one  should  return  almost  to  its  virginal 
state  while  another  shows  such  marked  departure  from  that 
state,  are  questions  which  I  hope  to  be  able  to  answer  by  drawing 
conclusions  from  a  careful  examination  of  a  large  amount  of 
material. 

THE    PUERPERAL    UTERUS. 

Case  I  is  that  of  a  woman  of  thirty-five  who  died  of  eclamp- 
sia forty-four  hours  after  delivery. 

The  uterus  was  of  the  size  that  is  considered  about  normal 
for  that  stage.  The  cavity  was  free  and  the  placental  site 
healthy. 

Before    proceeding    to    the    description   of    the  cases,  let  me 
again   state   that   when   not    otherwise    stated    my    de- 
scriptions  always   refer   to  specimens   stained   by    the 
triple  method  of  Weigert's  elastica,  hematoxylin   and 
Van  Gieson,  or  to  Weigert's  elastica  with  Van  Gieson. 
These  two  methods  1   have  found   by  much  the  most 
serviceable. 
Sections  from  the  placental  and  extraplacental   areas  to  the 
peritoneal  surface  show  that  already  fatty  degeneration  of  the 
tissues  has  begun.     This  degeneration  is  not  uniformly  distrib- 
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uted  throughout  the  uterine  wall,  but  strands  of  muscle  fibers 
seem  already  filled  with  fat  droplets  while  others  immediately 
bordering  upon  these  show  but  a  general  cloudiness  of  proto- 
plasm. The  parts  most  affected  are  the  torn  mucosal  surface 
and  the  decidual  cells  of  the  remaining  mucosa.  Especially 
does  this  apply  to  the  placental  area. 

With    hematoxylin    and    eosin   preparation  the  tissue  of  the 
whole  uterine  body  presents  a  cloudy  appearance  and  the  im- 


FlG.  r. —  Tin'  appearance  of  vessels  of  the  inner  third  of  the  uterine  wall  of  a 
parous  woman.  The  new  vessel  lies  in  a  mass  of  black  elastic  tissue,  a.  m.,  in  which 
the  remnants  of  the  old  media  are  occasionally  seen.  m.  New  muscularis  of  vessel 
with  a  deli  ate  elastii  a  interna.  The  spa<  e  between  the  new  media  and  the  outer 
mass  of  elastic  tissue  is  filled  with  a  tine  fibrous  tissue.  This  is  at  times  absent,  when 
the  elastii  tissue  i  i  imes  to  lie  directly  upon  the  media. 


mediate    subplacental    area    shows    well-marked    signs    of    cell 
disintegration. 

In  this  region  are  numerous  well-defined  clots,  which  lie  in 
clo  e  contact,  with  but  a  minimum  of  fibrous  strands  between 
them.  The  clots  in  most  cases  are  laminated  with  fibrin  and 
contain  few  if  any  more  than  the  normal  percentage  of  leuko- 
cytes. One  frequently  finds  that  the  lamina-  start  from  a  deli 
nite  spni  in  the  vessel  wall,  as  if  coagulation  had  begun  there 
and  had  gradually  spread  to  involve  the  whole  lumen.  Not 
a  few  of  the  vessels  present  irregular  areas  about  the  clot, 
between  it  and  the  vessel  wall,  where  fresh  blood  circulated  at 
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the  time  of  death.  From  the  disposition  of  these  channels  of 
fresh  blood,  and  by  the  fact  that  the  clot  remains  firmly  attached 
to  prominent  parts  of  the  wall,  which  seem  firmly  drawn  into  it, 
I  take  it  that  the  uterus  during  the  progress  of  the  eclampsia 
had  relaxed  somewhat  and  caused  a  separation  of  the  now 
relaxed  wall  from  the  clot.  Immediately  below  the  surface 
mucosa  of  the  placental  site,  much  extravasated  blood  lying 
free  in  the  tissues  separates  the  tissue  elements  widely  from  one 
another,  but  this  layer  without  definite  form  and  arrangement 
soon  gives  way  to  the  more  normal  outlines  of  vessels  and  tissues 
found  deeper.  The  walls  of  the  vessels  present  a  glassy,  homo- 
geneous, yellowish  blood-stained  appearance  throughput  this 
mucosal  subplacental  area.  The  muscle  fibers  stain  a  mottled 
yellow,  and  their  nuclei  are  very  indistinct.  In  a  word,  the  mu- 
cosal surface  in  its  superficial  parts,  especially  in  the  placental 


as$* 


Fig.  2. — Another  similar  vessel,  showing  m.  new  media  vessel.  and  o.  theelastic 
its  of  the  old  vessel. 

area,  presents  all  the  appearances  of  dying  tissue  and  is  sharply 
defined  below  from  the  underlying  musculature  of  the  uterus. 

Syncytial  cells  in  the  subplacental  area  are  surprisingly  few  , 
but  possibly  they  were  more  numerous  at  an  earlier  date  in  the 
puerperium,  for  outlines  of  uo  u   seen;  and  when  faint 

outline  can  no  longer  be  recognized,  huge  masses  of  nuclear  pig- 
menl  mark  the  site  which  they  formerly  occupied. 

( >ne  has  bin  to  recall  the  rapid  disappearance  of  syncytial  cells 

in  the  extravasated  1>1 1  in  metastases  of  chorio-epithelioma  to 

find  a  nady  explanation  for  their  early  disappearance  in  this 

/one. 

If  now  we  turn  our  attention  to  specimens  stained  with 
Wei.  eii,  hematoxylin  and  Van  Gieson,  we  find,  naturally,  the 
same  arrangement  of  tissue.  In  the'  placental  area  the  fibrous 
tissue  of  the  vessel  walls  is  swollen  to  huge  dimensions,  cell  out- 
line is  completely  lost  so  that  the  vessel  seems  surrounded  by 
a  homogeneous  glassy,  hyaline  band.  Closer  examination  of 
this  vessel  wall  shows  that  throughoul  its  circumference  three 
distinct  layers  can  in  most  eases  be  distinguished.      I  he  innei 
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most,  of  a  brick-red  color,  limits  the  bright  yellow  blood  clot 
externally.  Next  is  a  bright  glassy  yellow  band  in  which  few 
large  oval  nuclei  are  found.  Limiting  this  externally  is  a  third 
band  of  1  night  scarlet,  made  up  also  of  glassv  h valine  tissue. 
Suffice  it  here  to  say  (a  statement  which  will  be  proved  later) 
that  these  three  layers,  the  brick-red  line,  the  yellow,  and  the 
bright  red  correspond  to  the  altered  elastica  interna,  muscularis, 
and  adventitia,  respectively.  Several  of  the  smaller  veins  do 
not  present  the  band  corresponding  to  the  elastica  interna. 
But  since  it  is  impossible  that  all  the  large  vessels  in  the  mucosa 
of  the  placental  area  are  arteries  I  assume  that  the  veins,  owing 
to  the  free  circulation  through  the  placenta  and  the  consequent 
high  pressure  in  them,  have  a  more  or  less  prefectly  developed 
elastica  interna.  In  some  of  these  vessels  the  degeneration  has 
not  involved  the  whole  circumference  of  the  wall  equally,  so 
that  parts  still  retain  their  former  normal  staining  properties. 
In  such  vessels  it  is  easy  to  trace  the  transition  from  black 
elastica  interna  to  the  swollen  brick-red  line,  and  by  continuing 
to  folio  he  circumference  one  returns  again  from  the 

swollen  brick-red  line  to  the  delicate  black  elastica.     The  same 
can   be  repeated  with  the  other  two  coats,  namely,  the  media 
ularis  and  the  adventitia. 

The  foregoing  description  applies  to  the  immediate  mucosal 
subplacental  area.  A  section  from  the  very  margin  of  the  pla- 
cental area  presents  much  the  same  characters,  though  degenera- 
tion has  nol  gone  on  quite  so  rapidly,  and  in  areas  cell  outline  is 
much  better  preserved  than  in  the  mid-subplacental  mucosa. 
The  same  description  however  applies  to  this  region  even  in  its 
minutest  details  except  that  the  bands  of  uterine  muscle  which 
invade  the  mucosa  are  much  more  numerous  and  stouter  than 
the  central  placental  area.  These  also,  in  comparison 
with  the  surrounding  areas,  are  remarkablv  well  preserved.  In 
consequence  of  these  the  mucosa  in  this  region  seems  poorlv  de- 
lined  from  the  underlying  uterine  muscle. 

■  us  of  the  mucosa  outside  of  the  placental  area  show  the 
same  glassy  hvalii       d  'lion   of  the  torn  surface  mucosa. 

The  strands  of  tin-  torn  cavernous  layer  still  remain  as  tags.  The 
deeper  layers  of  the  mucosa  are  also  hyaline  though  loss  of  cell 
definition  is  not  by  any  means  so  far  advanced  as  in  the  parts 
immediately  under  the  placenta. 

If  we  now  turn  oui  attention  to  the  uterine  wall  proper  below 
the  placental  site  as  well  as  in  the  regions  bordering  upon  this 
area,  we  lind  in  a  hematoxylin  eosin  preparation  that  the 
syncytial  cells  are  relatively  numerous;  thai  they  lie  almost 
exclusively  in  tilt-  interfascicular  connective  tissue;  that  an 
occasional  one  is  found  in  the  muscle  bundles;  thai  the]  beai 
no  dirccl  relation  to,  nor  lie  especially  inclose  contact  with, 
vessel  walls;  that  an  occasional  one  lies  in  the  venous  walls;  that 
they  gradually  grow  less  numerous,  though  better  preserved  the 
deeper  one  recedes  from  the  mucosa  into  the  uterine  musculature  ; 
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that  they  show  all  stages  of  degeneration  from  the  cloudy  change, 
through  granular  degeneration,  loss  of  cell  outline,  loss  of  cell 
protoplasm,  to  the  stage  where  nothing  but  a  huge  mass  of  chro- 
matin remains  of  the  former  nucleus.  The  musculature  does 
not  stain  uniformly  with  either  hematoxylin  or  eosin,  but  pre- 
sents a  dirty  mottled  appearance  which  now  is  streaky,  now  is 
mosaic-like,  according  as  to  whether  the  fibers  are  cut  in  longi- 
tudinal or  cross-section,  respectively. 

The  fibrous  tissue  is  swollen  and  hyaline  throughout. 

But  the  vessels  of  this  zone  present  features  that  are  of  the 
greatest  interest.  The  walls  of  such  vessels  are  thicker  than 
those  in  the  immediate  neighborhood  of  the  placental,  attach- 
ment; the  elastica  interna  is  more  developed  and  the  muscularis 
constitutes  a  stout  muscular  band  in  which  changes  can  be 
studied  with  much  greater  ease  than  in  the  mucosal  areas 
described  above. 

A  rapid  glance  at  such  a  section  of  the  deeper  parts  underlying 
the  placenta  suffices  to  distinguish  two  types  of  vessels:  those 
which  have  undergone  change  before  labor  and  those  which  have 
not.  The  arteries  and  veins,  though  affected  in  very  different  wa  \  s 
nevertheless  show  the  same  tendency  to  division  into  two  classes. 
Naturally  between  the  extremes  of  these1  two  types  exist  many 
intermediate  stages. 

For  ease  of  description,  I  have  chosen  to  begin  with  the 

arteries  which  have  not  undergone  change 
previous  to  labor. 

In  the  first  place,  one  finds  here  quite  frequently  small  arteries 
which  as  yet  show  no  change  whatsoever  except  a  beginning 
hyaline  degeneration  and  swelling  of  the  connective  tissue  of  the 
media.  But  in  nearly  all  of  them  there  is  a  marked  departure 
from  that  of  the  virgin  uterus,  i.e.,  the  development  of  a  hyper- 
plastic intimal  layer,  consisting  of  a  reduplication  of  the  elastica 
interna  and  a  building  of  a  new  ring  of  muscle  between  them. 
The  largest  vessels,  namely  those  which  undoubtedly  had  a  great 
part  to  play  in  the  placental  blood  supply,  show  the  first  stage 
of  that  change  which  I  hope  to  trace  throughout  the  puerperium. 

If  we  examine  such  a  vessel  closely  we  find  immediately 
surrounding  the  coagulum — if  such  exists,  or  occupying  the 
position  of  the  intima,  if  a  coagulum  is  absent  -  we  find  an 
irregular,  wrinkled  thick  brick  red  band  of  tissue,  of  homogeneous 
hyaline  appearance  (Fig.  ;,  is  a  later  stage).  If  traced  about  the 
vessel  it  is  seen  to  frequently  split  to  reunite  quickly,  thereby 
constituting  lacunae  filled  with  a  glassy  yellow  protoplasm  in 
the  midst  of  which  a  large  active  nucleus  is  found.  At  other 
parts  the  brick-red  tissue  splits  and  its  two  portions  run  long 
distances,  not  infrequently  for  a  third  or  a  half  of  the  circum- 
ference of  the  vessel  and  they  then  reunite  to  form  a  single  but 
stonier  membrane.     The  interspace  between  these  two  swollen 
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membranes,  which  run  parallel,  is  filled  with  a  highly  refractile 
yellow  tissue  without  cell  definition  in  which  nuclei  that  are  large, 
oval,  and  present  all  the  appearances  of  being  active  are  to  be 
found. 

If  we  study  again  other  such  vessels  we  find  that  the  changes 
are  not  quite  so  advanced  and  the  intermediate  stages  can  be 
made  out  and  the  brick-red  tissue  and  others  can  be  traced  to 
their  origin.  In  such  a  vessel  the  same  brick-red  line  and  the 
intervening  tissue  is  found.  But  this  change  does  not  extent  the 
whole  way  about  the  vessel.  If  we  trace  the  brick-red  line  in  its 
course,  we  find  that  it  suddenly  ceases,  and  its  place  in  the  com- 
pletion of  the  circle  is  taken  by  the  normal  elastica  interna  (Fig. 
3).  That  the  elastica  interna  becomes  so  modified  in  its  staining 
properties,  so  swollen  as  to  exceed  ten  times  the  original  elastica 
in  thickness,  is  a  fact  that  cannot  be  doubted.  Let  us  examine 
more  closely.  If  we  follow  the  normal  elastica  interna  to  its 
point  of  transition  into  the  brick-red  line,  we  find  that  before 
losing  its  normal  staining  properties  it  becomes  markedly  swollen 
until  its  extremity  as  compared  with  the  normal  is  like  a  broom 
to  its  handle.  The  thickness  of  such  swollen  black  elastica  is 
about  equal  to  that  of  the  brick-red  tissue.  A  little  further  on 
a  remarkable  transition  takes  place.  The  elastica  interna  loses 
its  black  stain,  becomes  a  dark  red,  and  then  grows  gradually 
lighter  and  lighter  until  the  pale  brick-red  stage  is  reached.  The 
intervening  yellow  tissue  lying  in  its  lacunae  and  between  the 
parallel  brick-red  lines,  where  these  are  split,  are  muscular  fibers 
which  previously  existed  either  singly  or  constituting  a  layer  of 
hyperplastic  tissue  respectively.  I  shall  have  frequent  occa- 
sion to  revert  to  these  two  tissues,  viz.,  the  modified  elastica 
interna  and  the  enclosed  muscular  cells. 

The    relative    amounts    of    modified    brick-red     elastica    and 

normal  elastica  that  may  surround  the  lumen  in  such  an  uterus 

can  vary  between  the  one  extreme  where  the  elastica  is  affected 

only  in  a  small  portion  of  its  circumference  to  the  other  extreme 

where  the  whole  elastic  has  been  changed  to  the  brick-red  hyaline 

tissue.      Interesting  are  those  vessels  in  which  but  an  infinitely 

small  portion  of  the  elastica  has  lost  its  staining  properties  with 

Weigert  and  now  stains  a  dark  red  with  the  Van  Gieson.     This 

is  but  the  first  stage  of  the  change,  and  one  can  readily  see  in 

such  a  specimen  that  the  dark  red  color  is  due  to  fine  dots  of 

black   (  Weigert  I — which  are  but  the  remains  of  the  elastic  fibers 

that  have  not  as  yet  completely  lost  their  tinctorial  properties. 

Before  passing  on  to  the  changes  of  the  media  it  may  be  well 

just  to  add  a  word  as  to  the  origin  of  the  muscle  fibers 

in    the   substance   of  the  elastica.     In   discussing  this 

question     in     his     monograph     upon     arteriosclerosis, 

Jores    found    great    difficulty    in   finding  an    adequate 

answer.      In  such  a  case  as  that  described  above,  there 

is  as  yet  not  the  slightest  tendency  to  cell  multiplication, 
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and   we  can   assume  that  the  cells  here  found   in  the 
modified  elastica  interna  whether  as  single  cells  or  as  a 
more  or  less  complete  hyperplastic  layer,   were  there 
before    the    changes    in    the    elastica    started.     This    I 
think  is  not  an  unjust  assumption.      Now,   I   have  in 
several  of  these  specimens  been  able  to  trace  a  muscle 
fiber  from  the  innermost  layer  of  the  media  through  an 
aperture  (in  section,  through  a  loss  of  continuity)   in 
the  inner  layer  of  the  modified  elastica  interna.     This 
I  think  proves  beyond  a  doubt  that  these  cells  originate 
in  the  media  and  from  thence  they  pass  through  an 
opening  into  the  sheaths  of  the  elastica  interna  which 
they  force  apart  by  their  increase  in  situ. 
The    media    of    such    vessels    presents    also    very    interesting 
changes.     The  muscle  cells  are  hyaline  and  their  small  black 
nuclei,   which  contrast  markedly  with  the  large  active-looking 
nuclei    of   the    hyperplastic    layer,    present    all    the    features    of 
degenerating  cells.     They  contain   fat  droplets  and   not  infre- 
quently  no  trace  of  a  cell   is  left  except  the  nucleus,  and  the 
sheath  of  connective  tissue,  which  formerly  enveloped  it,  is  much 
swollen.     The  elastic  fibers  have  in  most  cases  disappeared,  and 
the   connective   tissue   between    the    muscle    libers   has   become 
markedly  swollen  and  hyaline  and  it  appears  as  if  il  had,  by  its 
hypertrophy,  impinged  upon  the  muscle  libers  and  had  caused 
their  atrophy.     In  some  of  the  larger  vessels  with  well  developed 
media,   one   finds  the  interesting  fact    that    where   the   elastica 
interna  has  not  changed  its  properties,  in  other  words,  where  it 
remains  as  in  the  normal  quiescent  state  the  muscularis  of  the 
up  di  i,  shows  but  slight  if  any  change  whatsoever.     <  >n  the  other 
hand,  where  the  elastica  has  changed  so  that  it  has  lost  its  stain- 
ing properties  with  YVeigert's  stain,  the  media  shows  all  stages  of 
degeneration  from  that  of  slight  swelling  of  the  connective  tissue 
to  that  of  complete  disappearance  of  all  of  the  muscular  elements 
outside  of  the  elastica  interna.      The  intermediate  stages  between 
these  two  extremes  of  normal  and  completely  degenerated  media 
can  be  studied  with  the  greatest  ease.     If  we  follow  the  circum- 
ference of  the  vessel  from  the  normal  media  toward  the  degener- 
ated  portion  of  the   wall,  the   fust  change  consists  in   a   marked 
Swelling   of   the  connective   tissue   in   the   interstices  between   the 
muscle  libers,  together  with  a  marked  swelling  of  the  circularly 
disposed,  wavy  elastic  libers  which  may  assume  twice  or  three 
times  their  original  size. 

A  little  further  on  one  finds  a  still  more  marked  hyaline 
swelling  of  the  fibrous  elements  and  a  corresponding  atrophy 
of  muscle  filler.  Here  also  <<nr  finds  that  the  circularl)  disposed 
wa\\    elastic   fillers  of  the  media  are  undergoing  a  great   change. 

Each  black  fiber  has  grown  considerably  shorter,  but  the  original 

length  is  maintained  by  a  thick  heavy  red  line,  which  now 
represents  the  changed  elastic  tissue.  The  red  tissue  varies  in 
color  from   a   dark    port-wine  red    in    the    neighborhood   of  the 
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remaining  black  fiber  to  a  bright  red  hyaline  tissue  in  the  re- 
moter parts.  The  dark  red  tissue  is  continued  along  the  sides 
of  the  fiber  where  it  still  maintains  its  black  Weigert's  stain. 

In  a  still  more  degenerated  spot  in  the  media  all  trace  of 
muscularis  may  have  disappeared,  leaving  only  a  bright  red 
hyaline  tissue,  glassy  and  amorphous,  with  but  an  occasional 
nucleus  iti  its  mass.  It  passes  imperceptibly  into  the  already 
hyaline  adventitia  externally  and  is  bounded  internally  by  the 
brick-red  modified  elastica  interna. 

To  facilitate  the  description  in  the  subsequent  pages  I  shall 
apply  the  term  "atrophic  elastica  interna"  to  the  elastica  interna 
when  it  has  lost  its  property  of  staining  with  Weigert's  elastic 
stain  and  has  taken  on  the  property  of  staining  a  brick-red,  or  a 
bright  red  or  a  yellow  with  Van  Gieson. 

It  will  be  seen  that  with  the  loss  of  staining  properties  with 
Weigert's  stain,  the  elastic  tissue  irrevocably  loses  its  properties 
of  elastic  tissue. 

On  the  other  hand,  elastica  interna  that  has  become  swollen 
to  tremendous  proportions  may  pass  on  to  a  stage  of  degeneration 
as  described  above  or  may  remain  for  ever  in  that  hypertrophic 
state.  Such  swollen,  black  elastic  tissue  I  have  characterized 
by  the  name  of  "hypertrophic  elastica  interna."  Fig.  S  shows 
these  two  types  Aery  plainly. 

It  will  be  noticed  that  in  none  of  the  vessels  so  far  described 
was  there  any  attempt  at  renewal  of  tissue.  Let  us  now-  pass 
on  to  another  class  of  vessel. 


ARTERI]  S    THAT    HAVE    UNDERGONE    CHANGE    BEFORE    LABOR. 

Among  t!ii  of  the  uterine  wall  in  the  direct  path  of 

the  placental  circulation,  also  among  those  in  the  mucosa 
directly  under  the  placenta,  are  some  which  show  changes  of 
such  a  character  that  the  process  must  have  taken  days  at  least 
for  its  development. 

These  vessels,  it  is  true,  are  relatively  few  in  number,  but  are 
often  of  very  large  size  and  therefore  must  have  played  no  small 
part  in  the  placental  circulation.  A  close  examination  of  such 
a  vessel  shows  that  the  changes  already  described  as  affecting 
tin-  vessels  after  labor  also  are  present  here.  lint  the  changes 
have  gone  on  either  to  tin-  degree  of  complete  obliteration  of 
the  lumen  or  to  a  narrowing  of  its  caliber,  'flu-  atrophic  elastica 
interna  is  present  about  nearly  all  the  vessels,  lint  a  further  step 
of  degeneration  has  already  made  itself  manifest.  Instead  of 
staining  a  brick-red.  one  finds  it  here  and  there  stained  yellow 
with  all  Stages  of  transition  from  the  one  to  the  oilier  color.  In 
places  it  has  assumed  huge  proportions,  and,  as  if  too  long  for 
the  vessel  which  it  lines,  it  is  markedly  convoluted  like  the 
convolutions  of  the  brain.  Where  s.,  degenerated,  its  lacunae, 
which  formerly  held  muscular  elements,  are  smaller  and  empty 
the  muscle  fibers  have  been  absorbed,      this  condition  of  affairs 
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does  not  exist  equally  about  the  whole  contour  of  the  vessel. 
In  other  parts  it  still  retains  its  brick-red  color,  and  the  yellow 
protoplasm  and  large  oval  nuclei  in  its  lacunae  show  signs  of 
multiplication.  Not  infrequently  two  nuclei  without  division 
of  protoplasm  are  found.  At  other  times  two  cells  in  one  lacuna 
are  present — in  fact  all  traces  of  rapid  cell  division.  Besides 
these  there  are  numerous  embryonic  fibrous  tissue  cells  in  and 
within  the  boundary  of  the  atrophic  elastica.  The  lumen  of 
such  a  vessel  is  partiallv  or  completely  filled  by  a  series  of  fine 
laminae  composed  of  fibrin  and  small  round  fibrous  tissue  cells 
with  an  occasional  larger  truncated  nucleus  which  leaves  no 
doubt  but  that  one  is  dealing  with  muscular  fibers  also-.  If  the 
vessel  is  completely  closed  by  a  thrombus  the  organizing  process 
extends  to  the  center,  but  this  is  a  rather  rare  condition  in  the 
larger  branches.  If  on  the  other  hand  the  circulation  is  only 
partially  stopped  or  slowed  by  the  thrombosis  of  some  of  its 
terminals,  the  result  is  somewhat  different.  In  such  a  case  the 
coagulum  or  deposit  of  fibrin  seems  to  begin  at  a  definite  point 
on  the  vessel  wall,  and  the  small  laminae  are  arranged  concen- 
trically about  it.  At  other  times  the  organization  involves  only 
the  peripheral  parts  of  the  vessel  between  two  or  more  projecting 
parts  as  if  the  stream  in  these  recesses  had  been  slower  and 
deposit  or  growth  more  favorable.  In  such  a  vessel  the  invading 
muscle  and  fibrous  tissue  are  more  evenly  divided,  but  with  this 
difference  that  the  nearer  the  old  elastica  interna  the  more 
abundant  are  the  fibrous  tissue  elements  whereas  the  nearer  the 
margin  of  the  new  vessel  within  the  old,  the  more  abundant  are 
the  muscular  fibers. 

The  latter  show  a  tendency  to  arrange  themselves  about  the 
new  lumen  and  to  develop  a  new  endothelial  lining,  though  the 
formation  in  a  vessel  so  affected  is  not  nearly  so  perfect  as  the 
corresponding  changes  that  take  place  in  similar  vessels  during 
the  puerperium. 

<  (utside  of  the  atrophic  elastica  interna  the  media  presents 
the  various  stages  of  degeneration  as  described  above. 

The  question  naturally  arises:  Does  clotting  introduce  these 
pre  partum  changes,  and  if  so  is  it  a  necessary  forerunner? 
That  the  most  advanced  stages  of  narrowing  of  the  lumen  are 
found  in  the  immediate  subplacental  mucosal  area;  that  the 
completely  obliterated  vessels  are  found  chiefly  in  this  region; 
that  the  reduction  in  the  size  of  the  lumen  grows  gradually  less 
and  less  the  farther  one  recedes  from  the  placental  area  along  the 
main  arterial  trunks,  all  tend  to  point  to  the  conclusion  that  there 
lias  been  obstruction  in  the  placental  circulation,  that  some  of 
tlie  terminals  of  the  greater  trunks  have  become  blocked  com 
pletely  by  thrombosis  and  have  become  completely  organized, 
and  as  ;i  consequence  owing  to  the  smaller  demand  upon  the 
larger  trunk  and  the  slowing  of  the  circulation  in  it,  it  tends  to 
reduce  it  s  caliber  to  the  demands  upon  it. 

That   there   is   a   close  connection   between   these  changes  and 


goodall:  the  involution"  of  the  puerperal  uterus.     945 

the  presence  of  so-called  placental  infarcts  I  have  but  very  little 
doubt.  Their  presence  in  such  a  specimen  as  this,  in  number 
much  greater  than  in  the  average  parturient  uterus,  is  quite  in 
accord  with  the  multiplicity  of  placental  infarcts  found  in  pla- 
centae of  women  suffering  from  renal  disease.  (It  will  be  remem- 
bered that  this  patient  died  of  eclampsia  associated  with  or 
caused  by  a  very  grave  chronic  parenchymatous  nephritis.) 

Moreover,  I  have  found  in  the  extraplacental  areas,  small 
submucosal  vessels  that  have  undergone  the  same  changes  as 
those  described  above  and  in  serial  sections  have  found  also 
that  they  have  direct  connection  (whether  as  cause  or  effect 
I  cannot  say)  with  areas  of  hyaline  degeneration  in  the  decidual 
tissue  of  the  decidue  vera  and  reflexa. 


CHANGES    IN    THE    VEINS    AFTER    LABOR. 

Apart  from  the  large  veins  of  the  placental  area  which  I  have 
already  described,  there  is  throughout  the  uterus  a  change  which 
though  not  marked  in  the  case  of  most  vessels,  yet  a  change  that 
is  of  the  utmost  importance  in  the  understanding  of  the  subse- 
quent venous  changes. 

The  veins  of  the  nulliparous  uterus  as  stated  above  consist  of 
a  more  or  less  perfect  layer  of  elastic  tissue  which  corresponds 
in  situation  to  the  elastica  externa  of  an  artery  and  within  which 
the  vein  wall  is  made  up  of  a  mixture  of  fibrous,  fine  elastic  and 
muscular  tissues. 

The  first  change  noticeable  is  a  remarkable  swelling  of  the 
connective  tissue  elements  about  the  vessel,  but  usually  within 
the  elastic  capsule.  Fig.  3  is  a  somewhat  later  stage.  This 
swells  to  such  a  degree  that  the  muscular  elements  which  for- 
merly lay  in  close  contact,  separated  only  by  a  small  amount  of 
connective  tissue,  now  become  widely  separated  from  one  another 
by  the  mass  of  intervening  hyaline  tissue.  The  muscle  cells 
can  readily  be  recognized  in  the  pink  hyaline  mass,  which  is 
built  up  in  the  wall  of  the  vein  and  is  not  as  described  by  others 
an  organization  of  a  clot  in  the  lumen  of  the  vessel.  This  hyaline 
swelling  often  assumes  huge  dimensions,  and  its  relations  to  the 
vessel  are  very  varied  indeed.  At  times  only  one  wall  takes  on 
the  hyaline  swelling,  in  which  case  it  bulges  into  the  vein  as  a 
rounded  mass  causing  the  lumen  to  be  in  shape  that  of  a  new 
moon;  at  other  times  the  projection  takes  place  from  both  sides, 
and  then  the  lumen  is  shaped  like  a  dumb-bell.  Moreover, 
several  swellings  may  occur  so  as  to  convert  the  lumen  into  a 
star  shaped  opening.  <  >r,  lastly,  tin-  swilling  may  affect  all  parts 
of  the  wall,  in  which  case  the  lumen  will  retain  more  or  less  of 
its  normal  form.  Authors  have  described  these  hyaline  masses 
and  have  found  them  only  in  the  placental  region  and  have  laid 
great  stress  upon  the  fact  that  their  causative  agent  was  of  fetal 
origin,  that  the  syncytial  cells  invading  the  walls  of  the  vessels 
caused  coagulation  and  hyaline  organization  of  the  thrombus. 
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To  refute  this  statement  let  me  add  that  such  changes  occur 
not  only  throughout  the  whole  uterine  body,  but  occur  also  in 
the  cervix  as  I  will  point  out  in  due  time.  That  the  syncytial 
cells  play  the  important  part  in  their  production  is,  I  think, 
an  opinion  which  has  nothing  but  theory  to  support  it.  W  e 
are  forced  to  look  upon  this  change  as  but  the  most  natural 
means  that  nature  can  adopt  to  reduce  the  lunnna  and  the 
raison  d'etre  of  such  hyaline  deposits  will  become  evident  in  the 
subsequent  steps  of  this  work. 

What  is  the  true    origin  of  this    hyaline  mass?     I  erhaps  at 
this  early  stage  one  can  study  its  formation  better  than  in  later 


I  fa  vein  whose  walls  show  a  mar  <  lling 
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specimens.  That  they  originate  in  a  hyaline  swelling  of  the 
connective  tissue  iibnlla-  which  exists  about  the  vessel  there 
cannol  be  the  slightest  doubt.  It  has  been  possible  to  trace  them 
in  all  stages  of  their  development.  But  certain  factors,  which,  it 
left  unexplained,  might  lead  toconfusion.  1  refer  to  the  relation 
of  the  hyaline  masses  to  the  lumen  of  the  vein.  Sometimes  the 
line  tissue,  originating  in  a  small  collection  oi  connective 
tissue  in  the  vein  wall  affects  this  collection  almost  exclusr 

If     between  this  collection  Of  connective   tissue  and  the  lumena 

m'usculo-fibrous  venous  wall  exists,  the  latter  may  he  hardly 
.fueled  by  the  hvaline  change,  bul  is  simply  pushed  in  toward 
the  lumen  to  continue  i<>  retain  its  relations  with  the  blood 
stream  In  such  eases  the  hvaline  mass  lies  completely  sepa 
rated  from  the  venous  channel  b)  an  intact  venous  wall.      Hut  it 
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is  not  always  so.  At  other  times  the  hyaline  swelling  of  the 
connective  tissue  affects  the  tissue  not  locally  but  generally 
about  the  lumen,  in  which  case  the  hyaloid  tissue  may  advance 
and  encroach  upon  the  lumen  on  all  sides,  being  separated  from 
the  blood  stream  only  by  the  endothelium.  In  the  former  type 
the  muscle  cells  scattered  in  the  hyaline  mass  are  necessarily 
few  owing  to  their  having  been  few  in  the  connective  tissue  in 
which  the  growth  originated,  whereas  in  the  second  type  they 
are  more  numerous  because  the  hyaline  degeneration  has  af- 
fected the  vein  wall  throughout  which  is  more  or  less  rich  in 
muscle  fibers.  Clotting  as  can  readily  be  seen  plays  no  part 
whatever  in  such  a  process,  and  as  will  be  seen  later  this  hya- 
line change  is  but  a  scaffolding  for  more  highly  developed  tissues. 
Normally  the  elastic  fibers  take  part  with  the  fibrous  tissues 
in  forming  the  hyaline  newgrowth.  If  the  hyaline  change 
should  begin  in  an  area  made  up  completely  of  fibrous  tissue,  or 
if  the  process  of  change  of  black  elastic  tissue  into  true  hyaline 
tissue  is  complete,  the  color  of  the  newgrowth  is  a  clear  homo- 
geneous bright  red,  with  yellow  muscle  cells  scattered  through  it. 
On  the  other  hand,  if  the  hyaline  change  begins  in  an  area  rich  in 
elastic  fiber,  the  hyaloid  tissue  stains  a  deep  port-wine  red  with 
Van  Gieson.  The  cause  of  the  difference  in  color  is  due  to 
line  black  particles  which  exist  as  dots  or  as  imperfect  fibrils 
in  a  red  matrix. 

are  but  the  remains  of  the  incomplete  hyaline  change 
of  the  elastic  tissue.  The  importance  of  these  remains  will 
appear  later. 

VT    WERE    AFFECTED    PREVIOUS    TO    DELIA 

types  of  changes  occur  in  the  veins  affected  befon 
In   the   smaller   veins  of  the  placental   area  there  is   usually  a 
complete  oblii  le  to  the  building  of  a  thrombus.     This 

presents  characters  much  like  the  organization  of  clots  in  other 
regions  of  the  body,  lint  in  the  larger  veins  lying  deep  there 
is  no  thrombus  formation,  but  the  vessel  reduces  its  caliber  just 
as  in  the  case  of  the  veins  described  above.  Here,  owing  to 
the  Ion  of  the   newgrowth,  changes  have  taken  place. 

such  as  the  invasion  of  the  hyaline  deposit  by  muscle  and  elastic 
But  the-  description  of  these  changes  I  will  reserve 
for    the    next    ease    where    they    ma  -lied    to   a   greater 

advanl 

CASJ  IIi  thai  of  a  woman  who  died  suddenly  of  syphilitic 
arteritis  of  the  brain  five  days  after  a  normal  delivery.  Most 
oi  the  mucosa,  which  we  described  in  the  placental  ana  as 
being  involved  in  a  coagulation  necrosis,  has  b  off  and  a 

new  mucosa  has  been  formed. 

What  is  its  origin?  There  can  be  but  little  doubl  that  i! 
arises  from  two  sources.  First,  from  the  fibrous  tissue  of  the 
underlying    muscularis;    and,    second,    from  the  mucosa  "i  the 
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uterus  bordering  upon  the  placental  area.  My  reasons  for  these 
conclusions  are  as  follows:  A  great  number  of  the  large  vessels 
filled  with  clots  and  surrounded  by  dying  tissue,  which  were 
described  in  the  previous  specimen  as  lying  well  within  the  mucosa, 
are  seen  only  in  traces  on  the  very  surface  where  thev  are  being 
cast  off,  and  the  vessels  which  formerly  lay  deeper  have  come 
nearer  to  the  surface.  Moreover,  in  the  new  mucosa  are  many 
strands  of  muscle  fibers  which  have  grown  outward  in  the  new 
mucosa  or,  what  is  more  likely  from  their  appearance,  are  disap- 
pearing in  the  rapidly  proliferating  connective  tissue.  That  the 
surrounding  mucosa  must  also  play  a  great  part  is  shown  by  the 
invasion  of  the  placental  area  by  the  glandular  tissues.  The 
glandular  tissues  grow  less  abundant  and  penetrate  less  deeply 
the  farther  one  recedes  from  the  periphery  of  the  placental  area 
toward  the  center.  In  the  center  of  this  area  especially  where 
the  large  hyaline  bodies,  which  are  the  remains  of  the  large 
placental  vessels  to  be  described  later,  are  found,  the  superficial 
layers  of  the  mucosa  with  its  columnar  surface  fail  entirely. 

The  muscle  cells  throughout  the  whole  uterus  are  filled  with 
fat  droplets.  In  many  cells  they  lie  in  parallel  lines  at  the  ends 
of  the  long  nucleus.  It  is  not  possible  to  determine  whether 
there  is  also  a  fatty  degeneration  of  connective  tissue.  One 
interesting  feature  is  the  marked  absence  of  fat  about  the  blood- 
vessels, both  arteries  and  veins. 

But  by  far  the  most  interesting  developments  have  taken 
place  in  and  about  the  vessels.  Immediately  under  the  free 
surface  of  the  mucosa  one  finds  large  pale  almost  cell-free  hyaline 
masses  that  contrast  rather  markedly  with  the  surrounding 
richly  cellular  mucosal  tissue.  These  masses  have  a  deeply 
convoluted  border  externally.  They  are  made  up  of  a  moder- 
ately wide  yellow  or  brick-red  band  which  follows  the  convolutions 
closely  and  looks  not  unlike  the  gray  matter  of  the  brain  covering 
the  convolution  of  that  organ.  This  band,  as  we  will  see  later, 
is  the  atrophic  elastica  interna.  It  is  now  almost  free  from 
cells,  but  not  infrequently  contains  numerous  vacuoles  which 
denote  where  the  cells  previously  were.  It  is  very  uniform  in 
thickness  and  sharply  defined  internally  and  externally,  and 
forms  a  complete  envelope  for  the  tissue  which  lies  within  the 
lumen  which  it  once  limited.  Externally,  in  almost  all  its  cir- 
cumferences, it  lies  in  direct  contact  with  the  mucosal  tissue, 
but  here  and  there  a  circularly  disposed  hyaline  fibrous  tissue 
remains  of  the  former  media  or  adventitia  may  be  found. 
Within  tin'  boundaries  of  tin-  atrophic  elastica  externa  there  is 
lint  a  hyaline  pink  stained  tissue  with  lull  an  occasional  nucleus. 
Occasionally  ;i  mere  trace  of  blood  pigment  may  occur  in  the 
very  center,  so  thai  the  whole  structure  bears  a  remarkable  close 
resemblance  to  the  corpus  candicautiutn  of  an  atresic  Graafian 
follicle.  Such  bodies  arc  large  and  numerous,  and  lie  frequently 
in  close  contact.  They  present  bizarre  convoluted  shapes. 
together  \\  ith  signs  of  mutual  compression.     Serial  sections  show 
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that  their  great  number  arises  from  the  fact  that  they  belong 
to  the  same  vessel  which  in  its  cork-screw-like  course  is  fre- 
quently cut  many  times  in  the  same  plane. 

Passing  a  little  more  deeply  now  into  the  deeper  mucosal 
surface  and  into  the  superficial  parts  of  the  muscular  tissue,  one 
finds  that  in  contrast  to  the  more  superficial  portions  of  the 
mucosa  where  all  the  vessels  are  affected  as  above  described, 
one  finds  two  types  of  changes.  The  one  type  is  similar  to 
that  above  given  where  the  whole  former  lumen  is  filled  with  a 
homogeneous  hyaline  tissue  with  an  occasional  nucleus;  the  other 
consists  of  a  brick-red  wide  band  as  in  the  previous  case,  but  the 
lumen  is  filled  now,  not  with  a  homogeneous  hyaline  tissue,  but 
with  a  newgrowth  of  hvaline  tissue  invaded  with  two  classes  of 
cells.  The  one  class  consists  of  small  amount  of  yellow  proto- 
plasm with  a  long  parallel-sided,  truncated  nucleus,  which 
strongly  impresses  one  as  belonging  to  the  muscle  class;  the  other 
consists  in  longitudinal  section  of  a  black  spindle  nucleus  which, 
when  seen  in  cross-section,  presents  the  appearance  of  a  lymph- 
ocyte. The  proportion  of  these  types  of  cells  in  the  various 
vessels  varies  within  wide  limits,  now  the  muscle  types  are  the 
more  numerous,  now  the  fibrous  tissue  elements  predominate. 

If  one  examines  a  series  of  vessels  so  affected,  interesting 
conditions  are  brought  to  light.  The  arrangement  of  these  cells 
in  the  newgrowth  in  the  old  large  lumen  is  very  variable.  One  may 
distinguish  three  types  of  changes  in  such  vessels  at  this  level 
in  the  uterine  wall. 

These  three  types  are  but  stages  in  the  development  of  the 
same  process,  yet  they  throw  so  much  light  upon  the  arterial 
changes  that  it  will  repay  to  dwell  upon  them  at  some  length. 

In  the  first  type,  the  lumen  of  the  atrophic  vessel  is  filled 
with  a  hyaline  tissue  almost  cell-free,  in  which  toward  the 
center  a  ring  of  cells  with  large  nuclei  denote  the  beginning  of  a 
new  vessel.  The  new  nuclei  serve  as  the  endothelial  lining 
to  the  new  lumen.  About  this  primitive  vessel  lies  a  wide  pad 
of  the  newly  deposited  hyaline  tissue,  which  in  its  periphery  is 
being  invaded  by  the  two  types  of  cells  described  above. 

In  the  second  type  the  condition  of  the  new  endothelial 
lining  is  much  the  same,  but  the  whole  hyaline  mass  outside 
dl'  it  is  now  infiltrated  by  loosely  deposited  muscle  and  fibrous 
tissms,  which  have  invaded  it.  The  muscular  elements  have 
a  strong  tendency  to  multiply  more  rapidly  in  the  neighborhood 
of  the  small  new  lumen  in  the  center  whereas  the  fibrous  tissue 
elements  on  the  other  hand  grow  more  numerous  the  farther 
one  recedes  from  this  central  /one  toward  the  atrophic  elastica 
interna. 

The  third  type  shows  that  tin-  muscular  elements  have  ar- 
ranged themselves,  at  first  irregularly,  later  with  more  order, 
about  the  new  lumen,  and  have  formed  a  more  or  less  perfect 
new  media.  In  cases  where  the  new  media  is  complete  its  outer 
margin  becomes  sharply  defined,  and  if  a  large  space  still  exists, 
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which  in  this  region  invariably  does  between  the  outer  margin 
of  the  new  media  and  the  inner  margin  of  the  atrophic  elastica 
interna,  it  shows  most  interesting  developments.  For  purposes 
of  description  I  shall  apply  the  term  "interarterial  space"  to  this 
area.  We  will  have  occasion  to  refer  frequently  to  this  cir- 
cular band. 

This  area  is  destined  to  supply  the  adventitia  of  the  new 
vessel — a  statement  which  will  be  proved  later.  The  media 
having  been  formed  and  perfected,  the  superfluous  muscle 
fibers  which  now  lie  in  this  interarterial  space  undergo  a  rapid 
fatty  degeneration  (Fig.  10).  This  degeneration  has  not  the 
characters  of  the  fatty  degeneration  of  the  ordinary  uterine 
muscle,  but  the  whole  cells  become  filled  and  swollen  with  huge 
droplets  which  all  show  double  polarization  of  rays  of  light. 
But  the  fibrous  tissue  cells  remain  and  are  still  recognizable  in 
the  hyaline  matrix.  These  will  eventually  form  the  fibrous 
adventitia.  In  the  first  stages  of  development  of  the  new  media 
finds  a  rich  supply  of  reel  hyaline  tissue  between  the  muscle 
.  but  as  the  latter  multiply  the  former  disappears. 

The  elastica  interna  limiting  this  area  which  we  have  just  been 
describing,  illy   totally   atrophic,   constituting   an   uni- 

formly wide  brick-red  or  yellow  band  about  this  zone  of  great 
activity. 

If  now  one  passes  to  a  deeper  area  of  the  uterine  wall,  one 
finds  matters  somewhat  different.      This  difference  consists  not 
in  the  methods  involved  but  differences  in  resull 
relative  size  of  the  degenerated  and  newly-fornn 
have   seen   that    in   those   vessels   air.  :ribed  the  newly- 

formed  vessel  is  relatively  small  as  compared  with  th< 

I  artery.      The  reason  is  that  the  degenerated  artery  played 
an  important   part   in  the  blood  supply  to    the 
the  newly  -  but  to  supply  a  small  portion  of  the 

new  mucosa  of  the  nonpregnant  uterus. 

lis  all  \  ariations  of  tl  i      The 

recedes  from  the  mucosa  into  the  uterine  musculature 
the    less    marked    becomes    this    difference    in    size    between    the 
containing  and   the  contained  arteries.      Here  one   finds  a   new 
1  which  just  fills  the  cavity  enclosed  by  the  al  stica 

interna  of  the  old  vessel,  so  that  no  "interarterial  space"  filled 
with  hyaline  tissue  intervenes  between  them.  In  anothei  area 
the  new  vessel  is  too  large  to  be  contained  within  the  old  intima 
and  as  a  consequence  the  innerri  of  tin-  old  media  are 

o  complete  the  outer  layers  of  the  media  ol 
vessel.  These  two  tissues,  i.e.,  the  old  retained  media  and  the 
new  are  separated  by  the  atropine  elastica  interna.  I  he  old 
tissue,  thai  is  the  muscular  tissue  outside  the  elastica  interna, 
instead  of  being  yellov  i  i  i  rule  greenish  owing  to  the  rich 
admixture  of  swollen  black  elastic  fibers  between  the  yellow 
muscle  cells.  I  he  remainder  of  the  media  is  absorbed  and 
of  its  former  existence  and  .is  atrophic  elastica 
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is  always  eventually  absorbed,  all  trace  of  boundary  between 
new  and  old  media  disappears.  Given  now  here  a  vessel  upon 
which  after  labor  almost  the  same  demands  are  made  as  previous 
to  delivery,  one  finds  that  such  a  vessel  will  have  to  alter  its 
size  but  little  and  one  finds  also  that  either  the  elastica  interna 
becomes  atrophic  throughout  its  whole  circumference  and  builds 
a  new  elastica  a  little  farther  in  thereby  retaining  nearly  all  the 
old  media  to  serve  again  or  that  the  elastica  becomes  atrophic 
only  on  one  side  of  the  vessel,  allows  proliferation  of  its  wall  on 
that  side  to  reduce  the  lumen.  Simultaneous  with  this  unilateral 
proliferation  inward  into  the  lumen  there  is  a  corresponding 
atrophy  of  the  outer  portion  of  the  old  media  in  its  outer  parts. 
So  one  can  vary  the  relations  <;</  infinitum,  but  the  process 
is  the  same  in  every  case.  The  only  difference  between  these 
vessels  and  those  outside  the  placental  area  is  a  difference  in  size 
of  old  and  new  v« 


HOW    IS   THIS    INVASION    OF    THE    LUMEN    BROUGHT    ABOUT: 

are  two  different  methods  by  which  it  occurs  and  these 
depend  upon  whether  there  is  a  blood  coagulum  present  filling 
the  lumen  or  whether  the  lumen  still  retains  its  blood  current. 

In  the  first  case  the  coagulum  fills  the  vessel,  and  the  elastica 
interna  soon  becomes  atrophic.  Simultaneously  with  the 
latter  change  the  fibrous  tissue  of  the  media  becomes  markedly 
swollen  and  hyaline.  In  a  very  short  time  a  hyaline  band  is 
seen  to  appear  within  the  limits  of  the  elastica  interna.  This 
hand  of  glassy  hyaline  pink  tissue,  very  poor  in  nuclear  elements, 
rapidly  invades  the  coagulum  just  as  the  hyaline  fibrous  tissue 
of  the  corpus  luteum  invades  its  blood  clot.  The  end  of  the 
results  in  the  total  replacement  of  the  blood  clot  by  a 
neous  tissue,  which  is  I  just  as  in  the 

iih  the  core  of  the  corpus  luteum.  So  complete  is  the 
absorption  that  not  a  trace  of  this  central  mass  may  rema 
the  lateral  walls  of  the  old  vessel,  composed  now  only  of  a 
tremendously  thick  yellow  or  white  atrophic  elastica  interna 
come  tout  ther  causing  a  picture  which  is  similar  in  every  respect 
to  the  remains  of  the  corpora  atresia  of  the  Graafian  follicle.  I 
shall  have  occasion  to  refer  to  this  in  some  cases  later  on.  In 
such  a  thrombosed  vessel  the  amount  of  muscle  which  invades 
the  iulraluminar  hyaline  tissue,  which  in  turn  replaced  the 
coagulum  is  relatively  small,  is  almost   nil. 

In  the  case  of  a  large  artery  which  has  to  reduce  its  lumen 
without  causing  its  blood  current  to  cease,  the  changes  are  some- 
what different.  (Vixen  the  ease  of  a  large  vessel  in  which  a  new 
small  vessel  has  to  be  developed,  one  finds  that  the  first  changes 
are  atrophy  in  the  elastica  interna,  either  about  the  whole 
circumference  or  locally,  and  a  marked  hyaline  swelling  of  the 
connective  tissue  of  the  media.  This  red  hyaline  tissue  soon 
invades  the  lumen  of  the  vessel  and   forms  a  band   within  the 
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elastica  interna  at  the  spot  where  it  is  atrophic.  If  the  elastica 
interna  has  remained  intact  in  part  of  its  course  the  hyaline 
change  of  the  connective  tissue  of  the  media  does  not  take  place 
at  that  spot  as  already  explained,  but  the  hyaline,  almost  cell- 
free  tissue  seems  to  flow  (from  its  point  of  invasion,  i.e.,  where 
the  elastica  is  atrophic)  to  other  parts  of  the  circumference  of 
the  vessel  finding  its  way  between  the  normal  elastica  interna 
and  its  endothelium. 

Necessarily  it  remains  thickest  at,  or  may  be  entirely  confined 
to,  the  spot  where  it  was  allowed  free  ingress  between  the  endo- 
thelium and  elastica  interna.  Hence  one  finds  that  where  the 
elastica  interna  has  become  atrophic  in  only  half  of  the  circum- 
ference of  the  vessel  the  new  lumen  may  be  totally  eccentric  to 
the  old  one  and  if  the  hyaline  tissue  did  not  penetrate  between 
the  unaffected  elastica  and  its  lining  endothelium,  this  unaffected 
elastica  may  remain  to  perform  the  same  function  for  a  portion 
of  the  new  vessel.    As  to  the  farther  stages  but  a  few  words  suffice. 

Simultaneously  with  the  advance  of  the  hyaline  tissue,  the 
muscle  fibers  of  the  hyperplastic  layer,  or  those  included  within 
the  atrophic  layer,  or  those  of  the  first  row  of  the  media  begin  to 
proliferate  and  invade  the  hyaline  tissue. 

It  often  happens  that  the  invasion  of  this  hyaline  tissue  by  the 
cellular  elements,  both  muscular  and  fibrous,  is  localized  chiefly 
to  one  spot  of  the  circumference  of  the  elastica  interna  instead 
of  occurring  diffusely  throughout  the  whole  or  a  large  part  of 
this  membrane.  As  a  consequence,  the  muscular  fibers  are  seen 
at  one  spot  only  streaming  in  over  the  interarterial  space  from 
the  old  media  to  reach  the  new  media.  Where  such  occurs 
the  atrophic  elastica  interna  suffers  a  solution  of  its  continuity 
and  its  yellow  hyaline  structure  is  much  broken  up  and  the 
fragments  are  turned  at  right  angles  to  their  former  course  as  if 
drawn  along  the  stream  with  the  invading  muscle.  When  the 
invasion  occurs  locally  as  above  described  the  "interarterial 
space"  remains  free  of  muscle  fibers  and  relatively  free  of  fibrous 
tissue  except  at  the  spot  where  the  invading  muscle  and  fibrous 
tissues  affected  their  passage  from  the  old  vessel  to  the  new  one. 

But  such  is  the  picture  only  when  a  small  new  vessel  grows 
within  a  large  old  one.  Given  a  case  of  a  large  vessel  being 
built  within  a  slightly  large  one,  the  new  media,  built  up  in 
the  same  way  as  above,  will  impinge  upon  the  old  media;  and,  as 
described  above,  call  the  inner  layers  of  the  old  media  into 
service  to  form  the  outer  layer  of  its  own  wall.  In  such  a  case 
necessarily  there  will  be  no  functionless  superfluous  muscle 
cells  between  the  two  media,  but  certain  of  the  outei  layers  <<(  the 
old  media  will  disappear  through  atrophy  or  fatty  change. 
Naturally,  under  such  conditions,  there  will  be  no  interarterial 
space  fon  ml. 

Whether  the  endothelium  of  the  old  vessel  is  always  pushed 
before  the  hyaline  invasion  is  a  question  which  1  cannot  answer 
with   any  degree  of  certainty.     In  some  cases  it  still  remains 
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to  clothe  the  advancing  growth,  but  more  frequently  it  is  entirely 
absent.  Whether  the  latter  is  due  to  the  treatment  of  the 
tissues  during  preparation  it  is  impossible  to  determine. 

A  study  of  the  veins  of  this  specimen  shows  that  the  develop- 
ment of  a  hyaline  change  in  the  connective  tissue  of  the  vein 
wall  as  described  in  the  foregoing  case  has  reached  a  very  high 
grade.  The  masses  are  at  times  huge,  scattered  throughout 
the  uterus  though  necessarily  most  marked  in  the  sub-  and 
periplacental  areas  or  in  those  parts  of  the  uterus  in  the  im- 
mediate line  of  the  blood  supply  to  the  placenta.  At  times 
had  one  not  studied  their  origin,  one  would  readily  assume  that 
these  growths  lie  within  the  lumen;  at  other  times  a  well-formed 
musculo-fibrous  wall  has  been  left  between  it  and  the  lumen. 
A  noticeable  change  has  taken  place.  The  muscular  cells  in 
the  midst  of  these  hyaline  deposits  have  undergone  rapid  growth, 
so  that  the  hyaline  tissue  suffers  a  more  or  less  solution  of  con- 
tinuity owing  to  the  yellow  streaks  running  through  it  (Fig.  5). 
These  muscle  cells  originate  from  two  sources:  from  a  prolifer- 
ation of  the  muscle  cells  which  were  originally  included  within 
the  mass  of  hyaline  tissue  and  from  the  muscular  tissues  in  the 
immediate  vicinity  which  invade  the  deposit.  One  other 
noticeable  feature  is  that  the  elastic  tissue,  which  originally 
constituted  a  sort  of  capsule  of  the  enlarged  vein,  has  con- 
siderably diminished. 

Many  of  the  smaller  veins,  owing  to  the  compression  of  the 
uterus  and  to  the  growth  of  the  hyaline  tissue  in  their  walls 
have  suffered  complete  obliteration.  Doubtless  the  first  agent 
suffices  to  obliterate  a  very  large  number  of  them,  though  one 
has  but  theory  upon  which  to  base  that  statement. 

Case  III  is  that  of  a  woman  of  twenty-seven  vears  who  died 
five  weeks  after  delivery  owing  to  a  breast  abscess  which  turned 
into  a  septicemia  a  few  days  before  death.  The  delivery  was 
normal  and  at  no  time  did  the  patient  show  any  pelvic  trouble. 
The  uterus  had  undergone  some  involution,  but  was  still  the 
size  of  a  two  and  a  half  months  pregnancy.  The  pelvis  was  free 
and  the  uterine  mucosa  healthy.  The  placental  site,  still 
readily  recognizable,  measures  2  1/2  cm.  in  diameter,  and  is 
slightly  elevated  above  the  surrounding  mucosa.  On  section 
the  tissue  is  very  soft.  Sections  were  taken  as  in  previous  cases 
from  mucosa  to  peritoneum  through  the  whole  placental  area 
and  from  other  parts  of  the  body  and  cervix.  The  subplacental 
area  is  filled  with  whitish  and  yellowish  circumscribed  patches, 
which  extend  a  considerable  distance  into  the  uterine  wall. 
Examination  shows  no  trace  whatsoever  of  infection  of  the  uterus, 
so  one  has  to  deal  with  a  case  of  subinvolution  secondary  to 
breast  abscess.  The  findings  in  such  a  case  are  most  instructive, 
and  the  various  steps  in  the  involution  are  more  readily  followed 
in  such  a  specimen  because  they  are  less  rapidly  carried  out. 

The  sections  through  the  placental  site  an-  strikingly  like  those 
of  the  previous  specimen.      In  fact  they  had  both  reached  about 
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the  same  degree  of  involution,  but  the  former  had  reached  that 
stage  in  six  days  while  in  this  specimen  five  weeks  had  been 
consumed.  The  convoluted  almost  cell-free  areas  in  the  sttb- 
placental  mucosa  are  strikingly  like  those  of  the  previous  speci- 
men except  that  in  many  of  them  the  blood  clot  has  not  fully 
been  replaced  by  hyaline  tissue.  Deeper  in  the  wall  of  the  uterus 
the  most  striking  differences  occur  between  this  specimen  and  the 
previous  one — differences  which  are  more  pronounced  in  some 
of  the  cases  that  follow,  but  can  be  studied  to  great  advantage  in 
the  present  one.  The  brick-red  atrophic  elastica  interna  retains 
much  the  same  characters  as  in  the  foregoing  specimens.      The 


w*- 


Fig.  4. — Vessel  of  subplacental  area  cut  somewhat  diagonally.     11.  v.  denotes  the 
old  one.     There  are  not  two  \,  ....  Is  but  I 
cut  twice.     Th    old  elastica  interna,  0.  e.,  can  he  tra 

i  irated  the  old  media,  0.  m.,  remain 
•  of  preservation  thou]  ared  in  oilier  parts. 

r\   superfluous  muscle  cells  in  the  "interarteri.il  space"  have  1 
neration,/.     This  fat  causes  double  polarization  of  a  ray  of  light. 

atrophic  elastica  in  the  case  of  some  vessels  has  assumed 
proportions  by  a  process  of  swelling  which  seems  but  a  prepara 
.4).  The  most  of  the  vessels  show  that 
the  elastica  has  tint  suffered  this  atrophic  change  throughoul  the 
whole-  circumference  of  the  vessel  (Fig.  9).  In  fact  in  some 
of  its  course  it  is  but  slightly  swollen  (Fig.  4).  At  the  ends  of 
such  an  unaffected  portion  the  fibers,  still  retaining  their  stain- 
ing power  with  Weigert's  stain,  swell  tremendously  and  a  little- 
pass  slowly  or  abruptly  over  into  a  wide  port  wine 
colored  area,  which  in  turn  passes  almost  insensibly  into  the 
buck  red  color,  then  eel  low  and  lastly  it  tenia  ins  almost  colorless 
These  various  transitions  or  degrees  of  change  can  be  readilj 
followed  as  one  traces  the  elastica  interna  in  its  cont  inuil  \  aboul 
the  vessel.     It  is  not  uncommon  to  find  areas  at  the  outer  margin 
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of  the  thick  yellow  or  colorless  atrophic  elastica,  in  which  a  small 
portion  of  the  elastica  interna  stains  black.  When  such  is  the 
case  a  relatively  wide  area  of  deep  red  immediately  bounds  this 
spot  on  all  sides  and  the  red  color  then  slowly  diffuses  itself  out 
into  the  surrounding  yellow  elastica  until  growing  paler  and 
paler  all  trace  of  red  color  is  lost.  In  such  a  specimen  the 
transition  from  true  elastica  interna  through  its  degenerative 
stages  can  be  traced  with  the  greatest  ease. 

Where  the  elastica  interna  has  retained  its  normal  staining 
properties  and  dimensions  for  any  considerable  fraction  of  the 
wall  of  the  vessel  the  media  which  lies  to  its  outer  side  remains 
almost  without  the  slightest  change  (Figs.  4  and  7).  If  such  is 
the  case  on  one  side  of  the  vessel,  it  is  usual  to  find  the  opposite 
half  completely  changed  (Fig.  4).  Here  the  elastica  is  completely 
atrophic,  the  muscularis  of  the  media  has  completely  disappeared, 
and  the  partially  absorbed  hyaline  adventitia  now  lies  in  contact 
with  the  yellow  elastica  interna  (Fig.  4.).  If  one  now  traces  the 
media  from  the  normal  side  of  the  vessel  to  the  atrophic  side,  one 
can  study  the  stages  of  its  degeneration  and  absorption  with 
.plained  above  in  the  following: 
Where  the  elastica  interna  becomes  somewhat  swollen  the 
connective  tissues  lying  between  the  muscle  fillers  of  the  media 
show  the  same  change.  Where  the  elastica  interna  begins  to 
turn  to  red  tin  issue  of  the  media  undergoes  the  sa 

change  and  the  fibrous  tissue  becomes  markedly  hyaline  and 
swollen,  and  the  muscle  fibers  in  this  hyaline  mesh  work  seem  com- 
pressed and  atrophic.  Then  absorption  of  muscle  fibers  and 
hyaline  tissue  takes  place  until  all  trace  of  media  is  lost.  The 
adventitia  undergoes  the  same  changes  but  somewhat  later  than 
orrespondin  I  lie  media. 

While  the-  have  been  going   on   in  the  walls  of  the 

old  vessel,  changes  similar  to  those  described  in  the  previous 
case  are    I  e   in  the  lumen,      but   instead   of  a  single 

nstructed  within  the  old  one,  as  in  the  foregoing 
series  of  vessels  each  smaller  than  the  next,  all 
conccntricallv  arranged  and  all  more  or  less  perfectly  differen- 
tiated into  elastica  interna  and  media.  The  process  by  which 
these  have  been  brought  about  is  similar  in  every  detail  to  that 
described  where  a  single  vessel  is  formed  in  the  lumen  of  the  old 
one.  A  ready  explanation  for  the  repetition  of  the  process  is 
found  in  the  fact  that  in  this  case  five  weeks  had  elapsed  since 
delivery;  that  the  puerperium  was  not  a  smooth  uneventful 
one;  that  metabolism  was  not  always  evenly  balanced,  i.e., 
that  anabolism  was  at  time  in  the  ascendant,  katabolism 
at  other  times;  that  during  the  periods  during  which  the  bn 
trouble  called  nearly  all  the  vitality  of  the  patient  into  play,  the 
uterine  contractions  and  retractions  ceased  and  during  this  period 
uterine  quiescence  the  new  tissue  already  formed 
differentiated  itself  into  layers  to  form  a  vessel  adequate  for 
Hi.    di  the  still  enlarged  uterus.      Here-  in  a  subsequent 
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period  of  improvement  in  the  general  health  of  the  patient, 
anabolic  changes  again  are  active,  uterine  contractions  and 
retraction  set  in,  the  volume  of  the  uterus  diminished  and  the 
vessels  must  also  reduce  their  caliber.  Hence  a  call  is  sent  to 
the  first  newly-formed  vessel  to  invade  its  own  lumen  and  build 
a  new  wall  within  its  own,  just  as  had  been  done  by  the  old  one 
previously.  These  phases  of  katabolism  and  anabolism  may 
alternate  many  times.  Some  of  these  arteries  show  five  such 
vessels  one  within  another.  This  gives  one  a  fair  idea  of  the 
tremendous  rapidity  of  tissue  change  and  differentiation.  But 
the  periods  of  plus  and  minus  uterine  activity  must  not  alternate 
too  rapidly,  otherwise  the  newly-formed  tissues  will  fiot  have 
sufficient  time  to  form  walls  that  are  at  all  perfect.  In  the  uterus 
of  five  days  postpartum,  already  the  differentiation  of  tissue  in 
the  walls  of  the  new  vessel  was  fairly  complete.  Hence  we 
can  understand  with  such  rapidity  of  growth  and  differentiation 
how  it  is  possible  for  so  many  new  vessels  to  have  formed  in  a 
period  of  five  weeks. 

Moreover,  but  the  merest  traces  of  the  parent  wall  frequently 
remain  and  just  as  the  parent  vessel  has  degenerated,  so  do  the 
outermost  newly-formed  vessels  show  traces  of  degeneration. 
In  other  words,  the  process  in  the  normal  rapid  involution  is  such 
that  tissues  have  not  time  to  crystallize  until  the  complete 
involution  has  taken  place.  But  in  diseased  conditions  the 
uterus  remains  quiescent  for  certain  periods,  during  which  fixa- 
tion and  order  in  tissue  can  take  place.  It  is  like  a  series  of 
normal  involutions.  Now  these  vessels  present  also  other  very 
interesting  features  which  are  of  great  service  in  explaining  the 
origin  of  the  marked  differences  between  the  so-called  typical 
parous  and  the  nulliparous  uterus. 

About  many  of  the  arteries  in  the  inner  third  of  the  uterine 
musculature,  the  elastica  interna  instead  of  being  atrophic  has 
become  markedly  hypertrophic  so  that  the  once  delicate  elas- 
tica has  now  swollen  to  huge  proportions,  and  stains  an  intense 
black  with  dark  red  borders.  In  such  cases,  as  above  stated,  the 
elastic  tissue  of  the  media  becomes  also  much  swollen  and  lies 
in  a  matrix  of  deep  red  hyaline  tissue.  The  proportion  of  this 
hypertrophic  elastica  interna  and  hypertrophic  elastic  tissue  of 
the  media  to  the  rest  of  the  vessel  where  it  has  either  become 
atrophic  or  has  totally  disappeared,  is  very  variable.  At  times 
it  is  hypertrophic  throughout  the  whole  circumference  of  the 
vessel  under  which  circumstances  the  new  vessel  in  the  interior 
is  usually  very  rich  in  elastic  fillers  and  relatively  poor  in  muscle, 
and  the  more  completely  atrophic  the  elastica  throughout  the 
circumference  of  the  vessel  the  more  perfect  and  the  freer  from 
elastic  tissue  is  the  musculature  of  the  new  vessel  in  the  center 
(Fig.  7).  Now,  if  one  varies  the  amounts  of  atrophic  and  hyper- 
trophic elastic  tissue  in  the  old  vessel  wall  one  can  readily  see 
that  there  will  be  new  vessels  completely  free  of  black  elastic 
tissue    in    their    immediate    neighborhood,   others  again    will    be 
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surrounded  more  or  less  completely  by  a  wide  pad  of  Mack 
elastic  tissue  and  that  others  will  be  completely  encircled  by 
this  unabsorbed  modified  wall  (compare  Fig.  7).  Not  infre- 
quently also  if  the  old  vessel  is  large  and  the  new  one  within 
it  is  small,  the  latter  may  assume  such  a  tortuous  course  that 
its  lumen  is  frequently  cut  in  two  places  (Figs.  4  and  6),  so  that 
one  gets  the  impression  of  two  new  vessels  within  a  single  unab- 
sorbed old  wall  made  up  almost  entirely  of  elastic  tissue. 

This  is  exactly  what  is  found  in  the  case  described  as  typical 
of  a  parous  uterus. 

In  the  case  of  some  arteries  the  reduction  in  size  which  the  old 
vessel  has  to  undergo  is  very  small  indeed,  consisting  simply  in 


Fig.  5. — Vein  showing  a  later  stage  than  that  of  Fig.  3.  The  muscle  tissue  has 
greatly  multiplied  and  replaced  a  great  deal  of  the  (A.  b.)  hyaline  tissue.  0.  b.  denotes 
the  old  elastic  boundary  of  the  formerly  large  vessel.  The  vessel  is  cut  somewhat 
diagonally  so  that  the  left  portion  of  the  drawing  cuts  the  new  wall  of  the  vessel 
without  touching  the  lumen.  Xote  here  the  same  hyaline  substance  with  muscle 
fibers. 


the  building,  as  it  were,  of  a  new  "hyperplastic  intimal  layer." 
It  may  be  laid  down,  as  a  rule  not  without  exceptions,  that  the 
greater  the  amount  of  reduction  necessary  the  more  perfectly 
is  it  generally  done.  Owing  also  in  this  specimen  to  the  rela- 
tively  slow  absorption  of  waste  products,  the  atrophied  tissues  of 
the  parent  vessel  remain  a  very  long  time  unabsorbed  so  that 
their  relations  to  the  new  vessel  can  be  studied  with  great  ease 
in  the  large  trunks  of  the  middle  third  of  the  uterine  wall. 
Throughout  the-  uterus,  except  those  arteries  which  supply  the 
placenta,  the  atrophic  elastica  interna  is  seen  to  lie  within  the 
media  of  the  new  vessels.  At  times  it  lies  close  to  the  new  lumen, 
with  only  a  thin   layer  of  muscle  separating  it  from   the   new 


958     goodall:  the  involution  of  the  puerperal  uterus. 

elastica  interna;  at  other  times  it  lies  far  out  in  the  media  near 
the  outer  margin  of  the  middle  wall  of  the  artery.  In  the  former 
case  the  artery  had  to  reduce  its  size  but  slightly  and  nearly  all 
the  old  media  is  retained,  while  in  the  latter  the  reduction  in 
size  is  great  and  the  new  artery  has  almost  a  completelvnew 
media,  but  a  small  ring  of  the  inner  portion  of  the  old  wall  may 


.^1 


in    & 


M. 


i  uterine  wall. 

elastica  ii  now  yellow,    n. 

I  lumen,    m.  The  old 

i    .lined    ils 

black  stain.     Th  a  hyaline  matrix. 


lined  to  complete  the  necessary  arterial  thickness.  The 
outer  portions  of  the  old  media,  being  now  superfluous  arc  slowly 
absorbed  by  a  primary  swelling  of  the  connective  tissues,  loss  of 
of  its  elastic  fibers  and  fatty  degeneration 
hi  the  muscle  cells  and  subsequent  absorption  of  the  hyaline, 
swollen  connective  tissue.      But,  unfortunately,  the  steps  are  not 
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always  so  complete.  Instead  the  elastic  elements  swell,  parts 
of  them  stain  a  dark  red,  others  black;  the  muscle  cells  disappear 
and  the  swollen  elastic  tissue  instead  of  undergoing  further 
destruction  remains  to  increase  the  perivascular  elastic  tissue  of 
the  quiescent  parous  uterus. 

The  exceptions  to  this  general  statement  given  above — that 
the  atrophic  elastica  interna  is  seen  to  lie  within  the  media  of 
the  new   vessels — arise   in  the  vessels  of  the  placental  area  and 


11.  E.I. 

i  ' 
a.  e.  i.,  ha  pot,  e.  i.,  where  it  retains 

its  black  stain  and  where  the  muscularis  of  the  old  i 

the  interarterial  space  filled  with  a  hyaline 
e.    n.  v.   The  new  vessel 
within  the 

In  the  rugated  atro 

I  I  with  ii^  long  axis.     It  contains  in  its  central  part 
a  mini' 

i  partially  atrophic  old  all  caliber 

with  arstill 
tilleil  witli  red  hyaline 

subplacental  areas  and  lateral  walls  of  the  uterus;  in  short,  in 
all  those  anas  which  lie  in  the  direct  line  of  the  placental  circu- 
lation. In  >uch  vessels  the  demand  made  upon  them  postpar- 
tum is  so  small  as  compared  with  the  demand  during  pregnancy, 
that  the  reduction  in  size  is  enormous.  As  a  consequence  the 
new  vessel  and  its  walls  not  only  lie  within  the  lumen  of  the  old 
one,  bul  not  infrequently  the  interarterial  space  is  very  large 
and  is  filled  with  a  hyaline  tissue  which  is  partly  converted  into 
adventitia  and  partly  slowly  absorbed  as  the  old  vessel  conl  i  acl  s 
about  tin-   walls  of  the   new    (Fig.   9). 
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From  the  study  of  such  an  uterus  one  is  astonished  to  find 
that  all  the  vessels,  even  those  of  the  subperitoneal  region  as  well 
as  those  of  the  decidua  vera,  undergo  this  change  of  size,  and  the 
process  is  the  same  throughout  whether  one  has  to  deal  with 
vessels  that  supplied  the  placenta  or  not  and  the  minor  differences 
that  are  present  are  differences  due  to  relative  size  of  old  and  new 
vessels. 

The  Uterine  Veins. — The  veins  have  reduced  their  lumen  by 
the  process  which  was  outlined  in  the  previous  specimen.  The 
large  hyaline  masses  which  have  been  described  in  the  walls  of 
the  veins  in  the  previous  specimen  have  undergone  slight  changes 
in  the  uterus — changes  which  give  one  a  clue  to  the  origin-  of  the 
-vast  differences  which  exist  between  parous  uteri  in  the  period 


Fig.  8. — Slanting  section  of  a  vessel  showing  yellow  atrophic  elastica  interna, 
o.  e.  :'..  i  in  the  upper  side  with  complete  disappearance  of  the  old  media  that  bounded 
it  externally,  whereas  on  the  opposite  side  the  elastica  interna  has  become  swollen, 
o.  e.  i.,  and  the  media,  m.,  remains  though  thickly  invaded  by  elastic  tissue,  n.  m. 
The  new  media  surrounding  the  small  lumen,  i.a.s.  Interarterial  space  much 
invaded  by  elastic  tissue. 

of  quiet.  We  find  that  the  masses  of  hyaline  tissue  have  under- 
gone one  of  two  changes,  either  the  growth  of  muscle  libers 
previously  in  the  mass,  or  of  those  in  the  circumference,  has 
greatly  segmented  the  hyaline  tissue  and  replaced  it  (Fig.  5); 
or  a  thing  that  is  also  not  uncommon,  the  hyaline  mass  is  grad- 
ually invaded  or  replaced  by  elastic  tissue  (Fig.  10).  That  the 
l'i inner,  i.e.,  the  replacement  by  muscular  tissue,  is  the  normal 
way  is  shown  by  an  examination  of  the  veins  of  young  parous 
women  who  have  undergone  a  normal  and  rapid  puerperium. 
In  such  a  case  the  projections  into  the  vein  lumen,  which  I  look 
upon  as  one  of  the  chief  characteristics  of  a  parous  uterus,  are 
almost  entirely  made  up  of  a  muscular  tissue  with  a  minimum 
of  line  elastic  and  fibrous  fibrils. 

Given  a  case  where  the  more  highly  specialized  tissues  are 
mil  capable  of  being  rapidly  reproduced,  and  the  processes  of 
destruction  and  absorption  are  below  par,  the  tissues  which 
in  normal  cases  are  absorbed  and  replaced  by  muscle  become 
now  hypertrophic  and  fill  the  spaces  where  muscle  should  invade. 
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So  it  is  that  the  muscle  fibers  in  such  cases  are  sparsely  scattered 
in  the  hyaline  mass,  and  instead  a  lower  grade  of  tissue,  elastic 
tissue,  acts  as  substitute — a  lower  grade  of  tissue,  it  is  true,  but 
a  higher  grade  than  fibrous  tissue,  for  though  it  cannot  contract 
like  muscle  yet  it  possesses  a  virtue  almost  unknown  to  fibrous 
tissue — that  of  elasticity,  which  makes  it  a  better  substitute  for 
muscle  than  the  inelastic  adult  fibrous  librillse. 

But  given  a  large  vein  in  the  deeper  layers  of  the  uterine  wall — 
a  vein  which  lies  in  the  direct  course  of  the  placental  circulation^ 
its  function  is  greatly  reduced  postpartum  and  its  caliber  must 


•^ 


A.  E.  I. 

I'n,.  q. — Three  vessels  from  the  remote  subplacental  area.  Two  have  not 
developed  a  new  vessel  in  the  interior  of  the  old  one,  but  the  third  has  done  so. 
a.  e.  i.  Atrophic  elastica  interna  which  can  be  followed  completely  about  the  vessel. 
e.  i.  Hypertrophic  elastica  interna  with  remains  of  the  old  media,  o.  m.,  lying  to 
its  exteri.  >r  i.  a.  v.  Interarterial  space  filled  with  a  hyaline  almost  nuclear-free  sub- 
h.  s.    The  same  hyaline  substance,  tilling  the  whole  lumen  of  the  old  vessel. 


be  correspondingly  reduced.  In  such  a  vessel  the  new  lumen 
is  minute  as  compared  with  the  old  one.  Hence  the  pads  of 
hyaline  tissue  are  often  huge.  The  approximate  outline  of  the 
old  vessel  can  be  readily  made  out  by  the  thick  band  of  elastic 
tissue  which  originally  surrounded  the  nld  vessel  at  a  very  short 
distance  from  its  lumen  (fig.  5).  An  examination  of  such  a 
vessel  reveals  the  striking  fact  that  the  hyaline  masses  are  grad- 
ually replaced  by  muscle  tissue  with  more  or  less  abundant 
elastic  trabeculae.  When  the  replacement  by  muscle  is  complete 
the  outer  layers  of  muscular  tissue  gradually  arrange  themselves 
into  bundles  and  become  no  small  factor  in  making  up  the  new 
musculature  of  the  uterine  body,  whereas  those  lying  close  in 
upon  the  lumen  of  tin-  vein  differentiate  themselves  into  a  more 
or  less  perfect  wall  to  that  vessel  (Fig.  5).     The  variability  of 
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muscle  and  elastic  tissue  in  this  replacement  process  of  the  hyaline 
mass  can  be  very  great.  About  some  of  these  large  veins  the 
muscle  bundles  are  relatively  free  from  elastic  tissue,  not  only 
between  the  muscle  fibrils  but  also  in  the  interfascicular  trabec- 
ulse.  In  others,  on  the  other  hand,  it  is  very  abundant  so  much 
so  that  each  muscle  fiber,  separated  widely  from  its  neighbor,  is 
surrounded  by  a  mass  of  elastic  tissue.  In  still  others  the  muscu- 
lar elements  are  almost  absent  and  the  replacement  has  been 
almost  entirely  carried  out  by  the  elastic  tissue. 


Fig.  io. — Secti  in  which,  owing  to  chronic  tu  he  hyalinf 

bodies,  h.  b.,  in  the  walls  are  being  n  pi.;'    d  byela 
o.  b.  denotes  the  boundary  of  the  old 


Case  IV  is  that  of  a  woman  twenty -one  years  of  age,  who  died 
of  tuberculosis  of  the  lungs  two  months  after  delivery.  She 
had  never  been  robust,  had  had  a  slight  cough  foi  years,  but 
had  enjoyed  fair  health  until  two  weeks  before  death  when  she 
suddenly  developed  high  fever,  sweats,  and  died  with  all  the  signs 
of  acute  pneumonic  phthisis.  Her  pregnancy  and  labor  as 
well  as  the  puerperium  were  otherwise  uneventful.  The  uterus 
was  well  involuted,  even  in  a  state  of  hyperinvolution.  The 
placenta]  site  was  about  i  cm.  in  diameter  ami  slightly  elevated 
above  tin-  general  surface.  The  uterine  mucosa  was  healthy 
in  every  respect.  Sections  through  the  placental  site  show  that 
it  is  eu\ ei ed  1>\  a  mucosa  which  in  the  center  is  devoid  of  glands, 
l)iit  is  here  made  up  of  a  very  vascular  fibrous  tissue  in  which 
lai  ge  connective  i  issue  cells  are  seen  filled  with  blood  pigment. 

The  must    striking    feature  of    the    subplacental  ana   of    the 
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mucosa  consists  in  the  already  described  large,  convoluted, 
homogeneous,  highly  refractile,  unstained  areas  which  are  but 
the  remains  of  the  enormously  swollen  elastica  interna  of  the 
atrophic  vessels.  These  hyaline  areas  are  at  times  very  large  and 
are  the  first  objects  that  meet  the  eye  as  one  glances  at  such  a 
specimen. 

But  in  this  uterus  the  process  of  absorption  has  gone  on  to  a 
much    more    advanced    stage — not    that    the    atrophic    elastica 


ther  vein  in  whii  1).  ■ 

1  outer  boundary 
of  vein. 


interna  has  been  absorbed,  but  the  hyaline  newgrowth  which 
filled  the  lumen  and  replaced  the  coagulum  has  been  almost 
completely  absorbed.  Its  cellular  elements  have  previously 
undergone  a  fatty  degeneration.  What  must  result  is  evident 
and  is  as  follows:  As  the  hyaline  newgrowth  is  absorbed,  the 
thick  inelastic  yellow  atrophic  elastica  interna  must,  owing  to 
the  compression   of  surrounding   tissue,   increase   its  folds  and 
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become  quite  crimped  upon  itself  until  finally,  by  a  complete 
absorption  of  the  h valine  tissue,  the  opposite  vails  of  the  thick 
elastica  interna  come  to  lie  in  contact  with  one  another.  The 
method  of  folding  of  the  layer  is  rather  uniform  though  many 
exceptions  occur.  I  cannot  compare  it  more  aptly  than  to  the 
closing  up  of  an  accordion  (Figs.  6  and  9).  At  a  certain  state 
of  the  retrogressive  changes  a  minimum  of  fibrous  tissue — all 
that  remains  of  the  hyaline  growth — lies  between  the  pleats  and 
folds  so  that  its  resemblance  to  the  last  stages  of  a  convoluted, 
twisted  corpus  luteum  is  the  closest  possible,  except  that  with 
Van  Gieson  the  former  remain  yellow  or  colorless,  whereas  that 
of  the  ovary  stains  red.  * 

Leopold,  having  found  these  "hyaline  masses"  in  the  uterus 
■of  puerperal  women,  mistook  them  for  the  remains  of  organized 
clots.  It  is  easy  to  see  that  such  is  not  the  case.  The  remains 
of  the  organized  clots  are  few  if  at  all  present.  They  consist  in 
the  hvaline  tissue  which  at  first  replaces  the  clot  just  as  is  found 
in  the  center  of  a  corpus  luteum.  Later  this  hyaline  tissue 
disappears  completely,  leaving  only  an  occasional  connective- 
tissue  cell  between  the  folds  of  the  atrophic  elastica.  Still 
later  even  this  last  trace  of  the  coagulum  may  disappear.  So 
it  is  that  here  again  a  resemblance  to  the  changes  in  the  ovary 
is  as  close  throughout  as  it  is  possible  to  imagine. 

Such  a  description  as  that  given  above  applies  to  the  last 
stages  of  the  old  placental  vessels  as  seen  now  in  the  superficial 
layers  of  the  mucosa.  Deeper  down  in  the  new  endometrium, 
the  old  lumen  builds  not  only  the  hyaline  tissue  as  described  in 
the  previous  type,  but  allows  invasion  of  its  lumen  by  muscular 
and  cellular  elements  and  subsequent  formation  of  a  new  vessel. 
From  this  it  will  be  seen  that  not  all  arteries  which  supply  the 
placenta  build  a  new  vessel  within  their  lumen.  Many  atrophy 
and  disappear  completely — compare  the  two  types  in  Fig.  9. 
But  the  "  interarterial  spaces"  undergo  the  fatty  change  as 
described  in  the  previous  uterus,  and  by  the  gradual  absorption 
of  these  tissues  the,  at  first  more  or  less  wide  interarterial  space, 
reduces  itself  to  a  mere  fissure  containing  a  minimum  of  fibrous 
tissue  which  passes  into  the  convolutions  of  the  shrinking  folded 
atrophic  elastica  interna  which  now  comes  to  lie  with  its  folds 
close  upon  the  thin  adventitia  of  the  new  vessel.  Such  is  the 
picture  and  the  process  in  a  large  vessel  whose  elastica  is  com- 
pletely atrophic.  The  new  vessel  within  its  lumen  is  free  from 
•elastic  fibers.  But  the  picture  is  so  different  in  other  cases  where 
the  elastica  instead  of  becoming  atrophic,  becomes  hypertrophic, 
that  the  end-products  have  not  the  slightest  resemblance. 

An  examination  of  such  another  large  vessel  at  about  the 
same  depth  in  the  Uterine  wall  shows  that  instead  of  the  whole 
elastica  interna  and  the  media  becoming  atrophic,  or  disappearing, 
respectively,  as  in  the  previous  type,  only  portions  become 
atrophic  while  the  others  remain  either  nearly  normal  or  mai  kedly 
changed. 
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As  pointed  out  in  previous  cases  where  the  elastica  interna 
remains  normal,  its  media  at  that  spot  remains  without  marked 
change  (Fig.  4).  It  is  therefore  not  uncommon  to  find  a 
small  new  vessel  with  its  three  coats  surrounded  for  two-thirds 
of  its  circumference  by  a  thick  yellow  folded  atrophic  elastica 
and  a  thin  ring  of  red  hyaline  tissue — the  remains  of  the  old 
media  and  adventitia — whereas  the  other  third  is  surrounded  by 
a  mi  ire  or  less  normal  parent  arterial  wall  with  its  three  coats, 
but  naturally  no  endothelium  is  present. 

The  condition  of  the  portion  of  wall  of  the  parent  artery, 
which  remains,  may,  as  in  the  vessel  just  described,  be  almost 
normal,  but  in  the  great  majority  of  cases  it  has  also  suffered 
considerable  change.  For  example,  it  is  rare  to  find  that  a  por- 
tion of  the  media  and  elastica  interna  remain  more  or  less  nor- 
mal when  another  portion  is  completely  atrophic.  It  is  contrary 
to  the  nature  of  things  to  expect  such.  Why  a  portion  of  a 
wall  should  remain  unabsorbed,  even  though  profoundly  modi- 
fied while  the  rest  is  absorbed,  is  equally  difficult  of  explanation. 
But  lack  of  compression  at  that  spot,  probably  better  blood 
supply,  probably  less  lymphatic  obstruction  may  be  offered  as 
possible  factors.  Be  that  as  it  may,  in  this  specimen  it  is  a 
rarity  to  find  a  new  vessel  about  which  the  walls  of  the  old 
vessel  have  been  completely  absorbed.  A  portion  of  it  always 
remains  though  being  more  or  less  changed,  owing  to  the 
great  storm  of  tissue  change  that  has  taken  place  about  it 
and  in  it. 

The  commonest  type  of  remnant  is  about  as  follows.  A 
portion  of  the  elastica  interna  has  become  swollen  and  hyaline, 
stains  yellow  or  brick-red  in  color.  The  media  has  completely 
disappeared  outside  of  such  an  area  or  is  represented  only  by  a 
thin  band  of  hyaline  tissue  which  has  remained  unabsorbed. 
At  the  opposite  side  of  the  vessel  the  elastica  interna  has  swollen 
until  it  equals  in  the  thickness  that  of  the  atrophic  portion;  the 
elastic  tissue  of  the  media  is  tremendously  swollen  also.  The 
fibrous  tissue  of  such  a  spot  has  already  become  hyaline  and 
been  absorbed,  but  about  the  margins  of  the  stout  elastic  libers 
of  the  media  as  well  as  on  both  sides  of  the  swollen  elastica 
interna  a  thin  zone  of  dark  red  modified  elastic  tissue  is  almost 
invariably  present.  The  muscle  fibers  are  usually  much  reduced 
in  number  in  such  tissue  and  may  be  fairly  healthy-looking  or 
very  atrophic,  depending  upon  or  merely  coincident  with  a  slight 
or  marked  hypertrophy  of  the  elastic  fibers  respectively.  The 
adventitia  in  such  an  area  has  lost  its  fibrous  tissue  and  its  elastic 
libeis  have  also  become  markedly  hypertrophic.  If  we  follow 
the  course  of  the  media  we  find  in  a  specimen  of  this  age  that 
the  transitions  from  this  hypertrophic  tissue  of  the  media  to 
the  other  part  of  the  media  which  has  disappeared  completely  is, 
as  a  rule,  not  through  the  port-wine  color  to  the  bright  red.  The 
boundary  line  between  hypertrophic  and  yellow  atrophic  elastic 
tissue  is  abrupt,  and  what   now  remains  as  black  hypertrophic 
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elastic  tissue  will  likely  remain  in  the  uterus  until  disturbed  by 
a  new  pregnancy.  Whereas  the  elastic  tissue  which  has  gone 
on  to  the  red  color  has  irrevocably  lost  its  properties  of  elastic 
tissue  and  will  eventually  be  absorbed.  The  same  is  true  of 
the  elastica  interna.  In  previous  specimens  which  were  in  an 
earlier  stage  of  involution — in  fact,  specimens  which  were  under- 
going rapid  changes — the  elastica  interna  passed  through  the 
stages  of  dark  red,  brick-red,  yellow,  and  colorless  hyaline  change, 
but  now  in  this  specimen  the  hypertrophic  black  elastica  ends 
abruptly  and  the  yellow  begins  equally  abruptly  where  the 
other  left  off.  In  other  words,  the  boundary  between  dead 
and  living  tissue  has  been  sharply  drawn.  t 

To  state,  however,  that,  where  a  new  vessel  is  surrounded  by 
the  remnants  of  the  parent  vessel,  the  three  coats  of  the  latter 
are  always  recognizable,  would  be  to  convev  a  very  wrong  im- 
pression. In  not  a  few  the  media  and  adventitia  have  been 
absorbed,  and  nothing  but  a  markedly  hypertrophic  elastica 
interna  remains  enveloping  the  young  vessel.  In  other  cases 
only  a  small  portion  of  the  thickness  of  the  parent  media  lies 
in  contact  with  the  elastica.  But  from  an  examination  (if  many 
specimens  it  is  strongly  impressed  upon  one  that  of  the  tissues 
which  constitute  the  wall  of  an  artery,  'the  elastica  interna  is 
the  most  resistant  and  the  muscular  tissue  the  least  and  the 
fibrous  and  ordinary  elastic  tissue  are  intermediate.  It  seems 
that  a  change  of  blood  supply,  a  variability  of  compression, 
possibly  a  complex  combination-  of  causes,  may  operate  in 
causing  slow  death  of  all  the  tissues.  But,  on  the  other  hand,  a 
stimulus  which  may  be  sufficiently  powerful  to  destroy  mi 
tissue  may  be  just  sufficiently  stimulating  to  cause  elastic  and 
elastica  interna  to  multiplj  ;  and,  again,  thai  which  may  cause 
change  and  absorption  of  the  ordinary  elastic  tissue  ma 
sufficient  to  cause  the  elastica  interna  to  hypertn  pby.  Trueit 
is  that  remnants  of  media  are  never  found  with' ml  its  elastica 
interna  being  present  in  a  more  or  k  and  a 

moderately  well  preserved  media  is  never  presenl  where  the 
elastica  interna  lias  become  atrophic.  Hence,  in  the  ureal 
withoul  any  chronic  disease,  the  only  part  of 
the  parent  vessel  which  remains  unabsorbed  but  highly  hv 
pertrophied  is  the  elastica  interna.  This  finding  coincides 
with  those  in  quiescenl  parous  uteri.  Here  in  the  majority  of 
the  elastic  pad  about  the  vessel  is  a  uniform  band  which 
envelops  more  or  less  or  perhaps  the  whole  of  the  contained 
vessel.  Xoi  infrequently  years  after  labor  the  elastic  pad  pre 
sents  the  convolution  such  as  already  described  in  the  foregoing 
as  occurring  in  the  modified  elastic  tissue  (Figs.  6  and  8). 
This,  as  was  stated  in  the  firsl  pages  of  this  work,  is  usually  slim  ply 
defined  internally  and  externally,  and  may  lie  separated  From 
the  "in  i  in.,,  m  of  the  new  media  by  a  thin  layer  of  fibrous 
tissue  (Fig.  8)  or  the  pad  may  lie  directly  upon  the  media. 

How  can  we  aeeount  foi  tins  difference  of  disposition  of  layers? 
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Why  should  fibrous  tissue  intervene  between  the  two  vessels 
at  one  time  and  not  at  another? 

A  close  examination  of  the  specimen  of  this  and  the  next 
two  uteri  allow  of  a  ready  answer  to  this  question.  We  have 
seen  when  a  vessel  is  built  up  within  the  lumen  of  a  parent  vessel, 
the  lumen  may  lie  either  too  large  to  be  filled  by  the  smaller 
vessel  or  loo  small  to  accommodate  the  offspring.  If  the  parent 
vessel  is  too  small  then,  as  pointed  out  before,  part  of  the  media 
of  the  parent  vessel  will  serve  as  media  to  the  new  one.  Hence 
no  space  will  intervene  between  the  two.  But  if  all  the  media 
of  the  parent  vessel  is  not  required,  the  surplus  atrophies,  and 
in  that  atrophy  of  the  muscle  the  elastic  tissue  about  the  muscle 
fibers  may  become  markedly  hypertrophic  and  remain  unab- 
sorbed,  in  which  case  it  will  lie  directly  upon  the  media  without 
intervening  fibrous  tissue.  But,  though  it  does  occur,  it  does  so 
only  in  the  deeper  portions  of  the  uterine  wall  where  the  vessels 
have  not  to  reduce  their  size  so  markedly. 

But  the  chief  seat  of  such  characteristic  extravascular  elastica 
pads  in  the  parous  uterus  is,  as  above  stated,  in  the  inner  third 
of  the  uterine  wall.  How  can  one  explain  the  presence  or  the 
absence  of  the  fibrous  tissue  between  the  parent  and  young 
vessel  in  this  zone? 

We  have  seen  that  in  the  vessels  below  and  for  a  wide  space  on 
either  side  of  the  placental  site  there  occurred  between  the  very 
large  atrophied  parent  vessel  and  the  outer  margin  of  the  new 
one  a  wide  space — the  " interarterial  space"  (Figs.  6,  7  and  9) — 
in  which  the  superfluous  muscle  cells  underwent  fatty  change 
(Fig.  6)  and  complete  absorption  after  the  new  media  has  been 
formed  and  its  outer  margin  has  been  sharply  defined.  We  saw 
il  the  remaining  hyaline  tissue  and  fibrous  tissue  became 
differentiated  into  a  new-  adventitia  by  the  absorption  of  the 
hyaline  substance,  and  that  with  its  absorption  the  atrophic 
elastica  interna  became  folded  owing  to  pressure  from  without. 
Such  is  the  origin  of  the  small  amount  of  fibrous  tissue  between 
the  remnant  of  old  elastica  interna  and  the  new  vessel.  But, 
as  seen  in  this  uterus  in  a  large  number  of  vessels,  the  hyaline 
and  fibrous  tissue  of  the  interarterial  space,  when  delay  in  absorp- 
tion takes  place,  become  invaded  by  line  fibrils  from  the  hyper- 
trophic elastica  interna  which  bounds  the  interarterial  space 
externally  (Fig.  8).  This  invading  elastic  tissue  becomes  quite 
dense;  and,  being  continuous  with  the  hypertrophic  elastica  that 
gave  it  birth,  it  Incomes  indistinguishable  from  it  and  therefore 
the  mass  of  elastica  becomes  to  lie  directly  upon  the  new  media 
and  not  infrequently  invades  it  to,.,  though  less  markedl) . 

So  it  is  seen  thai  the  pads  of  elastic  tissue  about  the  vessels  of 
uteri  of  parous  women  an-  mostly  derived  from  the  elastica  interna 
of  the  parent  vessel  which  may  or  may  not  be  supplemented  by 
either  the  hypertrophic  elastic  tissue  of  the  media  and  adventitia, 
or  by  tin  replacement  elastic  tissue  found  in  the  interarterial 
space,  or  by  a  combination  of  tissues  from  all  of  these  sources. 
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The  Involution  of  the  Veins  of  Case  IV. — It  is  surprising  what 
a  difference  can  exist  in  the  end-products  of  the  changes  about 
the  venous  system.  This  case,  owing  to  causes  which  I  will 
define  later,  has  a  marked  tendency  to  fill  up  with  elastic  tissue 
the  spaces  which  should  normally  be  filled  with  muscle.  I  will 
have  occasion  later  to  point  out  that  all  chronic  diseases  which 
sap  the  vitality  of  the  patient  have  the  tendency  to  substitute 
elastic  tissue  where  normally  a  more  highly  specialized  tissue 
is  called  for.  In  this  case  the  hyaline  deposits  in  the  walls  of 
the  veins  have,  in  a  great  majority  of  cases,  remained  a  dark  red 
color  instead  of  being  of  a  bright  light  red  (Fig.  10).  An  exami- 
nation of  such  a  deposit  shows  that  the  darkness  of  the  red  is 
due  to  the  presence  of  fine  particles  and  fine  fibrils  of  elastic 
tissue  which  still  retain  a  black  Weigert  stain  in  the  matrix  or  red. 

Seemingly  in  many  of  these  hyaline  deposits  in  the  venous 
walls  man}-  of  the  elastic  fibrils  have  not  completely  lost  their 
properties,  that  is,  have  not  been  sufficiently  changed  to  make 
them  lose  their  properties  once  and  for  all.  Such  fibers  which 
have  not  completely  lost  their  staining  properties  with  Weigert, 
again  assume  their  former  characters  when  regeneration  begins. 
The  bearing  of  this  will  be  shown  in  the  following  paragraphs. 
Other  hyaline  deposits  are  quite  free  of  black  particles  in  the 
hyaline  meshes  and  are  in  consequence  of  a  bright  red  color. 
Such  a  deposit,  derived  both  from  elastic  and  fibrous  tissue, 
seems  to  have  lost  all  its  properties  of  tissue  and  remains  as  an 
inert  mass.  In  normal  cases,  muscle  cells,  derived  either  from 
the  muscle  fibers  incorporated  in  the  deposit,  and  those  derived 
from  the  surrounding  muscle  bundles,  invade  and  replace  the 
hyaline  tissue  (Fig.  5).  But  in  this  case — and  it  will  he  shown 
what  causes  can  bring  this  about — many  of  the  bright-red 
hyaline  deposits  still  present  a  central  core  of  hyaline  bright- 
red  tissue  free  from  elastic  fibrils  while  the  borders  of  the 
deposit  have  been  invaded  by  a  thick  mass  of  elastic  tissue, 
which  will  gradually  advance  into  the  very  center  and  totally 
replace  the  hyaline  tissue.  In  other  cases  where  the  retrogressive 
changes  throughout  the  hyaline  mass  has  not  been  complete 
enough  to  irrevocably  destroy  the  elastic  tissue — i.e.,  those  masses 
that  are  of  a  deep  port-wine  red  color — show  the  same  invasion  oi 
the  mass  at  the  borders  as  in  the  previous  specimens,  but  in 
addition  the  undestroyed  elastic  tissue  in  the  center  of  the 
deposit  has  also  begun  to  regenerate,  though  more  slowly  than 
the  clastic  tissue  at  the  margin  (Fig.  10).  In  other  veins  again 
the  substitution  of  the  hyaline  deposits  lias  become  complete 
and  has  been  carried  out  entirely  by  tin-  elastic  tissue,  there 
being  almost  a  total  absence  of  muscle  cells  (Fig.  11).  So  it 
is  not  common  to  find  the  walls  of  many  veins,  and  all  the 
space,  which  lies  between  the  limits  of  the  old  and  the  new 
vessel,  filled  with  almost  a  solid  mass  of  elastic  tissue  where 
normally  muscle  bundles,  surrounded  by  a  minimum  of  elastic 
and  fibrous  tissue,  should  he  seen. 
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As  a  consequence  of  the  improper  replacement,  and  also 
possibly  by  the  subsequent  contraction  of  the  elastic  tissue, 
the  projections  into  the  veins  grow  small  and  the  lumen  remains 
inordinately  large. 

C  \m:  V  is  that  of  a  woman  of  thirty-five  who  died  of  tuber- 
culosis of  the  lungs  ten  weeks  postpartum.  She  had  suffered 
from  the  pulmonary  affection  for  many  years,  and  she  was  very 
weak  and  coughed  a  great  deal  during  the  whole  of  her  preg- 
nancy. She  grew  worse  during  the  last  months  of  her  preg- 
nanes She  was  delivered  of  a  full-term  child,  after  an  easy 
labor;  ten  days  afterward  she  developed  profuse  night  sweats, 
her  cough  grew  worse,  and  she  died  of  a  severe  hemoptysis 
exactly  ten  weeks  after  delivery.  The  uterus  was  large  and 
presented  all  the  appearances  of  a  menstruating  organ.  The 
placental  site  is  still  readily  seen,  and  is  about  .75  cm.  in  di- 
ameter. On  section  the  wall  is  soft,  and  large  white  areas  are 
disseminated  throughout  the  inner  and  middle  third  of  the  wall 
below  the  placental  site.  The  sections  of  the  mucosa  of  the 
placenta]  site  are  exactly  like  those  of  the  former  section,  only 
that  the  atrophic  elastica  interna  of  the  convoluted  pale  areas 
is  still  thicker  than  in  the  previous  specimen  and  instead  of  the 
hyaline  core  the  obliterated  lumen  contains  in  its  center  blood 
pigment  and  large  quantities  of  fat.  From  the  foregoing  it  can 
be  gathered  that  the  processes  of  repair  and  degeneration  have 
not  gone  as  far  as  in  the  uterus  of  the  previous  case.  There  is 
much  blood  pigment  throughout  the  uterine  wall,  and  the  amount 
of  elastic  tissue  about  the  vessels  is  astounding.  Throughout 
the  uterus  it  is  a  rare  thing  to  find  the  remains  of  the  parent 
vessel  totally  absorbed;  on  the  contrary,  less  of  the  elastica  in- 
terna has  become  atrophic  and  more  of  it  hypertrophic,  and 
everywhere  are  seen  thick  pads  of  elastic  tissue  where  formerly 
the  muscular  media  existed.  Moreover,  in  many  of  the  vessels 
the  hypertrophic  elastica  interna  has  invaded  the  "interarterial 
hyaline  space"  and  converted  it  into  a  large  mass  of  elastic 
tissue,  which  lies  directly  upon  the  media,  and  in  many  of  the 
vessels  the  new  media  itself  has  suffered  a  great  deal  by  this 
encroachment,  so  that  its  individual  muscular  fibers  are  sur- 
rounded by  a  thick  meshwork  of  elastic  fibers.  Such  is  the 
condition  found  in  the  placental  site  where  a  small  vessel  lies 
within  a  large  parent  vessel.  lint  ill  other  parts  of  the  uterus 
the  same  strong  tendency  for  the  elastic  tissue  to  hypertrophy 
instead  of  degenerating  and  for  the  old  muscularis  to  be  incom- 
pletely destroyed  or  for  tin-  new  media  to  be  poorly  constructed, 
ami  the  same  lack  of  absorption  of  atrophic  tissues  makes  itself 
manifest.  Hence  it  presents  exceptional  opportunities  for 
drawing  the  line  between  old  and  new  tissues  in  the  a 
walls.  If  we  take  as  an  example  a  vessel  which  has  to  reduce  its 
caliber  but  a  little,  we  find  that  the  elastica  interna  has  hyper- 
trophied  tremendously,  has  grown  chiefly  into  the  lumen,  as 
would  the  hyaline  tissue  have  done  under  normal  circumstances, 
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and  there  it  has  differentiated  itself  into  a  more  or  less  perfect 
(usually  very  inperfect)  elastiea  interna,  and  the  tissue  between 
it  and  its  parent  is  filled  in  with  coarse  fibrous  tissue  in  which 
an  occasional  muscle  cell  is  found. 

During  this  change  the  elastiea  of  the  media  has  also  become 
tremendously  swollen  so  that  the  muscle  fibers  lie  in  a  thick 
meshwork  of  elastiea  tissue  and  the  elastiea  of  the  adventitia  has 
also  under  the  action  of  the  same  stimulus  become  much  in- 
creased. So,  if  we  vary  the  size  of  the  parent  and  new  vessel, 
we  find  that  the  nonabsorbed,  nonatrophic  but  hvpertrophic 
elastiea  interna  lies  now  close  to  the  new  lumen,  now  remote 
from  it  and  the  thin  or  thick  new  media,  respectively,'  is  more 
or  less  markedly  invaded  by  elastiea,  while  the  outer  layers  of 
the  media  of  the  old  wall,  which  should  have  disappeared  com- 
pletely, have  been  converted  into  a  thick  mass  of  elastic  tissue 
which  goes  to  swell  the  amount  of  that  tissue  about  such  a 
vessel. 

As  for  the  veins,  it  is  a  rarity  to  find  a  hyaline  deposit  that 
has  been  replaced  by  muscle  fibers.  On  the  contrary,  the  whole 
deposit  has  been  replaced  by  elastic  tissue,  and  even  the  fine  fibrils 
in  the  walls  of  the  veins,  outside  of  the, deposits,  have  taken  on 
tremendous  hypertrophy  where  only  muscle  with  a  small  amount 
of  the  connective  tissues  should  be  found. 

Case  VI  is  one  of  exceptional  interest  in  that  ten  months 
had  elapsed  since  her  confinement,  which  consideration,  taken 
in  conjunction  with  the  findings,  will  enable  one  to  draw  conclu- 
sions of  great  clinical  interest. 

The  patient  had  been  delivered  ten  months  before  death  of 
a  healthy  child.  She  had  been  quite  well  during  her  pregnancy 
and  also  during  the  first  ten  months  after  her  delivery.  She 
nursed  her  baby  until  just  before  entering  the  hospital,  i.e., 
roughly  ten  months.  She  suddenly  took  sick  with  vomiting, 
which  became  so  severe  that  she  could  retain  no  food  whatsoe"v  ei 
She  consulted  a  physician,  was  given  a  remedy,  and  shortly 
afterward  developed  a  severe  jaundice.  Five  days  after  the 
onset  of  her  illness  she  was  brought  to  the  hospital.  The 
jaundice  was  very  marked,  and  in  twenty-four  hours  she  became 
delirious,  temperature  rose,  and  she  died  four  days  after  being 
admitted.  In  all,  nine  days  had  relapsed  since  the  onset  of 
symptoms. 

Anatomical  diagnosis  was:  acute  yellow  atrophy  of  the  liver, 
chronic  parenchymatous  nephritis,  bronchophthisis  incipiens 

The  cast-  shows  that  at  this  remote  date,  namely  ten  months 
and  nine  days  after  delivery,  the  uterus  still  is  considerable 
larger  than  the  quiescent  parous  organ,  that  it  is  softei  than 
normal,  that  she  was  menstruating  at  the  time  of  death,  and 
thai  the  organ  owing  to  its  very  slow  involution  and  to  the  poor 
reparative  powers  of  the  patient,  has  retained  not  only  a  greal 
amount  of  tissue  that  is  functionless,  but  also  a  great  deal  that 
should  have  been  rendered  capable  of  absorption. 
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Sections  of  such  an  uterus  slow  what  a  striking  resemblance 
there  is  with  those  of  the  two  previous  cases.  There  are  still 
in  the  mucosa  the  large  hyaline  convoluted  patches — remnants 
of  the  elastica  interna  which  should  long  have  been  absorbed. 
Deeper  in  the  uterine  wall  one  finds  relatively  normal  new  vessels. 
Practically  none  are  free  from  the  remains  of  the  parent  vessel 
and  most  of  them  are  surrounded  by  a  mass  of  elastic  tissue 
which  shows  that  not  only  the  elastica  interna  has  become  hyper- 
trophic, but  that  in  nearly  every  case  the  elastic  tissue  of  the 
media  has  completely  or  partially  choked  out  the  muscle  cells; 
that  the  elastic  tissue  of  the  adventitia  has  greatly  hypertrophied 
and  that  the  interarterial  space  has  become  invaded  and  filled 
with  elastic  tissue.  A  feature  which  is  very  marked  in  the  case, 
but  can  also  be  seen  in  the  foregoing,  is  as  follows:  In  a  vessel 
in  which  one-half  the  elastica  interna  has  become  atrophic  and 
yellow,  and  in  which  its  media  at  that  spot  as  usual  has  com- 
pletely  disappeared  while  the  other  half  of  the  vessel  is  markedly 
hypertrophic  and  black,  we  find  that  the  "interarterial  space" 
becomes  filled  with  elastic  tissue  on  the  side  w-here  the  elastica 
interna  has  been  preserved  and  is  hypertrophic,  but  on  the  oppo- 
site side,  where  the  elastica  interna  is  atrophic,  the  hyaline 
tissue  of  this  same  space  retains  its  characters  of  fibrous  tissue 
and  forms  a  normal  adventitia.  This  proves  a  statement  given 
in  previous  pages  that  elastica  interna,  when  it  has  passed 
through  its  dark  red  stage,  has  irrevocably  lost  its  power  to  repro- 
duce its  kind.  In  other  words,  it  is  dead  tissue  and  may  remain 
unabsorbed  for  months  (ten  months  in  this  case)  after  its 
formation. 

The  walls  of  all  the  arteries  are  thickly  beset  with  elastic  tissue, 
showing  that  here  also  hypertrophy  instead  of  atrophy  of  elastic 
tissue  has  taken  place.  It  is  a  striking  fact  that  wherever  such 
an  hypertrophic  effect  is  produced  upon  the  elastic  tissue  of 
the  arteries,  be  it  ever  so  slight,  a  corresponding  hypertrophy 
of  that  tissue  is  also  found  throughout  the  uterine  wall.  This 
argues  strongly  for  a  general  and  not  a  local  cause,  and  I  will 
bene  occasion  to  revert  to  this  question  shortly 

Another  interesting  fact  is  found  in  the  relations  which  the 
atrophic  and  hypertrophic  tissue  bear  to  one  another.  We 
have  seen  that  in  cross-sections  of  many  vessels  part  of  the 
elastica  interna  becomes  atrophic  and  part  hypertrophic,  and 
that  the  quantities  of  each  may  vary  to  all  extremes.  If  we 
now  examine  another  such  a  vessel,  cut  in  longitudinal  section, 
so  thai  the  lumen  of  the  new  contained  vessel  can  he  followed 
for  a  long  distance,  a  striking  fact  comes  to  light.  The  elastica 
interna  courses  down  both  sides  of  the  new  vessel  separated  from 
the  latter  by  the  now  two  interarterial  spaces.  If  we  enumerate 
the  structures  from  one  side  to  the  other  we  have: 

a      Atrophic    or    hypertrophic    elastica    interna    (with 
possibly  some  remains  of  old  media). 
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b.  Interarterial  space. 

c.  New  media. 

d.  Endothelium. 

e.  Lumen. 

d'.   Endothelium. 

c'.    New  media. 

b'.    Interarterial  space. 

a'.   Atrophic  or  hypertrophic  elastica  interna. 

Now  we  find  that  the  elastica  interna  does  not  become  atrophic 
on  one  side  of  the  vessel  throughout  the  whole  course  of  that 
vessel;  if  we  follow  it  down  one  side  throughout  its  fcourse  it 
becomes  alternately  atrophic  (yellow)  and  hypertrophic  (black), 
and  where  it  is  hypertrophic  on  one  side  at  a  certain  level,  it 
is  almost  always  atrophic  on  the  other  side;  so  that  at  any  cross- 
section  A  and  A'  are  hypertrophic  and  atrophic,  respectively,  or 
the  reverse  is  true. 

Another  statement  is  also  emphasized  by  the  examination  of 
such  a  vessel,  and  that  is  that  the  interarterial  space  also  shows 
the  same  variations.  In  other  words,  where  the  elastica  is 
atrophic  the  interarterial  space  is  either  hyaline  or  fibrous  (red); 
whereas,  where  the  elastica  lying  outside  of  it  is  hypertrophic, 
this  same  space  is  filled  with  a  newgrowth  of  elastica  (Fig.  8  |. 

This  only  goes  to  prove  that  atrophic  elastica  interna  is  dead 
tissue  and  therefore  cannot  reproduce  its  kind.  Why,  as  asked 
before,  the  elastica  interna  should  show  this  variability  of  atrophy 
and  hypertrophy,  is  a  question  which  will  not  allow  (if  a  satis- 
factory answer  at  the  present  da  v.  but  the  alternation  of  sides  of 
hypertrophy  and  atrophy  only  lend  strength  to  the  theory 
advanced  in  the  foregoing  pages,  that  pressure  of  the  contracting 
uterus  causing  muscle  bundles  to  impinge  more  on  one  side  of  a 
vessel  than  on  another  is  a  possible  and  plausible  explanation. 
By  such  compression  the  vasa  vasorum  would  suffer  very  un- 
equally and  cause  unequal  change  in  the  tissues  which  they 
supply.  One  is  apt  to  forget  in  the  slu<lv  of  such  arteries  thai 
they  depend  almost  solely  for  their  nutrition  not  upon  the  blood 
which  flows  in  their  lumen,  but  upon  the  blood  supply  in  the 
\  asa  \  asorum. 

Tlie  vein  walls  in  this  specimen  have  become  almost  a  solid 
mass  of  clastic  tissue.  In  such  a  Specimen  muscular  t  issue  seems 
to  have  had  no  chance  to  re-form  and  increase,  and  its  place  has 
been  taken  by  an  hypertrophy  of  elastic  tissue,  not  only  in  the 
hyaline  masses  of  the  vein  walls,  but  throughout  the  uterus. 
The  result  is  that  the  projections  into  the  lumina  of  the  veins, 
caused  primarily  bv  the  hyaline  masses,  have  here  become  bu1 
masses  of  elastic  tissue;  and  the  corresponding  increase  of  elastic 
libeis  throughout  the  uterine  musculature  makes  this  organ  in 
this  respeel  the  most  marked  departure  from  the  normal  in  my 
series  of  ca  i 
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INVOLUTION  OF  THE  CERVIX  OF  THE  PUERPERAL  UTERIS. 

The  cervix  uteri  undergoes  involution  in  a  manner  similar 
to  that  of  the  body  of  the  uterus.  The  musculature  undergoes 
a  rapid  fatty  degeneration,  but  the  fibrous  tissue  degenerates 
through  hyaline  changes.  But  particular  interest  attaches 
to  the  changes  in  the  cervical  vessels. 

In  the  normal  nulliparous  cervix,  as  Duhrssen  and  others 
have  described,  there  is  almost  a  total  absence  of  elastic  tissue, 
except  under  the  squamous  epithelium  and  along  the  outer 
margin  of  the  cervical  tissue  where  it  is  bounded  by  broad  liga- 
ments, bladder  and  peritoneum.  The  tissue  proper  of  the 
cervix  is  relatively  free  from  elastic  tissue  and  the  venous  walls 
contain  but  a  trace.  There  is  almost  a  total  absence  of  elastic 
tissue  in  the  adventitia  of  the  arteries,  and  in  the  thick  wall  of 
muscle  which  forms  the  media,  the  elastic  fibrils  are  exceptionally 
fine  and  few.  The  elastica  interna  is  delicate  for  the  size  of  the 
vessel. 

The  cervix  undergoes  involution  almost  pari  passu  with  the 
uterine  body.  But  as  the  arteries  have  undergone  but  a  slight 
enlargement — slight  as  compared  with  that  of  the  placental 
area,  though  not  markedly  less  than  those  of  the  lower  uterine 
segment — we  find  that  the  reduction  is  brought  about  by  a 
much  less  pronounced  but  similar  process  to  that  employed 
in  the  uterus.  One  finds  that  the  vessel  is  reduced  by  an  atrophy 
of  its  elastica  interna,  and  a  corresponding  swelling  and  atrophy 
of  the  elastic  tissues  of  the  media;  and  that,  similar  to  the  steps 
in  the  uterus,  the  muscle  fibers  invade  the  lumen,  and  form  a 
new  portion  of  media,  which  corresponds  in  thickness  with  the 
reduction  necessary.  Now,  as  this  amount  of  reduction  does 
not  vary  in  different  parts  of  the  cervix  as  it  does  in  different 
parts  of  the  uterus,  it  is  always  found  that  when  the  medial  tissues 
have  invaded  the  lumen  sufficiently  to  reduce  it  to  the  required 
size  it  is  always  found  that  the  old  elastica  interna  lies  removed 
from  the  lumen  by  a  band  of  newly-formed  muscle  equal  to  about 
one-third  that  of  the  whole  media.  In  other  words,  the  old 
atrophic  elastica  interna  lies  between  the  inner  and  middle 
third  of  the  media.  Xow,  in  normal  involution,  the  change  and 
ingrowth  is  formed  with  great  rapidity,  and  the  remains  of  the 
old  elastica  interna  are  surprisingly  quickly  absorbed.  But 
in  cases  such  as  those  last  described  where  tissue  change  and 
absorption  an-  slow  and  incomplete,  it  is  not  uncommon  to  find 
in  nearly  all  the  vessels  hypertrophic  remains  of  the  old  elastica 
interna,  under  which  circumstances  the  invading  muscle  fibers 
become  richly  clothed  in  elastic  tissue,  and  the  new  elastica 
interna  is  usually  of  inordinate  thickness.  It  is  surprising  how 
soon  in  normal  cases  the  whole  cervix  looks  as  if  not  a  fiber  had 
been  degenerated.  The  outer  third  of  the  media  now  undergoes 
a  fatty  degeneration  and  disappears.  Now  it  will  be  readily 
gathered  from  the  foregoing  that  such  pads  of  clastic  tissue  as 
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Kind  about  the  vessels  of  the  inner  third  of  the  uterus  about 
the  placental  site  are  an  impossibility  owing  to  two  reasons: 
f  'lit,  because  the  reduction  in  size  is  never  so  great  as  to  cause 
the  old  elastica  interna  to  lie  outside  the  new  vessel  (it  being 
always  found  in  the  media);  and,  secondly,  because  the  amount 
cl  clastic  tissue  in  the  cervix  about  the  vessels  is  so  small  as  to  be 
hardly  taken  into  account. 

1  hat  the  fibrous  tissue  of  the  cervix  undergoes  hyaline  degenera- 
te n  and  is  subsequently  absorbed  to  the  proper  degree  of  reduc- 
tion, and  that  the  muscle  fibers  undergo  fatty  degeneration  can 
te  seen  most  beautifully  in  some  sections  cut  in  such  a  manner 
that  the  two  tissues  lie  in  layers.  In  such  a  preparation?  stained 
hy  hematoxylin  and  Soudan  III,  the  alternate  fat-free  and  fatty 
lasers  make  a  striking  demonstration  of  the  above  fact.  The 
\eins  of  the  cervix  undergo  changes  similar  to,  though  less  pro- 
re  unced  than,  those  of  the  body  of  the  uterus. 


the   uterine  artery  and  veins. 

1  (i  the  uterine  arteries  and  veins  undergo  changes  similar 
to  those  of  the  uterus  proper? 

An  examination  of  the  uterine  arteries  in  nulliparous  patients 
'1  (  us  that  they  are  verv  frequently  the  seat  of  numerous  hyper- 
]  lastic  intimal  layers,  and  in  cases  of  chronic  disease  the  intimal 
changes  are  as  varied  perhaps  as  the  diseases  that  cause  them. 
lie  arteries  of  the  multiparous  of  the  same  age  show  similar 
hyperplastic  layers  so  that  it  is  cpiite  impossible  to  determine 
ficm  an  examination  whether  a  woman  is  parous  or  not.  But, 
ircm  the  examination  of  specimens  of  women  who  had  undergone 
lahor  in  the  previous  weeks  or  months,  there  is  every  evidence  of 
changes  going  on  in  the  uterine  arterial  musculature,  and  signs 
<  f  instability  of  elastic  tissue  which  here  and  there  is  intensely 
swollen  and  frequently  stains  a  deep  red.  The  reduplications 
rf  the  elastica  interna  are  less  completely  formed  than  in  the 
quiescent  uterine  state,  and  the  musculature  which  is  so  fre- 
quently found  between  these  reduplications  is  more  or  less 
imperfectly  formed  in  the  red  homogeneous  mass  that  often 
intervenes. 

These  signs  all  point  to  the  fact  that  the  uterine  artery  reduces 
its  caliber  not  only  by  contraction  of  its  musculature,  but  by 
the  building  of  one  or  more  hyperplastic  layers.  Hut  these,  as 
pointed  out  above,  can  be  distinguished  from  the  same  layers 
sometimes  found  in  the  nulliparous  uterine  arteries  only  by  the 
evidence  of  newly  formed  tissue. 

A  great  deal  more  material  will  have  to  In-  examined  to  place 
the  question  beyond  a  doubt. 

The  uterine  veins  do  undergo  a  change  similai  to  those  of  the 
uterus,  lui t  it  is  less  pronounced,  and  in  consequence  "I'  the  better 
blood  supply  it  is  more  rapidly  carried  out. 
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A  careful  study  of  the  foregoing  findings  allows  one  to  deduce 
certain  facts  that  are  of  great  interest  to  pathologist  as  well 
as  to  the  scientific  obstetrician  and  gynecologist.  There  is 
no  organ  in  the  human  body  which  undergoes  such  a  veritable 
storm  of  tissue  change  as  does  the  uterus  after  pregnancy.  As 
a  direct  consequence,  it  is  equally  true  that  there  is  perhaps  no 
organ  in  the  body  which  affords  such  opportunity  for  the  study 
of  tissue  change. 

It  will  have  been  gathered  from  what  has  been  written  that 
the  uterine  muscle  undergoes  fatty  degeneration  which  begins 
earlier  than  forty-four  hours  after  labor.  The  degeneration  is 
not  uniformly  distributed  throughout  the  uterus  but  exercises 
a  selective  influence  for  which  it  is  impossible  to  assign  a  plausible 
cause.  The  surface  of  the  torn  mucosa  is  one  of  the  first  places 
to  show  the  change,  and  the  muscle  of  the  media  of  the  old  vessels 
which  eventually  totally  disappear  is  early  involved  and  early 
disappears  completely.  But  the  fatty  degeneration  of  the  new 
superfluous  muscular  tissue  in  the  " interarterial  space"  is  a 
later  development.  Hence  my  findings  are  just  the  opposite 
of  those  of  Balin  who  states  that  fatty  degeneration  of  the  arterial 
wall  is  a  late  change.     The  reason  for  this  contention  is  evident. 

That  the  muscularis  of  the  media  in  most  cases  disappears 
completely  has  been  shown  very  frequently,  so  that  Sanger's 
conclusions  as  well  as  those  of  Heschl  are  at  variance  with  mine, 
but  I  most  heartily  support  those  of  Kolliker  who  maintains 
that  some  of  the  muscle  fibers  do  perish.  But  how  he 
came  to  that  conclusion  except  upon  purely  theoretical  grounds, 
it  is  difficult  t<>  realize,  for  it  has  been  impossible  for  me  even 
with  the  latest  methods  of  staining,  etc.,  to  tell  whether,  apart 
from  the  media  of  vessels,  the  uterine  muscle  fibers  perish  or 
simply  reduce  their  size. 

The  fibrous  and  elastic  tissue  of  the  uterine  wall  and  arteries 
undergo  a  hyaline  swelling  and  are  absorbed  in  a  manner  similar 
to  that  of  the  hyaline  core  of  a  corpus  luteum.  Whether  fatty 
changes  enter  here  to  hasten  the  process,  I  doubt  very  much; 
though  it  often  seems  as  though  certain  fibrous  tissue  strands 
contain  cells  filled  with  fat  droplets,  but  it  is  impossible  to 
exclude  certain  isolated  muscle  cells  in  such  bundles. 

If  one  can  draw  from  the  changes  in  the  cervix  conclusions  for 
the  uterine  body,  it  is  certain  that  the  connective  tissues  do  not 
undergo  fatty  degeneration. 

The  arteries  of  the  subplacental  area,  in  fact  all  those  which 
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assisted  in  the  blood  supply  to  the  placenta,  build  an  entirely 
new  vessel  in  the  interior  of  the  old  one.  On  the  other  hand, 
vessels,  upon  which  the  demand  during  pregnancy  was  not  so 
great  as  that  upon  those  supplying  blood  to  the  placenta,  build 
a  new  vessel  in  the  lumen  of  the  old  one  and  incorporate  into 
their  own  wall  as  much  of  the  wall  of  the  old  vessel  as  they  re- 
quire to  complete  their  media.  The  complete  walls  of  the  old 
vessel  in  the  former  class  of  artery  and  the  superfluous  part  of 
the  wall  of  the  old  vessel  in  the  second  class  of  artery  are  in 
normal  involution  completely  absorbed.  But  in  a  very  large 
percentage  of  cases  causes  operate  to  prevent  the  complete 
absorption  of  these  remains  of  the  parent  vessels,  which  had 
hypertrophied  so  during  the  pregnancy. 

One  of  the  most  potent  factors  in  causing  this  lack  of 
tissue  change  preparatory  to  absorption  is  found  in  age  and 
multiparity. 

Therefore  the  uterus  renews  its  system  of  arteries  after  each 
pregnancy ;  some  renew  all  their  walls  sp  that  a  completely  new 
vessel  remains.  In  other  cases  the  renewal  involves  the  intima 
and  elastica  interna  together  with  a  large  or  small  amount  of 
the  media,  depending  upon  wrhether  the  vessel  has  to  greatly  or 
slightly  reduce  its  caliber. 

A  study  of  the  uteri  of  the  parous  women  of  my  series  shows 
that  those  who  bore  children  late  in  their  sexual  life  have  a 
strong  tendency  to  retain  unabsorbed  remains  of  the  hyper- 
trophied vessels  of  their  last  pregnancies.  But  in  young  primi- 
para?  who  are  healthy  and  whose  parturition  and  puerperium 
were  normal  we  should  not  expect  to  find  any  at  all  of  this  resi- 
due, or  at  least  but  the  slightest  trace  of  it.  These  two  last 
statements  may  seem  rather  singular,  in  that  age  should  cause 
such  a  difference,  but  it  is  hard  to  draw  the  line  between  physi- 
ology and  pathology.  I  have  but  to  recall  the  marked  differences 
in  the  vessels  about  an  atrophic  corpus  Luteum  to  find  a  very 
marked  analogy.  Aboul  such  a  corpus  in  the  ovary,  tin-  same 
arterial  changes  take  place  as  in  the  uterus  aftet  pregnancy. 
So  alike  are  the  changes  that  one  is  tempted  to  speak  of  ovula- 
tion ami  the  atrophy  of  the  corpus  luteum  as  a  pregnancy  and 
involution  in  miniature.  Yet  aboul  the  corpus  luteum  in  a 
young  adult,  the  arterial  changes  are  rapid  and  not  a  trace  cri 
the  old  vessel  remains,  whereas  in  an  elderly  adult  the  whole 
ovary  is  tilled  with  unabsorbed  hypertrophic  elastic  tissue  - 
the  remains  of  the  enlarged  vessels  "i  ovulation.     So  that  what 
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would  be  pathological  in  the  ovary  of  a  young  girl  or  woman 
becomes  normal  for  the  woman  advanced   in  her  sexual  life. 

But  there  are  many  causes  which  may  operate  in  causing  the 
uterus  of  the  young  woman  to  resemble  that  of  the  aged.  It 
would  be  impossible  to  enumerate  all  of  these  causes  singly, 
but  they  may  be  put  into  a  single  class,  and  summed  up  in  a 
few  words.  They  are  causes  which,  operating  locally  or  gener- 
ally, reduce  the  regenerative  power  of  the  tissues  and  the  absorp- 
tive power  of  the  body. 

In  this  way  can  all  the  chronic  inflammatory  diseases,  blood 
dyscrasias  (several  notable  cases  of  pernicious  anemia  fall  into 
my  series),  and  possibly  malignant  growths,  modify  the  normal 
complete  involution.  Hence  one  sees  why,  in  the  cases  of  chronic 
tuberculosis  detailed  above,  though  the  patients  were  twentv- 
one,  twenty-seven,  and  thirty-five  years  of  age,  they  had  so 
much  unabsorbed  functionless  products  remaining  in  utero,  and 
why  case  YI  who  had  had  chronic  Bright's  disease  followed 
by  acute  yellow  atrophy  should  present  such  an  intense  degree  of 
incomplete  oxidation  of  tissue.  Such  cases  must  be  looked  upon 
as  abnormal  though  the  same  degree  in  a  woman  of  forty-five 
would  be  hard  to  classify  as  physiological  or  pathological. 

Yet  it  is  possible  to  see  how  age  can  and  does  operate  in  much 
the  same  way  as  a  chronic  disease  in  the  voting.  The  whole 
question  of  tissue  change  resolves  itself  into  one  of  regeneration 
and  degeneration  with  absorption.  It  is  evident  that  as  the 
patient  grows  old  the  body  activities  grow  slower  and  slower. 
Tissue  change  is  carried  out  much  more  slowly  in  the  aged  than 
in  the  young  adult,  and  oxidation  is  less  complete.  So  can 
disease  by  sapping  the  vitality  of  the  young  individual  cause 
a  slowing  and  an  incompleteness  of  the  tissue  changes  similar  if 
not  perhaps  more  marked  than  those  brought  about  by  increase 
in  years. 

Certain  factors  go  hand  in  hand,  and  a  consideration  of  them 
throw  considerable  light  upon  this  difficult  question.  From  a 
careful  study  of  my  specimens  it  is  evident  that  the  more  rapid 
the  involution,  tin;  more  is  it  complete.  It  seems  equally  certain 
that  the  more  rapid  the  reduction  in  the  size  of  t he  uterus  the 
more  complete  are  the  destructive  changes  preparatory  to 
absorption.  Whether  a  direct  dependence  exists  between 
uterine  contraction  and  retraction  on  the  one  hand  and  degen- 
erative tissue  change  and  absorption  on  the  oilier  is  a  question 
which  it  is  quite  impossible  to    answer  with  any  degree  of  cer- 
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tainty.  If  one  can  draw  conclusions  from  analogies  one  must 
assume  that  uterine  contractions  and  retraction  need  not  play 
any  part  whatsoever  in  the  causation  or  rapidity  of  tissue  change. 
That  conclusion  is  forced  upon  us  by  the  similarity  of  the  changes 
in  ovulation  sclerosis,  where  contractions  are  entirely  absent. 

In  all  my  cases,  with  one  exception,  the  uterus  was  a  great 
deal  larger  than  normal.  But  it  is  impossible  to  know  whether 
the  uterine  contractions  were  inhibited  owing  to  the  acute  or 
chronic  disease,  and  that  therefore  the  changes  were  slow  and 
incomplete,  or  whether  the  disease  operated  upon  the  tissue 
changes  only,  causing  them  to  be  imperfectly  carried  out.  and 
as  a  sequence  the  uterus  had  to  remain  large,  or  whether  as 
seems  at  first  more  plausible  the  chronic  disease  makes  itself 
felt  both  upon  the  uterine  musculature  causing  weakening  of 
its  contractions  and  simultaneously  the  same  cause  retards 
tissue  change.  That  the  two  conditions,  enlargement  of  the 
uterus  and  abnormal  absorption  of  funetionless  tissue,  usually 
go  hand  in  hand  is  well  borne  out  in  my  series.  But  that 
they  are  necessarily  associated,  that  there  is  a  relation  of  cause 
and  effect  between  them,  I  think  is  completely  negatived  by 
the  abnormal  amount  of  unoxidized  tissue  remaining  in  Case  IV. 
Yet  that  same  uterus  had  undergone  complete  hyper-involution. 
But  whether  or  not  the  degeneration  is  dependent  upon  uterine 
retraction,  nevertheless  tissue  degeneration  and  uterine  retrac- 
tion are  strongly  influenced  by  disease  of  almost  any  acute  or 
wasting  kind.  So  it  happens  that  in  healthy  individuals  such 
a  destructive  force  is  brought  to  bear  upon  the  tissues  of  the 
uterine  vessels  that  their  walls  slowly  degenerate  and  are  ab- 
sorbed. In  diseased  conditions  and  in  advanced  age  that 
destructive  force,  acting  less  forcibly,  causes  an  irregular  degen 
eration  of  tissue.  In  some  parts  the  tissue  is  as  completely 
destroyed  as  in   normal  young  primiparae,  but   in  other  parts 

that    same   force  destroys   the   highly   developed   muscular   tissue 

but  causes  a  stimulation  of  the  lower  types,  namely  the  elastic 
and   fibrous.     And  the  same  obtains  in  the  regeneration  proc 

esse-..      They    too    are    weakened    by   these    same   eau-.es   so   that 

the  fibrous  and  elastic  elements  are  often  reproduced  where 
the  more  highly  specialized  muscular  tissues  fail  to  reproduce 
themselves,  and  as  the  elastic  tissue  is  a  better  substitute  foi 
muscle  than  is  til  irons  tissue,  and  as  elastic  tissue  tends  to  mult  i 
plj  mote  in  the  young  adult  than  does  fibrous  tissue  (Jon 
Aseholf)   we  find  that   the  elastic  elements  completely  outwa) 
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the  fibrous  elements  in  this  reproduction  under  weakened  ana- 
bolic conditions.  So  it  is  that  age  as  well  as  desease  tends  to 
weaken  this  unknown  force,  whether  uterine  contraction  or 
other,  so  that  destructive  changes  are  less  complete,  causing 
the  highly  specialized  tissue  to  succumb  and  the  less  specialized 
to  hypertrophy,  and  acting  as  a  vicious  circle  the  same  weakened 
condition  causes  lack  of  regeneration  of  the  higher  tissues  and  a 
corresponding  increase  in  the  less  specialized. 

If  the  disease  is  a  more  or  less  acute  one,  periods  of  activity 
and  of  quiescence  may  alternate.  These,  if  of  sufficiently 
long  duration,  that  is,  if  not  too  frequently  repeated,  will  have 
the  influence  upon  the  uterus  of  several  successive  involutions, 
resulting  in  alternations  of  periods  of  cell  destruction  and 
regeneration  on  the  one  hand  and  of  cell  differentiation  on  the 
other.  The  uterus  will  then  show  in  its  vessels,  not  a  single 
step  from  the  large  vessel  of  pregnancy  to  the  small  vessel  of 
complete  involution,  but  a  series  of  vessels  lying  one  within  the 
other. 

Another  point  of  interest  in  the  series  is  the  question  of  the 
development  of  the  so-called  "hyperplastic  intimal  layers" 
found  by  several  authors  in  the  general  circulatory  system,  and 
so  well  described  by  Jores  in  his  monograph  on  "Arteriosclerosis." 
Thomas  and  his  school  contend  that  the  growth  of  hyperplastic 
layers  is  a  result  of  slowing  of  the  blood  stream  and  lowering 
of  blood  pressure.  He  came  to  this  decision,  owing  to  the  increase 
in  the  intima  of  the  fetal  umbilical  vessels,  after  the  placental 
circulation  had  been  cut  off  by  severence  of  the  umbilical  cord. 
Owing  to  the  blood  being  directed  into  new  channels  the  intimal 
layers  increased  to  reduce  the  lumen.  From  this  special  case 
he  made  a  general  application  of  his  theory  that  hyperplastic 
changes  in  the  intima  are  due-  to  the  two  causes  given  above. 

Later  it  was  found  that  such  hyperplastic  intimal  layers 
take  place  throughout  the  general  arterial  system,  and  is  not 
confined,  as  Thomas  thought,  to  the  intrafetal  vessels  coursing 
to  and  from  the  umbilicus.  From  the  fact  that  these  are  found 
generally  throughout  the  body,  from  the  fact  also  that  they  grow 
gradually  more  numerous  from  childhood  on  to  thirty  years  of 
age,  from  the  fact  also  that  they  occur  in  hypertrophied  condi- 
tions, fores  was  led  to  refute  Thomas'  theory  and  to  contend  that 
the  production  of  these  layers  is  an  index  of  hypertrophy  called 
forth  by  the  increasing  blood  pressure  as  the  child  advances  in 
years  to  manhood.      It  has  been  stated  that  main-  of  the  arteries 
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in  the  uterus  at  the  end  of  preganacy  show  the  development 
of  hvperplastic  intimal  layers  where  previously  they  were  absent. 
From  this  it  would  seem  that  the  increased  work  and  pressure 
put  upon  the  arteries  had  called  forth  the  building  of  these  layers 
to  strengthen  the  walls.  This  would  certainly  be  in  accord  with 
the  theory  of  Fuchs  and  Jores.  But  we  also  find  that  in  many 
vessels  which  have  to  reduce  their  lumen  but  slightly  this  is 
brought  about  in  a  manner  that  is  similar  in  every  detail  to  that 
of  building  an  hyperplastic  layer.  Xow  in  such  a  case  the  cause 
of  this  newgrowth  is  certainly  not  an  increase  in  blood  pressure, 
but  is  a  condition  analogous  in  almost  every  circumstance  with 
that  of  the  intrafetal  umbilical  vessels.  In  such  an  uterus  the 
building  of  the  hyperplastic  layer  is  an  endeavor  on  the  part  of 
the  artery  to  reduce  its  caliber  to  the  demands  made  upon  it, 
just  as  Thomas  found  in  the  vessels  of  the  newborn.  My  work 
certainly  seems  to  prove  that  both  Jores  and  Thomas  are  right 
in  their  theories,  and  that  lowered  blood  pressure  and  slowing  of 
the  blood  stream  on  the  one  hand,  as  well  as  high  blood  pressure 
and  increased  work  on  the  other,  may  call  forth  the  same  results. 

It  would  be  impossible  to  lay  too  much  stress  upon  the  un- 
equalled facilities  which  the  puerperal  uterus  offers  for  the 
study  of  the  elastic  tissue. 

So  uniform  are  the  changes  in  the  elastica  interna,  that  one 
can  state  with  the  greatest  certainty  that  the  elastica  interna, 
in  undergoing  degeneration  of  any  kind,  be  it  that  of  prepara- 
tion for  absorption  as  in  the  puerpueral  uterus,  or  that  of  degener- 
ation preparatory  to  calcification,  passes  through  a  series  of 
stages  which  always  bear  the  same  order,  each  successive  one 
in  ing  a  further  step  in  the  degeneration. 

These  steps  in  a  Weigert  and  Van  Gieson  preparation  are  as 
follows: 

The  elastica  begins  to  swell  to  enormous  proportions,  bu1  the 
swelling  in  several  vessels  of  the  same  specimen  is  proportionate 
to  the  thickness  of  the  elastica  when  in  the  normal  state  Coin- 
cident with  the  swelling,  the  fibers  begin  to  lose  their  black  stain 
with  Weigert,  and  become  a  deep  port  wine  red.  At  first  this 
affects  onlj  the  sides  of  the  elastica  interna,  so  that  the 
now  thick  black  band  is  bordered  on  e;ich  side  by  a  hyaline  dark 
red  line.  This  latter  gradually  encroaches  upon  the  black  center 
until  the  whole  is  converted  into  a  red  hyaline  mass  Bu1  the 
sides  always  have  progressed  slightly  farther  in  the  change  than 
lias  the  center,  and  have  grown  paler.     In  the  dark  red  hyaline 
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tissue,  black  dots  and  irregular  wavy  Hues  account  for  the  dark- 
ness of  the  red.  At  times  the  change  of  color  begins  in  the 
center  of  the  fiber  and  causes  the  two  still  black  borders  to  widely 
diverge  from  one  another,  to  perhaps  reunite  a  distance  further 
where  the  elastica  has  not  undergone  degeneration.  The  subse- 
quent stages  ci msist  in  a  gradual  loss  of  staining  properties  even 
with  the  Van  Gieson  stains.  Following  upon  the  dark  red  color, 
the  transition  is  to  a  pale  red  hyaline  tissue,  then  pale  brick  red 
which  fades  into  yellow  and  finally  colorless.  Before  elastica 
interna  can  be  absorbed  it  must  undergo  these  changes.  But 
at  a  certain  stage  of  its  downward  course  its  properties  of  elastic 
tissue  are  lost  for  ever.  That  point  seems  to  lie  between  the 
dark  red  and  the  bright  red  hyaline  tissue. 

Now  wherever  elastica  interna  is  in  a  state  of  unrest,  and  is 
undergoing  degeneration,  these  changes  occur.  Xot  only  does 
this  apply  to  the  puerperal  uterus,  but  also  to  true  arterio- 
sclerosis.  Tores  writes  that  the  first  traces  of  degeneration  in  an 
arterial  wall  begin  about  the  hyperplastic  layers  and,  to  be  more 
exact,  about  the  elastic  lamina-  which  clothe  the  hyperplastic 
intimal  lavers  on  both  sides.  This  degeneration  manifests  itself 
in  fine  fatty  changes  about  the  elastic  tissue.  Examination  of 
such  specimens  when  stained  with  Weigert  and  Van  Gieson 
shows  that  the  area  of  beginning  degeneration  manifests  itself 
as  a  red  area  on  the  outer  or  inner  side  of  the  elastica  interna,  or 
that  it  may  begin  in  the  middle  of  the  interna  and  by  its  swelling 
separate  quite  widely  the  outer  sheaths  of  the  elastica.  This 
dark  red  hyaline  tissue  stains  slightly  with  Sudan  III,  as  do  all 
the  forms  of  atrophic  elastica  interna  which  has  been  described 
in  the  previous  specimens.  This  red  hyaline  tissue  has  been 
described  1>\  many  as  a  growth  of  fibrous  tissue  within  or  outside 
of  the  elastica  interna.  Not  infrequently  beginning  calcifica- 
tion is  seen  in  such  modified  elastica  and  is  generally  the  seat 
of  such  change  in  all  calcifications  of  the  uterus.  Sections  of  Case 
V  present  in  se\  eral  places  a  complete  obliteration  of  the  uterine 
vessels  in  the  inner  third  of  the  uterine  wall.  The  elasl  ica  interna 
in  these  has  nol  been  completely  destroyed  bu1  stains  a  deep 
red,  and  parts  of  the  media  remain.  Yet  in  such  specimens 
calcification  has  gone  on  to  a  marked  degree  involving  the  whole 
of  the  elastica  interna,  but  ceasing  sharply  where  the  elastica 
interna  ceases.  Yet  the  patient  was  only  twenty  nine  years  of 
age. 

Ordinary  elastic  tissue  of  the  media  must  undergo  somewhal 
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similar  changes  when  undergoing  degenerative  changes.  It 
first  becomes  a  dark  red  and  later  a  bright  red,  and  as  such 
becomes  indistinguishable  from  ordinary  hyaline  connective 
tissue. 

Jores,  drawing  his  conclusions  from  purely  theoretical  con- 
siderations, states  that  elastic  tissue  is  produced  from  adult  elas- 
tic tissue  and  from  elastic  tissue  only.  Basing  my  arguments 
upon  my  findings,  I  have  come  to  the  opinion  that  elastic  tissue 
is  not  produced  by  adult  elastic  tissue  but  that  the  latter  must 
revert  somewhat  before  it  can  reproduce  its  kind.  In  other 
words,  adult  elastic  tissue  must  undergo  certain  changes'  before 
it  can  multiply.  If  we  study  an  area  where  elastic  tissue  is 
multiplying  we  find  that  intermixed  with  the  hypertrophic 
fibers,  and  closely  incorporated  with  them  there  is  a  dark  red 
hyaline  tissue  which  advances  before  the  black  Weigert-stained 
fiber  does.  An  artery  which  has  an  interarterial  space  filled 
with  a  pale  red  homogeneous  hyaline  tissue  frequently  begins 
to  be  invaded  by  elastic  tissue.  Under  such  circumstances  one 
sees  an  ill-defined  dark  red  tissue  invading  the  pale  hyaline  tissue. 
This  dark  red  invading  substance  at  first  is  free  from  formed 
elements,  but  farther  from  its  advancing  edges  the  oil  immersion 
reveals  black  points  beginning  to  appear  in  the  matrix.  Still 
further  back  these  dots  give  place  to  larger  bodies  which  finally 
fuse  into  a  black  fiber. 

The  veins  reduce  their  growth  not  by  a  thrombosis  and  canali- 
zation as  was  previously  thought,  but  by  a  development  of  hya- 
line tissue  in  the  wall  of  the  vessel.  This  method  of  reduction  of 
the  lumen  is  wide-spread  throughout  the  uterine  body  and 
cervix,  and  we  have  seen  that  this  provisional  rapid  growth  is 
slowly  replaced  in  the  normal  young  healthy  individuals  by 
muscle  tissue,  but  by  a  more  or  less  wide-spread  substitution 
of  the  muscle  by  elastic  tissue  in  the  oldei  woman  and  in  chronic 
disease. 

i  i  >'.i  I  I  SII  >NS. 

I  In  conclusions  to  be  drawn  from  the  study  of  these  cases 
may  be  concisely  quoted  as  follows: 

i.  That  the  uterus  renews  all  its  arteries  alter  each  preg- 
nane v;  the  renewal  always  consists  in  the  building  of  a  new  \  esse! 
within  the  lumen  of  the  old  one.  In  case  of  a  small  vessel  being 
built   within  one  of  very  large  caliber,  i.e.,  vessels  that  supply 
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the  placenta,  the  new  vessel   will   have   three  completely  new 
coats,  intinia,  media,  and  adventitia. 

In  the  case  of  a  vessel  which  has  to  reduce  its  caliber  but 
slightly,  i.i  ..  ordinarily  vessels  that  do  not  take  part  in  the  placen- 
tal supply,  the  new  vessel  will  build  for  itself  a  new  intima  and 
incorporate  as  much  of  the  media  of  the  old  vessel  as  it  required 
tu  complete  its  wall. 

2.  That  the  walls  of  the  old  vessels,  which  have  become 
superfluous  slowly  undergo  in  normal  cases  destructive  changes 
and  are  completely  absorbed. 

3.  That  under  the  influence  of  advanced  age,  or  chronic 
wasting  or  acute  disease  the  destruction  and  absorption  may 
be  very  incomplete. 

4.  That  the  differences  between  the  parous  and  nulliparous 
uterus  arise  out  of  the  incompleteness  of  destruction  and  ab- 
sorption of  waste  products. 

5.  That  the  parous  uterus  in  a  young  woman  in  healthy  con- 
dition can  return  to  so  resemble  the  virgin  uterus  (micro- 
scopically) as  to  be  indistinguishable  from  it.  This  however  is 
the  exception  and  not  the  rule. 

6.  That  the  changes  in  the  walls  of  the  vessels  of  the  uterus 
are  closely  allied  to  those  about  the  atrophic  corpus  luteum. 

-.  That  disease  either  local  in  the  pelvis  or  general  renders 
the  process  of  involution  much  slower. 

8.  That  acute  disease  may  cause  a  complete  block  in  involution. 

9.  That  alternating  periods  of  exacerbation  and  improvement 
may  cause  conditions  in  the  uterus  resembling  a  series  of  in- 
volutions 

a.  That    the    tissues    tend    to   differentiate    dining   ex- 

!•  1  1 1., it  ion,  owing  to  the  "block  "  in  involution. 

b.  That   they  tend   to  further    involute,    i.e.,    destroy 

and  construcl  during  the  periods  of  improvement, 
owing  to  1  he  raising  of  the  "  block." 
to.  Thai  in  later  years  of  sexual  life  mid  under  the  influence 
ise  the  more  highly  specialized  tissues  have  a  strong  tend 
nil",'    to    in-    replaced    by    the    less  specialized,   i.e.,   muscle  by 
elastic  tissue, 

11.  That  the  arteries  of  the  cervix  undergo  tin-  same  change 
;i-  those  of  t lir  Hi- 

12.  That  the  veins  of  the  uterine  body  and  cervix  an-  every- 
where reduced  by  a  grow  th  of  hyaline  tissue  in  their  walls  and  nol 

.lll/;lt  loll   of  clot 
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13.  That  normally  this  hyaline  growth  is  replaced  by  muscle 
which  later  in  the  case  of  very  large  vessels  becomes  formed  into 
bundles  to  form  new  uterine  muscular  fasciculi. 

14.  That  under  the  influence  of  age  and  disease  this  hyaline 
growth  is  replaced  partly  or  wholly  by  elastic  tissue. 

15.  That  syncytial  cells  play  no  part  whatsoever  in  the  pro- 
duction of  these  venous  changes. 

16.  That  the  large  colorless  masses  found  in  the  mucosa  of 
the  uterus  of  women  who  have  borne  children  are  the  remains 
of  atrophic  elastic  tissue  and  not  the  remains  of  organized  blood 
clot.  » 

17.  That  this  unabsorbed  dead  tissue  may  remain  at  least 
ten  months,  but  probably  very  much  longer  and  is  the  most 
positive  sign  of  a  foregoing  pregnancy. 

18.  That  when  elastic  tissue  of  the  parent  vessel  remains  in 
in,  ro  unabsorbed,  it  becomes  either  atrophic  or  hypertrophic. 
The  latter  unless  disturbed  by  a  subsequent  pregnancy  will 
remain  throughout  the  woman's  life  and  constitute  the  so  called 
sclerosis  of  pregnancy. 

19.  That  this  unabsorbed  hypertrophic  elastic  tissue  may 
arise  from  the  elastica  interna,  or  from  the  elastic  tissue  of  the 
media,  and  adventitia,  or  from  elastic  tissue  invading  the  inter- 
arterial  space,  or  from  all  sources  combined. 

20.  That  elastic  tissue  undergoes  a  fixed  series  of  changes 
when  undergoing  degeneration. 

21.  That  the  muscle  cells  of  the  parent  media  undergo  fatty 
degeneration  at  an  early  date  in  the  process  of  involution. 

22.  That  the  superfluous  cells  of  the  interarterial  space  and 
the  cells  which  replace  the  coagula  in  the  placental  vessels  under- 
go fatty  degeneration. 

23.  That  this  fat  causes  double  polarization  of  a  ray  of  light. 
-'4.    That    the    muscular    cells    of    uterus    and    cervix    undergo 

fatty  degeneration  with  subsequent  slow  absorption  of  the  fat. 

25.  That  tlie  fibrous  tissue*-,  undergo  hyaline  degeneration 
with  slow  absorption  of  this  hyaline  substance. 

26.  That  many  of  the  muscle  fibers  of  the  uterus  disappeai 
completely,  especially  is  this  tine  of  the  media  of  the  large 
arteries. 

27.  That  the  uterine  arteries  and  veins  probably  undergo  a 
slight  reduction  in  their  lumen  in  a  manner  similai  to  thai  of  the 
.11  tei  ies  nf  the  uterine  wall. 
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(From  the  Laboratory  of  Gynecological  Pathology,  University  of  Pennsylvania.) 
With  three  illustrations.) 

This  tumor  has  been  referred  to  under  numerous  names,  as 
struma  ovarianis,  struma  thyreoidea  ovarii  aberatta,  thyroid 
tumor  of  the  ovary,  etc.  Teratoma  strumosum  thyreoideale 
ovarii  seems  to  be  the  most  fitting,  as  this  term  definitely  de- 
scribes the  classification  of  the  tumor  and,  to  a  certain  extent, 
explains  its  histology.  Seven  years  ago  Gottschalk  called  atten- 
tion to  a  malignant  ovarian  tumor  which  he  named  folliculoma 
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malignum  ovarii.  He  believed  that  the  tumor  originated  from 
a  primordial  follicle.  Kretschmar  soon  followed  with  a  report 
of  a  similar  tumor,  but  considered  it  an  endothelioma. 

Five  theories  as  to  the  possible  origin  of  the  teratoma  strumo- 
sum  thyreoideale  ovarii  have  been  advanced. 

i.  That  they  were  metastatic  from  a  primary  cancer  of  the 
thyroid  gland.  This  theory  is  not  tenable  because  no  cancer  has 
been  present  in  the  thyroid  gland  and  because  of  the  well-known 
fact  that  thyroid  cancers  usually  give  metastasis  to  the  bones. 

2.  That  the  teratoma  strumosum  thyreoideale  ovarii  is  a 
secondary  growth  from  a  normal  thyroid  gland  or  a  .simple 
goitre.  This  theory  w7as  doubtless  formulated  on  account  of  the 
histological  appearance  of  the  tumor  and  because  of  the  fact  that 
a  certain  proportion  of  the  cases  presented  clinical  evidence  of 
struma  of  the  neck. 

3.  Theory  advanced  by  Kretschmar,  that  the  tumor  was  an 
Endothelioma. 

4.  That  it  was  a  peculiar  colloid  degeneration  of  an  ordinary 
adenoma  of  the  ovary. 

5.  That  it  was  a  teratoma. 

Pick  pointed  out  that  these  tumors  were  simply  ovarian  em- 
bryomata  in  which  there  was  a  predominance  of  thyroid  gland 
tissue.  Since  then  other  observers  have  studied  these  neoplasms, 
and  Pick's  conclusions  have  been  confirmed. 

According  to  Frank,  there  are  but  twelve  positive  cases  of 
teratoma  strumosum  thyroideale  ovarii  on  record.  Anspach's 
case  should,  however,  be  added  to  this  list.  In  the  laboratory 
of  gynecological  pathology  at  the  University  of  Pennsylvania, 
we  have  had  two  cases  occurring  among  2,300  gynecological 
specimens  which  represent  about  7,000  gynecological  patients. 
<  >ne  hundred  and  forty  of  these  patients  suffered  from  ovarian 
tumors. 

The  etiologj  of  this  tumor  is  somewhat  obscure.  Whether 
they  originate  from  ectopic  blastomeres  or  from  fertilized  polar 
bodies,  has  not  been  definitely  determined.  They  usually  con 
tain  tissue  from  all  three  germinal  layers 

Viewing  tin-  tumor  from  the  clinical  aspect,  the  patients  varj 
from  twent)  one  to  fifty-seven  years  of  age.  Ascites  is  often 
present.  The  tumors  are  of  rapid  growth  and  give  symptoms 
similar  to  other  malignant  ovarian  neoplasms.  Adhesions  are  of 
frequent  occurrence  and  as  a  result  pain  is  often  a  prominent 
symptom.     In  a  certain  proportion  of  cases  menstrual  irregulari- 
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ties  are  present.     The  tumor  seems  to  attack  primiparas  and 
nulliparas  with  equal  frequency. 

In  none  of  the  cases  on  record  has  the  tumor  been  bilateral. 
Bilateral  embryomata  are,  however,  frequent;  and  if  it  were 
possible  to  collect  a  large  series  of  teratoma  strumosum  thyreoi- 
deale  ovarii,  no  doubt  some  bilateral  tumors  would    be   found. 


Fig.  i. — Teratoma  Strumosum  Thyreoideale  Ovarii.  A  section  from  the  lateral 
surface  of  the  neoplasm  to  show  the  i  haracter  of  its  contents.  A  is  the  external 
surface  which  is  grayish-white  and  glistening  in  appearance.  B  is  the  cystic 
cavity,  partially  lineil  by  skin  from  which  a  fi  growing,  and  which  was 

filled  with  buttery  material.     CC   are   sections  of   thyroid   tissue.     D  is  another 
lobule  of  thyroid  tissue. 


In  four  of  the  thirteen  recorded  cases,  an  enlargement  of  the 
thyroid  gland  was  present.  Although  the  tumor  is  undoubtedly 
malignant,    the    percentage   of   ultimate   cures   is   considerably 

greater  than  in  the  case  of  carcinoma  of  the  ovary.  Of  the 
thirteen  authentic  cases,  one  died  two  years  after  operation  of  a 
recurrence.  Four  were  well  two  years  or  more  after  operation. 
In  two  cases,  the  report  was  made  shortly  after  the  operation, 
and  in  four  cases  the  after-result  is  not  mentioned  in  the  report. 
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In  common  with  most  ovarian  tumors,  the  recurrence,  when  it 
takes  place,  is  usually  local  and  is  similar  in  histological  character 
to  the  original  tumor.  These  tumors  being  of  a  very  rapid 
growth,  recurrence  is  likely  to  take  place  in  less  than  two  years. 
Thyroid  tumors  of  the  ovary  vary  considerably  in  size;  being 
embryomata,  and  hence  having  a  congenital  origin,  there  is  no 
reason  that  such  neoplasms  of  extremely  small  size  should  not 
be  found.     Simple  embryomata  (frequently  improperly   desig- 
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Fig.  2. — A  is  the  capsule  which  is  composed  of  fibrous  connective  tissue,  at 
B  is  an  outgrowth  of  fibrous  connective  tissue  penetrating  into  the  tumor  sub- 
stance. These  outgrowths  of  fibrous  connective  tissue  make  up  the  septa  which 
can  be  seen  running  through  the  tumor  even  in  the  gross  specimen.  C  is  the 
stroma  composed  of  loosely  arranged  bundles  of  fibrous  connective  tissue.  The 
stroma  is  rich  in  blood-vessels;  at  D  one  of  the  acini  is  dilated  and  contains  colloid 
material,  epithelial  debris,  and  degenerated  red  blood-corpuscles;  it  is  Lined  bj 
cuboidal  epithelia.  The  acini  vary  considerably  in  size.  The  greater  number 
i  ontain  colloid  materia],  although  a  few  are  empty,  as  at  E. 

nated  as  dermoid  cysts)  may  appear  in  the  fetus.  The  recorded 
thyroid  tumors  of  the  ovary  vary  from  about  eight  to  eighteen 
cm.  in  diameter.  The  surface  is  usually  whitish,  grayish,  or 
pinkish  in  color,  and  is  frequently  men'  or  less  covered  with  ad- 
hesions. The  capsule  is  composed  of  dense  connective  tissue 
which  varies  from  a  few  mm.  to  .5  cm.  in  thickness.  The  tumor 
may  be  solid,  as  in  Kretschmar's  case,  or  comparatively  cystic  as 
in  A.nspach's  case.  The  diagnosis  must,  however,  depend  on 
the  amount  of  thyroid  tissue  present.  Ii  is  not  uncommon  to 
find  a  small  area  of  thyroid  tissue  in  simple  embryomata.  In  a 
careful    Study  of  twenty  one   so  called   dermoids,   Pick   was  able 


N0RRIS:    TERATOMA    STR.UMOSUM    THYREOIDEALE    OVARII.         989 

to  demonstrate  thyroid  tissue  in  six.  This  is  undoubtedly  a 
very  high  proportion  in  which  to  find  thyroid  tissue,  but  the  fact 
that  it  not  infrequently  is  present  in  small  amounts,  is  well 
known.  The  thyroid  tissue  should  predominate  before  a  diag- 
nosis of  teratoma  strumcsum  thyreoideale  should  be  made. 
Occasionally  these  tumors  are  multilocular,  but  the  greater 
number  are  unilocular.  The  amount  of  cystic  space  is  small 
compared  with  the  size  of  the  tumor.  Under  the  microscope, 
the  various  elements  derived  from  any  or  all  of  the  three  germinal 
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Fig  Malignant    area  in  tumor.      A  Capsule.     B  Thyroid   tissue.     M.any 

of  the  acini  contain  colloid  material.  The  investing  epithelium  consists  of  a  single 
layer  of  cuboidal  cells.  At  C  the  thyroid  tissue  is  penetrated  by  the  carcinoma. 
The  cancer  cells  vary  greatly  in  shape,  size  and  staining  properties.  Penetration 
of  the  basement  membrane  has  taken  place  at  one  or  two  points.  Reduplication 
of  the  epithelium  is  also  present.  The  advancing  border  of  the  carcinoma  is  sur- 
rounded by  a  border  of  acute  inflammator)  reai  tion.  The  chief  diagnostic  feature 
is  the  deep  staining  of  the  cancer  cells  and  their  marked  irregularity  in  size. 

layers,  may  be  present.  The  most  frequent  tissues  found  are 
skin,  sweat  gland,  hair  follicles,  bone,  and  teeth.  The  thyroid 
tissue  may  be  identical  to  the  normal  throid  or,  as  in  our  own  and 
in  Uliska-Stroganowa's  ease,  the  thyroid  tissue  may  show  a 
distinct  adenomatous  character.  Many  of  the  acini  contain 
colloid  material,  degenerated  epithelium  and  red  blood  cells. 
In  some  eases  the  malignanl  character  of  the  tumor  can  be 
easily  determined  by  the  microscope.  Iii  others  clinically 
malignanl  symptoms  ha1  i  bei  a  present,  although  the  histological 
picture  in  the  primary  tumor  has  been  that  of  a  normal  thyroid 
gland  or  benign  adenoma.  It  should  be  born  in  mind  that  it  is 
practically   impossible  to  cut  an  entire  tumor  for  microscopic 


990         NORRIS:    TERATOMA    STRUMOSUM    THYREOIDEALE    OVARII. 

examination  and  that  relatively  only  a  very  small  part  of  any 
given  tumor  can  be  examined  histologically;  for  this  reason  it  is 
not  at  all  improbable  that  a  small  malignant  area  may  have  been 
overlooked  in  those  cases  which  were  microscopically  benign 
tumors,  but  which  gave  clinical  symptoms  of  malignancy,  such 
as  recurrence,  etc.  The  author  is  inclined  to  the  belief  that  the 
malignancy  of  the  tumor  can  be  definitely  determined  by  the 
microscope  if  a  careful  examination  be  made.  It  is  well,  how- 
ever, in  all  cases  of  teratoma  strumosum  thyreoideale  ovarii, 
to  give  a  guarded  prognosis.  The  actual  proportion  of  ultimate 
cures  in  these  cases  is  difficult  to  determine,  owing  to  the  scanty 
literature  on  the  subject.  Both  cases  from  our  laboratory  are 
free  from  recurrence  to  date.  The  first  (Anspach's  case)  has 
been  free  from  recurrence  for  six  years  while  the  second  case  was 
only  operated  on  six  months  ago.  Frank  has  recently  collected 
data  from  nearly  all  of  the  authentic  cases  on  record.  I  have 
quoted  freely  from  his  excellent  article  to  which  the  reader  is 
referred  for  a  more  critical  study  of  the  case. 

REPORT    OF    A    CASE    OF    TERATOMA    STRUMOSUM    THYREOIDEALE 
OVARII. 

Gvn.  No.  2900.     Age  fifty-one. 

Marital  History. — Married  thirty-two  years,  two  miscarriages 
and  two  children.     The  youngest  child  is  twenty-six  years  of  age. 

Menstrual  History. — Regular  up  to  two  years  ago.  Since  then 
every  two  to  five  weeks.     Last  period  four  weeks  ago. 

History  oj  Present  Illness.  The  chief  symptom  is  irregular 
bleeding.  Two  years  ago,  the  menstrual  periods  became  ir- 
regular and  since  then  have  been  getting  progressively  worse. 
Sometimes  the  bleeding  occurs  two  or  even  three  times  a  month 
and  at  other  times  there  are  intervals  of  freedom  from  hemor- 
rhage lasting  five  weeks.  As  a  rule,  however,  the  bleedings  oc- 
cur about  twice  a  month.  The  bleeding  lasts  From  two  days  to 
two  weeks.  The  last  hemorrhage  lasted  four  days,  I  lie  bleed- 
ing is,  as  a  rule,  profuse,  bright  blood  being  passed,  but  no  clots. 
A  moderate  amount  <>i  yellowish  leukorrhea  has  been  present  for 
a  year  or  more.  The  patient  sleeps  well.  She  has  occasional 
Frontal  headaches  and  slight  Frequency  of  micturition. 

/ //,  general  physical  and  abdominal  examinations  were 
negative. 

examination    revealed  a  cystocele  and  rectocele,   and 
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a  medium-sized  ovarian  tumor  apparently  springing  from  the 
right  side. 

Operation. — April  19,  1909,  by  Dr.  John  G.  Clark. 

After  a  median  incision  had  been  made,  the  diagnosis  of 
ovarian  cyst  was  confirmed.  The  usual  salpingo-oophoro- 
cystectomy  was  performed,  and  the  appendix  which  was  slightly 
adherent  was  removed.  The  abdomen  was  closed  by  the  usual 
layer  method,  and  the  cystocele  and  rectocele  were  repaired. 

The  patient  made  a  normal  convalescence  and  was  discharged, 
cured,  two  weeks  after  operation. 

PATHOLOGICAL    REPORT. 

Macroscopic  Description. — The  specimen  consists  of  the  right 
tube,  an  ovarian  tumor,  and  the  vermiform  appendix. 

Right  tube  measures  S  cm.  in  length,  and  is  entirely  normal 
except  for  a  small  supernumerary  abdominal  ostium,  situated 
on  the  dorsum  of  the  tube,   i  cm.  from  the  distal  extremity. 

Right  ovary  has  been  converted  into  a  rounded  semi-cystic 
tumor  which  measures  iS  cm.  in  diameter.  The  surface  pre- 
sents a  few  adhesions.  It  is  grayish-white  in  color,  and  here 
and  there  contains  pinkish  areas  due  to  the  congestion  of  numer- 
ous blood-vessels  and  capillaries.  The  surface  is  glistening  in 
appearance  and  not  unlike  the  tunica  albuginea  of  the  normal 
ovary.  At  one  point  a  small  recently  ruptured  Graafian  follicle 
is  present.  On  section,  the  tumor  is  found  to  contain  a  single 
cystic  space  which  makes  up  about  one-half  of  the  bulk  of  the 
entire  neoplasm.  This  contains  thin  buttery-like  material  in- 
termingled with  which  are  a  few  short  curly  dark  hairs.  The 
capsule  which  surrounds  the  tumor  is  a  tough  leathery  membrane, 
varying  in  thickness  from  two  to  live  mm.  About  one-half  the 
cvst  is  lined  with  skin  from  which  a  few  sparse  hairs  are  seen 
springing.  The  portion  of  tin-  loculous  which  is  lined  by  skin 
".mis  to  the  solid  portion  of  the  tumor.  On  section 
through  the  latter,  this  is  seen  to  consist  of  a  dark  reddish-brown 
which  is  somewhat  translucent  in  appearance.  This 
tissue  is  made  up  of  closely  packed  small  cystic  spates  which 
present  a  somewhat  honeycomb  like  appearance.  These  cystic 
spaces  vary  from  microscopic  in  size  to  2  mm.  in  diameter. 
They  contain  a  viscid,  translucent,  reddish-brown  material. 
This  tisane  is  quite  soil  ami  very  vascular.  Areas  of  hemor- 
rhage and  fibrous  overgrowths  of  the  grayish-white  intercystic 
tissue  can  be  seen  a1  s.nue  points.     This  type  of  tissue  m 
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the  entire  solid  portion  of  the  tumor  with  the  exception  of  the 
capsule  and  a  thin  septum  of  fibrous  connective  tissue  which 
separates  it  from  the  above  described  cystic  cavity. 

Vermiform  appendix.  Measures  6.5  cm.  in  length.  With  the 
exception  of  a  few  surface  adhesions,  it  presents  no  gross  lesions. 

HISTOLOGICAL    DESCRIPTION. 

Right  tube  is  normal. 

Ovarian  Tumor. — The  capsule  is  composed  of  dense  fibrous 
connective  tissue.  It  is  poor  in  blood-vessels.  The  dark  red- 
dish solid  part  of  the  tumor,  mentioned  in  the  macroscopic  de- 
scription, consists  of  numerous  acini.  These  are  lined  by  a 
single  layer  of  cuboidal  epithelium  which  rests  upon  a  basement 
membrane.  This  epithelium  possesses  a  distinct  cell  outline. 
The  protoplasm  is  finely  granular.  The  neuclei  are  central  or 
slightly  basal  in  location  and  stain  well  with  hematoxylin.  The 
acini  contain  colloid  material  which  stains  pink  with  eosin. 
Epithelial  debris  and  degenerated  red  blood-corpuscles,  and  at 
some  points  a  few  leukocytes,  are  also  present.  The  stroma, 
which  is  fairly  abundant,  is  made  up  of  loosely  arranged  connec- 
tive tissue.  Numerous  congested  blood-vessels,  some  of  which 
are  of  unusual  size,  are  present.  Small  capillaries  can  often  be 
detected  surrounding  the  ascini.  This  tissue  is  identical  to  the 
tissue  of  the  normal  thyroid  gland.  Other  areas  show  the  indis- 
tinct acini  dilated;  in  these  the  epithelium  is  noticeably  ilattened 
and  the  cell  outlines  less  distinct.  These  fields  suggest  and  in- 
deed could  not  be  distinguished  from  an  ordinary  colloid  adenoma 
of  the  thvroid  gland.  .Still  other  areas  present  undoubted 
evidence  of  malignancy.  At  the  latter  [joints  the  acini  are 
very  variable  in  size.  The  epithelium  is  reduplicated,  two, 
three,  and  even  four  layers  being  present.  The  cells  vary  in 
size,  shape  and  staining  properties.  At  some  points,  the  epithe- 
lium can  be  seen  breaking  through  the  basement  membrane,  and 
here  and  there  small  clusters  or  isolated  epithelial  cells  are 
present  in  the  stroma.  The  thyroid  character  of  the  tissue  is, 
however,  still  more  or  less  preserved.  Surrounding  the  malig- 
nant area,  is  a  well-defined  zone  of  acute  inflammatory  reaction, 
characterized  by  an  infiltration  of  serum  and  polymorpho- 
nuclear leukocytes.  Between  the  thyroid  tissue  and  cystic 
cavity,  noted  in  the'macroscopic  description,  and  lining  the  latter, 
is  a  thin  layer  of  skin  covered  by  stratified  squamous  epithelium 
and  containing  sweal  glands  and  hair  follicles. 
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Vermiform  Appendix. — Beyond  a  few  vascular  adhesions,  the 
organ  is  normal. 

Pathological  Diagnosis. — Xormal  tube  (supernumerary  abdomi- 
nal ostium).  Teratoma  strumosum  thyreoideale  ovarii  (present- 
ing in  some  areas  a  distinct  malignant  change) .     Periappendicitis. 

The  prognosis,  as  far  as  can  be  judged  from  the  pathological 
examination,  should  be  favorable  for  ultimate  cure,  as  the  malig- 
nant area  is  encapsulated  and  does  not  penetrate  the  capsule  of 
the  tumor,  nor  are  any  malignant  areas  found  in  the  pedicle. 
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APPENDICITIS    COMPLICATING    PREGNANCY,    LABOR, 
AND  THE  PUERPERIUM. 

BY 
PALMER  FINDLEY,  M    D., 

Professor  of  Gynecology,  College  of  Medicine,  State  University  of  Nel 
(With  two  illustrations.) 

We  note  with  interest  that  Edebohls,  in  his  "Review  of  the 
History  and  Literature  of  Appendicitis,"  ref<  rs  to  a  case  recorded 
by  Mestivier  in  175'),  in  which  a  woman  in  the  eighth  month  ol 
gestation  suffered  an  attack  of  appendicitis.  This  record,  how- 
ever, is  not  verified. 

The  first  authentic  record  of  appendicitis  complicating  preg 
nancy   appeared    in    the    Lancet,    vol     ii,    page   381,    1848.     The 
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case  was  reported  by  Hancock  before  the  Clinical  Society  of 
London  in  1848.  Hancock  drained  an  appendicial  abscess  in 
the  fifth  month  of  pregnancy,  seven  days  after  miscarriage. 
Recovery  followed  the  operation. 

It  was  not  until  some  time  after  Fitz,  in  1886,  substituted  the 
term  appendicitis  for  typhilitis  and  perityphlitis,  that  cases  of 
appendicitis  complicating  pregnancy  were  recorded.  Credit  is 
due  Paul  F.  Munde  for  the  awakening  of  interest  in  the  subject. 
His  report  of  three  cases  (N.  Y.  Medical  Record,  Dec.  i,  1894; 
Oct.  26,  1895,  and  March  23,  1895)  brought  the  profession  to  a 
realization  of  the  importance  of  the  subject,  and  from  that 
time  to  the  present  cases  have  been  reported  with  increasing 
frequency. 

The  second  noteworthy  contribution  to  appear  was  that  of  R. 
Abrahams  (Amer.  Jour.  Obst.,  Feb.,  1S97),  in  which  twelve 
case  records  were  added  to  the  three  of  Munde,  and  valuable 
clinical  deductions  were  drawn. 

In  reviewing  the  literature,  I  find  a  rather  striking  uniformity 
of  ideas  as  expressed  by  various  authors.  We  may  say  that  the 
later  writers  are  in  great  measure  in  accord  with  the  views 
expressed  by  Munde  and  Abrahams. 

In  the  past  eighteen  months,  I  have  had  seven  cases  of  appen- 
dicitis complicating  pregnancy,  labor,  and  the  puerperium. 
Following  is  a  brief  record  of  these  cases: 

Case  I. — Mrs.  A.,  age  forty-two,  Ylll-para,  experienced  a 
mild  attack  of  appendicitis  last  summer.  Since  that  time  she 
has  complained  of  tenderness  in  the  region  of  the  appendix 

1  saw  her  April  25,  in  consultation  with  Dr.  Byers,  of  Xick- 
erson,  Nebr.  She  was  then  in  the  third  month  of  gestation,  and 
had  been  vomiting  persistently  fur  three  weeks,  during  which 
time  she  was  unable  to  retain  nourishment.  Then-  was  tenderness 
and  muscular  rigidity  over  the  appendix,  obstipation,  and  general 
abdominal  pains.  Her  pulse  was  rapid  and  weak,  and  through- 
out tlie  lungs  were  coarse  bronchial  rales.  Relief  seemed  impera 
tive  and,  accordingly,  I  removed  a  thickened  adherent  appendix 
in  the  subacute  stage  of  inflammation.  Following  the  appendec- 
tomy, 1  emptied  the  uterus.  I  was  assisted  in  this  operation  by 
Dr.  livers  and  Dr.  Smith.  The  patient  took  the  anesthetic 
badly.  Within  two  hours  of  tin-  completion  of  the  operation, 
the  bronchial  rales  were  greatly  exaggerated,  the  breathing  rapid, 
the  pulse-  rapid  and  weak,  and  death  ensued  at  the  end  of  forty- 
eight  hours.  Death  was  ascribed  to  exhaustion  and  to  broncho 
pneumonia. 

Cam:  11.  Mis.  B.,  age  twenty-seven,  married  one  year,  o-para, 
last   menstruation  April,  1909.     The  ease  was  seen  in  consults 
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tion  with  Dr.  Dent,  of  North  Platte,  Nebr.  There  was  an  indefi- 
nite history  of  a  mild  attaek  of  appendicitis  in  June,  and  again 
in  August  of  1908.  October  13,  1908,  when  in  the  sixth  month  of 
gestation,  she  suffered  a  sharp  attack  of  appendicitis,  and  three 
days  later  a  spontaneous  abortion  occurred.  This  was  immedi- 
ately followed  by  increased  pain  and  tenderness  over  the  appendix. 
The  pain  spread  throughout  the  abdomen.  Abdominal  disten- 
tion, muscular  rigidity,  nausea,  obstipation,  rise  in  temperature 
and  pulse  rate  gave  evidence  of  a  general  peritoneal  involvement. 
Such  was  her  condition  when  I  saw  her  three  days  after  the  mis- 
carriage. Assisted  by  Dr.  Dent  and  Dr.  Quigley,  I  established 
free  drainage  of  an  appendicial  abscess  through  an  incision  in  the 
right  iliac  region. 

Following  the  operation,  there  was  temporary  improvement. 
The  temperature  declined,  vomiting  ceased,  the  bowels  moved, 
and  the  drainage  was  free.  Death  occurred  October  23 — the 
result  of  a  general  suppurative  peritonitis. 

Cam:  III. — Mrs.  P.,  age  thirty-six,  Y-para.  There  was  a  history 
of  five  attacks  of  appendicitis  in  the  year  preceding  the  present 
pregnancy.  When  first  seen  she  was  in  the  fifth  month  of  gesta- 
tion. She  had  lost  large  quantities  of  blood  from  the  uterus 
in  the  past  few  days,  and  was  suffering  excruciating  pain  in  the 
region  of  the  appendix.  There  was  no  temperature.  With  the 
assistance  of  Dr.  Bisgard,  of  Harlan,  and  Dr.  Findley,  of  Sac 
City,  Iowa,  I  evacuated  the  uterus.  A  rather  severe  attack  of 
appendicitis  followed  on  the  second  day,  but  speedily  subsided 
under  the  care  of  her  family  physician,  Doctor  Bisgard.  April 
27,  1909,  she  enured  the  Clarkson  Hospital  for  the  purpose  of 
having  the  appendix  removed;  having  just  recovered  from  an- 
other  sharp  attack  of  appendicitis.  The  appendix  was  found 
adherent  to  the  cecum  and  contained  pus.  The  uterus  and 
appendages  were  normal.     Recovery  followed. 

Cam:  I\  Mrs.  B.,  age  twenty-three,  o-para,  married  three 
months.  Las1  menstruation  six  weeks  prior  to  my  consultation 
with  Dr.  Brown,  of  Lewis,  Iowa,  and  Dr.  Jones,  of  Griswold,  Iowa. 
A  tender,  fluctuating  mass,  the  si/e  of  a  large  orange,  was  found 
in  the  right  iliac  region.  The  uterus  was  somewhat  enlarged  and 
soft.  On  tlie  following  day  an  appendicial  abscess  was  drained 
through  an  abdominal  incision,  and  three  days  latei  a  blood 
mole  was  expelled  from  the  uterus.  When  a  child  she  had  had 
an  attack  of  appendicitis,  and  from  time  to  time  she  had  suffered 
pain  in  the  tight  side.     An  uneventful  recovery  followed. 

CASE  V.  Mrs.  X.,  age  twent)  eight,  I  para.  Referred  by 
Dr.  Hulle,  of  Griswold,  Iowa.  There  was  a  history  of  previous 
appendicial  attacks  of  a  mild  character.  Three  months  before 
operation  she  gave  birth  to  a  living  child  and  three  days  latei 
then-  was  an  acute  onset  of  appendicitis  which  ran  a  protracted 
course.  Six  weeks  later,  I  removed  the  appendix,  the  lip  of 
which  was  found  adherent  to  the  fundus  of  the  uterus.  (See 
accompanying  figure.)     Recovery  followed. 


li'.u; 
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Case  VI. — Mrs.  S.,  age  twenty-seven,  Ill-para.  Case  seen 
with  Doctors  Baldwin  and  Alliband,  of  Elliott,  Iowa.  Patient 
gave  a  history  of  several  previous  attacks  of  appendicitis.  In 
her  three  labors  she  suffered  severe  pain  in  the  region  of  the 
appendix  and  this  pain  continued  for  some  days  after  child-birth. 
At  midnight,  February  11,  1908,  she  suffered  very  severe  pain, 
which  she  thought  to  be  labor  pains,  she  then  being  within  a  few 
davs  of  full  term.     Dr.  Baldwin  saw  the  case  on  the  following 


Fig.  1. — Appendix  adherent  to  fundus  of  uterus  and  right  Fallopian  tube. 


morning.  Within  tw<>  days  the  tenderness  involved  the  entire 
abdomen  there  was  vomiting,  obstipation,  temperature  [02.50 
!•'.,  pulse  ii".  It  was  at  this  time  that  1  saw  her  and  believed 
her  tn  be  in  a  dying  condition.  There  were  all  the  clinical 
evidences  of  a  general  suppurative  peritonitis  together  with  a 
full  term  <\<.\u\  fetus  in  /</,;.'.  No  operation  was  attempted, 
and  the  patient  died  in  a  few  hours. 

The  postmortem  disclosed  a   general  suppurative  peritonitis 
which  had  emanated  from  a  gangrenous  appendix.     There  were 


FINDLEV:    APPENDICITIS    COMPLICATING    PREGNANCY.  997 

no  evidences  of  uterine  contractions,  the  dead  child  remaining 
in  utero. 

VII. — Mrs.  K.,  age  twenty-seven,  o-para,  had  suffered 
from  several  mild  attacks  of  appendicitis,  and  throughout  her 
present  pregnancy  there  was  more  or  less  discomfort  about  the 
appendix.  During  labor,  which  occurred  April  20,  1909,  she 
suffered  intense  pain  over  the  appendix,  and  two  days  after  a 
normal  delivery  there  was  a  rise  of  temperature  to  101°  F.,  with 
increased  pain  and  muscular  rigidity  over  the  appendix.  This 
subsided  within  three  days. 

The  patient  is  advised  to  submit  to  an  appendectomy  soon 
after  the  end  of  the  puerperium. 

These  cases  emphasize  several  points  of  interest: 

1.  In  all  of  the  seven  cases  there  had  been  previous  attacks  of 
appendicitis. 

2.  In  five  of  the  seven  cases  the  attack  of  appendicitis  preceded 
the  uterine  contractions,  and  in  each  instance  the  miscarriage 
or  labor  was  followed  by  rapid  development  of  the  symptoms 
referable  to  the  appendix. 

3.  In  Cases  II  and  VI  there  was  a  gangrenous  appendix 
with  abscess  formation  which  rapidly  spread  to  the  general  peri- 
toneal cavity  and  resulted  fatally. 

4.  In  Cases  IV  and  VI  the  fetus  was  dead  in  utero.  In  Case 
VI  a  blood  mole  was  expelled  three  days  after  drainage  of  an 
abscess. 

5.  Of  the  seven  cases,  two  died  from  septic  peritonitis,  and  one 
from  bronchopneumonia.  One  recovered  after  abscess  forma- 
tion, two  recovered  after  sharp  attacks  with  pus  confined  to  the 
appendix,  and  one  altera  recurrent  attack  of  thecatarrhal  variety. 
Death  occurred  in  three  of  the  seven  cases — a  mortality  of  43  per 
cent.  Of  the  three  cases  resulting  fatally,  one  was  not  operated, 
making  the  mortality  in  the  cases  operated  33.3  per  cent. 

We  do  not  find  unanimity  of  opinion  as  to  the  causal  relation 
of  pregnancy  to  appendicitis.  Halawacek  affirms  that  pregnancy 
may  incite  a  primary  attack  of  appendicitis,  while  Fraenkel, 
together  with  the  majority  of  writers  on  the  subject,  states  that 
pregnancy  exerts  little,  if  any,  influence  upon  the  normal  appen- 
dix that  could  bring  about  an  inflammatory  attack.  All  agree 
that  a  recurrent  attack  may  be  precipitated  through  the  influence 
of  pregnancy,  labor,  and  the  puerperium. 

That  primary  attacks  do  occur  in  pregnant  women  is  not 
strange,  for  it  is  in  the  child  bearing  period  that  appendicitis 
occurs  with  greatest  frequency. 

Where  one  or  more  attacks  of  appendicitis  have  occurred  prior 
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to  pregnancy  or  early  in  the  course  of  pregnancy,  there  is  great 
liability  of  a  recurring  attack  in  the  course  of  the  pregnancy  or 
in  the  puerperium.  Several  factors  conspire  to  bring  about  this 
event.  There  is  an  increased  vascular  engorgement  of  the  appen- 
dix; the  toxemias  of  pregnancy  and  the  frequent  accompani- 
ment of  constipation  tend  to  excite  an  acute  attack  in  a  pre- 
viously diseased  appendix;  in  the  early  months  of  pregnancy  and 
in  the  puerperium  the  cecum  and  appendix  are  crowded  upon 
by  the  enlarged  uterus  and  finally  where  adhesions  have  pre- 
viously formed  between  the  appendix  and  the  uterus  or  its  ap- 
pendages, there  is  great  liability  of  exciting  an  acute  attack  and 
of  bringing  on  uterine  contractions. 

It  is  reasonable  to  assume  that  appendicitis  occurs  more  fre- 
quently in  relation  to  pregnancy  and  the  puerperium  than  we 
have  known  because  the  mild  attacks  may  be  interpreted  as 
discomforts  incident  to  pregnancy,  and  the  more  severe  attacks 
arising  in  the  puerperium  are  doubtless  often  confounded  with 
puerperal  infection  of  the  uterus  and  its  appendages. 

Effect  of  Appendicitis  on  the  Course  of  Pregnancy. — Having 
considered  the  effect  of  pregnancy  upon  the  origin  and  course  of 
appendicitis,  we  inquire  into  the  effect  of  appendicitis  upon  the 
course  of  pregnancy.  Briefly  stated,  we  find  that  mild  attacks 
of  appendicitis  do  not  alter  the  course  of  pregnancy.  In  severe 
cases  the  rule  is  that  pregnancy  is  interrupted  and  often  with  the 
result  that  the  infection  in  and  about  the  appendix  extends  to 
the  general  peritoneum,  to  the  uterus  and  its  appendages,  and 
possibly  to  the  fetus. 

Boije  cites  eighteen  cases  of  catarrhal  appendicitis  compli- 
cating pregnancy,  and  in  none  of  these  was  pregnancy  inter- 
rupted. Where  pregnancy  is  interrupted  the  fetal  mortality  is 
high.  The  death  of  the  fetus  is  ascribed  to  nonviability,  toxe- 
mia, and  septicemia.  These  factors  explain  death  in  utero  and 
after  birth.  Hence  it  follows  that  the  earlier  the  delivery  in  the 
course  of  a  severe  attack  of  appendicitis,  the  better  the  chances 
for  living  in  a  viable  child. 

Long-existing  adhesions  developing  from  a  previous  attack  of 
appendicitis  may  incarcerate  a  pregnant  uterus  in  the  pelvis 
and  lead  to  abortion  in  the  absence  of  an  acute  attack. 

Pathology. — In  several  cases  the  appendix  has  been  found 
adherent  to  the  fundus  of  the  uterus  or  to  the  uterine  appendages. 
(See  accompanying  figures.)  This  condition  is  doubtless  a 
factor  in  the  development   of  recurrent  attacks,    as  the  uterus 
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develops    in    pregnancy    and    contracts    during    labor    and    the 
puerperium. 

Abscess  formations  about  the  appendix  have  for  their  inner 
wall  the  uterus,  hence  the  grave  danger  of  liberating  the  pus  by 
the  contracting  uterus  in  labor  and  the  puerperium.  This  is 
probably  the  explanation  for  the  development  of  general  sup- 
purative peritonitis  in  Cases  II  and  VI.  In  but  one  recorded 
instance  of  the  breaking  of  the  abscess  wall  by  the  contracting 
uterus  did  the  pus  gravitate  downward  into  the  pelvis,  leaving 
the  general  peritoneal  cavity  free  from  contamination.  In  this 
instance  the  pus  was  effectually  drained  through  the  vagina. 


Fig.  2. — Appendix  adherent  to  tulie  and  ovary. 

It  is  inferred  from  the  records  that  a  long  appendix  which 
hangs  over  the  brim  of  the  pelvis  is  more  subject  to  inflammatory 
attacks  in  the  early  months  of  pregnancy  and  in  the  puerperium 
because  of  the  encroachment  of  the  uterus  upon  the  appendix. 

It  has  been  demonstrated  that  the  infection  may  pass  from 
the  appendix  to  the  uterus  by  way  of  the  tube  and  broad  liga- 
ments. In  this  manner,  the  colon  bacillus  has  found  its  way 
into  the  tube,  the  uterine  musculature,  placenta,  and  fetus. 
Lepage  found  multiple  abscesses  in  the  uterine  wall  and  believed 
they  originated  from  an  infected  appendix.  Lepage  also  reported 
a  case  in  which  the  infection  traveled  from  the  appendix 
through  the  right  tube,  thence  to  the  uterus,  and  finally  involved 
the  left  tube. 
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Xo  reliable  information  can  be  obtained  from  the  literature 
on  the  relative  frequency  of  appendicitis  complicating  preg- 
nancy, labor,  and  the  puerperium  for  the  reasons,  as  stated,  that 
the  mild  cases  are  often  overlooked  and  yet  more  rarely  recorded 
and  the  severe  cases  are  often  regarded  as  types  of  puerperal 
infection.  Furthermore,  in  cases  not  subjected  to  operation, 
there  is  the  possibility  of  error  in  diagnosis.  Meyer  collected 
fifty-two  nonoperated  cases  complicating  pregnancy,  and  of 
this  number  forty-three  (82  per  cent.)  were  of  the  simple  catar- 
rhal form;  nine  (iS  per  cent.)  developed  abscesses  with  six>fatali- 
ties  and  three  recoveries.  In  the  fifty-two  cases,  there  was  a 
mortality  of  14  per  cent. 

Sixty-nine  operated  cases  of  appendicitis  complicating  preg- 
nancy were  collected  by  Meyer  and  of  this  number  forty  nine 
(7 1  per  cent.)  showed  a  gangrenous  appendix  with  abscess  forma- 
tion. In  more  than  half  the  number  (58  per  cent.'  the  attacks 
occurred  in  the  first  five  months  of  pregnancy. 

Twenty-eight  cases  were  collected  by  Meyer  in  which  the 
attacks  occurred  in  the  puerperium;  50  per  cent,  of  these  cases 
were  operated,  with  a  mortality  of  36  per  cent. 

Treatment. — As  a  prophylactic  measure,  the  rule  should  be 
that  a  woman  in  the  child-bearing  period  who  has  experienced 
one  or  more  attacks  of  appendicitis  should  be  operated  because 
of  the  liability  of  a  recurrent  attack  in  event  of  pregnancy. 

Mild  cases,  according  to  Pinard,  should  be  treated  conserva- 
tively and  operated  at  the  end  of  the  puerperium  if  the  evidences 
of  a  diseased  appendix  persist.  On  the  other  hand.  Fraenkel 
would  operate  all  cases,  both  mild  and  severe,  which  recur  in  the 
course  of  pregnancy. 

All  agree  that  severe  cases  should  be  operated  without  delay. 
Wehave  the  authority  of  Davis  for  the  statement  that  appendi- 
citis complicating  pregnancy  runs  a  rapid  course,  hence  the  ad- 
visalibity  of  prompt  interference  in  all  but  the  mild  eases. 

When  a  severe  attack  occurs  at  or  near  the  time  of  labor,  the 
safest  course  to  pursue  is  to  terminate  labor  speedilj  and  then 
to  remove  the  appendix  or  drain. 

Where  an  abscess  has  developed  early  drainage  is  advised  in 
the  fear  thai  the  contracting  uterus  may  liberate  the  pus  and 
lead  to  a  general  p<  1  itonitis. 

Repeated  mild  attacks  occurring  in  the  course  of  pregnancy 
call  for  operative  interference. 

When    operating   in    the   course   of   pregnancy,   every   effort 
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should  be  put  forth  to  prevent  miscarriage.  Rest  should  be 
enjoined,  opiates  may  be  used  freely,  and  during  the  operation 
the  uterus  should  be  exposed  and  handled  as  little  as  possible. 
If  abortion  or  premature  delivery  cannot  be  prevented,  the  usual 
methods  are  pursued  in  the  conduct  of  the  case. 

If  the  case  is  found  in  labor  and  there  exists  a  circumscribed 
abscess  in  the  region  of  the  appendix,  the  advice  of  Gerster 
(Phila.,  Month  Med.  J.,  Mch.,  1899)  should  be  followed.  To 
prevent  as  far  as  possible  the  rupture  of  the  abscess  into  the 
abdominal  cavity,  he  establishes  drainage  before  proceeding 
with  the  delivery  and  to  prevent  the  contamination  of  the 
genital  tract  in  the  process  of  delivery,  the  abscess  cavity  is 
packed  with  gauze,  through-and-through  sutures  are  inserted 
and  tied,  and  the  wound  sealed  with  collodion;  over  this  a  dress- 
ing is  applied  and  held  in  place  by  adhesive  straps.  The  delivery 
is  then  effected,  after  which  the  wound  is  reopened  to  allow  of 
drainage. 

Finally,  in  severe  attacks  arising  early  in  the  course  of  labor 
and  without  evident  abscess  formation,  the  rule  should  be  to 
facilitate  labor  and  to  remove  the  appendix  at  the  completion  of 
labor. 


1.  Pregnancy  does  not  incite  a  primary  attack  of  appendicitis, 
but  recurrent  attacks  may  be  precipitated  by  pregnancy,  labor, 
and  the  puerperium. 

2.  Severe  attacks  may  be  confounded  with  puerperal  infection 
of  the  uterus  and  its  appendages. 

3.  Mild  attacks  of  appendicitis  do  not  alter  the  course  of 
pregnancy.  Severe  attacks  commonly  interrupt  pregnancy 
and  may  lead  to  the  death  of  the  fetus  either  in  uiero  or  shortly 
after  birth.  Death  of  the  fetus  is  ascribed  to  nonviability, 
toxemia,  and  septicemia. 

4.  A  woman  in  the  child-bearing  period  who  has  experienced 
one  or  more  attacks  of  appendicitis  should  be  operated  because 
of  the  liability  of  a  recurrent  attack  in  the  event  of  pregnancy. 

5.  Mild  cases  do  not  demand  operative  intervention  unl 
repeated  in  the  course  of  pregnani 

6.  Severe  cases  should  be  operated  without  delay.  When 
occurring  near  the  end  of  the  period  of  gestation,  or  in  labor, 
the  pregnancy  should  be  speedily  terminated,  immediately 
after  which  the  appendix  should  be  removed. 

6 
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~.  Where  an  appendiceal  abscess  has  formed,  early  drainage 
is  imperative,  in  the  fear  that  the  contracting  uterus  which  forms 
a  part  of  the  abscess  wall  may  liberate  the  pus  into  the  general 
peritoneal  cavity. 

8.  When  operating  in  the  course  of  pregnancy,  every  effort 
should  be  put  forth  to  prevent  miscarriage.  Rest  should  be 
enjoined,  opiates  administered,  and  during  the  operation  the 
uterus  should  be  handled  and  exposed  as  little  as  possible. 
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[NCARCERATION  OF  THE  PREGNANT  UTERUS.* 

BY 

RALPH  WALDO  LOBENSTINE,  M    L>., 

Attending  Surgeon,  New  York  Lying-in  Hospital,  New  York  City. 

By  incarceration  of  the  pregnant  uterus,  we  understand  a 
condition  in  which,  for  one  reason  or  another,  the  gravid  retro- 
verted  or  retrotlexed  uterus,  as  it  enlarges,  fails  to  rise  out  of  the 
pelvis  and  above  the  promontory. 

The  incarceration  may  involve  (and  usually  does  involve)  the 
entire  body  of  the  organ,  or  it  may  involve  only  one  portion  of  the 
posterior  wall.  Technically  the  latter,  we  do  not  believe,  should 
be  regarded  as  a  true  incarceration,  although  even  such  a  condi- 
tion may  give  prominent  symptoms,  and  may  be  difficult  or 
impossible  entirely  to  overcome. 

Frequency.  —  Chrobak(i)  found  in  26,391  cases  in  the  gyneco- 
logical clinic  of  the  Allgem.  Krankenhaus  in  Vienna,  from  1896 
to  1900,  seventy-two  cases  of  displacement  of  the  pregnant  uterus; 
liftv-six  of  these  were  discovered  by  chance,  i.e.,  gave  no  symp- 
toms, while  sixteen  cases  presented  more  or  less  symptoms. 
In  the  28,000  cases  in  the  obstetrical  clinic  of  this  same  hospital 
from  1894  to  1900,  twenty-one  cases  of  displacement  were  found; 
thirteen  of  these  were  also  in  the  gynecological  list,  leaving  eight 
actual  cases  with  five  which  gave  important  symptoms  of  incar- 
ceration. This  list  then  includes  54,391  cases  with  eighty  cases 
of  faultv  position  of  the  pregnant  uterus,  and  twenty-one  of 
these  with  signs  of  in*  ara  1  ation. 

Chrobak  has  pointed  out  that  retroflexions  of  the  uterus  are 
much  more  common  than  retroversions.  '  In  his  list  of  twenty- 
one  cases  of  incarceration,  there  are  eighteen  cases  of  retroflexions 
and  liner  cases  of  retroversion. 

Paul  v.  Kubinvi,  (2)  found  in  twenty-six  years'  experience,  on 
the  second  Universitat's  Frauenclinic  in  Budapest,  five  eases  of 
incarceration  with  marked  symptoms.  In  three  of  these  eases, 
reposition  was  found  to  be  po  sible  under  anesthesia;  in  one  ease, 
abortion  occurred  after  slight  manipulation  and  in  one  case 
ga  11,11  ■  11.   oj  tin  bladdi  r  occurred  as  the  result  of  the  incarcciai  ion. 

The  writer's  personal  experience  based  upon  his  material 
on    the    first    gynecological    clinic    of    the    Bellevue    Hospital 

*  Read  at  the  meeting  of  tin-  Society  of  the  Alumni  of  the  v 
Hospital.  1  >(  tober  22, 
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Dispensary,  the  third  division  of  the  New  York  Lying-in 
Hospital,  and  his  private  practice,  comprises  a  series  of  twenty- 
three  cases  of  posterior  displacement  of  the  pregnant  uterus. 

In  nine  of  these,  there  were  marked  symptoms  of  incarceration. 
Of  these  nine  cases  with  symptoms,  five  cases  aborted  after 
ineffectual  gentle  efforts  at  reposition;  three  of  these  were  found, 
later  on,  to  have  been  held  tightly  in  the  posterior  position  by 
firm  adhesions;  in  two  cases  the  reposition  was  accomplished, 
but  with  unusual  difficulty  under  anesthesia.  In  one  case, 
(./.  v.  below)  there  was  great  retention  of  urine  with  ^marked 
hemorrhage  from  the  bladder.  In  this  group  of  twenty-three  cases, 
retroflexion  was  much  more  commonly  found  than  retroversion. 

Etiology. — Pregnancy  may  start  in  a  retrodisplaced  uterus,  or 
the  latter  may  become  so  at  any  time  during  the  first  three  to 
three  and  one-half  months  (rarely  later)  after  conception  has 
taken  place. 

A  uterus  which  becomes  retroverted  or  retroflexed  after  the 
onset  of  pregnancy  becomes  so  from  .several  causes:  a  fall; 
hard  work;  heavy  lifting;  coitus;  implantation  of  the  ovum 
upon  the  posterior  wall  of  the  fundus;  carelessness  in  allowing 
the  bladder  to  become  repeatedly  overfilled,  where  a  slight 
displacement  already  exists;  an  acute  salpingitis  or  salpingo- 
oophoritis  occurring  after  conception;  fibromyomata;  a  relaxed 
pelvic  floor,  etc. 

Should  the  uterus  then,  from  any  one  of  the  above  causes,  be- 
come retroverted  or  retroflexed,  it  will  fail  to  rise  properly  above 
the  promontory,  as  it  enlarges,  if  it  is  held  down  by  any  sort  of 
inflammatory  condition,  old  or  new;  if  it  is  held  down  from  below 
or  weighed  down  from  above,  by  any  newgrowth  of  the  uterus 
or  the  ovary;  if  the  promontory  is  abnormally  conspicuous; 
if  the  cervix  with  the  uterus  retroverted  becomes  caught  above 
the  symphysis;  if  there  is  an  abnormal  hypertrophy  of  the  blad- 
der with  gradual  accumulation  of  residual  urine  (as  in  our  own 
case);  if  for  one  reason  or  another  the  normal  muscular  tone,  of 
the  uterus  and  ligaments  thereof,  is  lacking — as  from  under 
development,  low  general  tone  of  the  individual,  etc. 

MECHANISM    OF    SPONTANEOUS    IMPOSITION. 

In  the  absence  of  any  severe  complications,  the  uterus  will 
ii  e  i  loiitaneously  in  a  large  percentage  of  cases.  Just  what  this 
percentage  is.  cannot  be  ascertained,  as  probably  the  majority 
of  women  are  not  universally  examined  during  the  early  months 
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of  pregnancy.  Replacement  depends  upon  several  factors, 
all  of  which  doubtless  play  some  part.  In  the  first  place,  we 
would  mention  the  "intermittent  contracting  power"  of  the 
uterine  musculature.  By  this  power  of  contraction  the  greatly 
overstretched  anterior  uterine  wall,  after  a  certain  length  of 
time,  draws  itself  together — so  to  speak — and  thus  brings  the 
fundus  upward  and  forward.  Under  such  circumstances  this 
action  may  be  furthered  by  the  cervix  pressing  against  the  sym- 
physis, as  a  fixed  point.  In  the  second  place,  we  would  mention 
the  "power  of  sacculation"  possessed  by  the  growing  uterus. 
This  is  seen  most  frequently  in  those  cases  in  which  the  ovum 
is  imbedded  on  the  anterior  uterine  wall.  The  latter  tends  to 
bulge  upward  and  forward  more  and  more,  so  that  in  time 
the  whole  uterus — in  the  absence  of  other  pelvic  complication — ■ 
will  rise.  This  sacculation  is  repeatedly  seen,  in  the  presence 
of  adhesions,  which  keep  the  fundus  in  the  backward  position. 
Even  with  existing  adhesions,  through  this  process,  the  whole 
uterus  may  gradually  be  drawn  up  out  of  the  pelvis.  Should  the 
adhesions  not  yield,  the  patient  will  either  abort  or  there  will 
result  the  so-called  partial  or  incomplete  incarceration.  Again, 
we  must  believe  that  the  round  ligaments  play  some  part — in 
certain  cases  at  least — in  this  process  of  spontaneous  reposition. 
Developing,  as  they  do,  along  with  the  uterine  growth,  there 
comes  a  time  when  they  must  exert  some  influence  upon  the 
uterus.  This  action,  however,  is  bound  absolutely  to  fail  in 
those  cases  in  which  the  uterus  is  badly  retroverted  with  the 
cervix  riding  high  above  the  symphysis.  Finally,  it  is  not  un- 
likely that  the  utero-sacral  ligaments  aid  somewhat  in  the  proc- 
ess of  replacement  after  the  latter  has  once  started. 

We  repeat,  then,  that  given  a  retroverted  or  retroflexed  uterus 
free  from  adhesions,  tumors,  etc.,  reposition  will  take  place  before 
incarceration  has  occurred  in  the  great  percentage  of  cases,  provid- 
ing the  obstacles  to  be  overcome  are  not  too  an  at. 

Reposition  is  less  apt  to  occur  in  those  cases  of  bad  posterior 
displacement  associated  with  prolapse  of  the  uterus.  In  these 
instances  the  general  muscular  and  fascial  tone  of  the  pelvis  is 
largely  absent. 

SYMPTOMS    OF    INCARCERATION. 

These  are,  first,  the  usual  symptoms  of  retrodisplacement,  ex- 
aggerated by  the  pregnancy,  viz.:  Headache;  pain  in  the  back 
of   the    neck;    backache;    feeling   of   weight   and    dragging    pains 
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in  the  pelvis;  irritability  of  the  uterus;  dragging  sensation  in 
the  groins;  pain  along  the  sciatic  nerves;  increasing  constipation; 
some  irritability  of  the  bladder  (usually  no  pain  at  this  stage) ; 
nausea  and  vomiting  may  or  may  not  be  present.  With  the 
increasing  growth  of  the  ovum  and  with  it  an  ever  increasing 
size  of  the  uterus,  there  comes  a  time  when,  if  the  uterus  fails 
properly  to  rise  out  of  the  pelvis,  or  is  not  replaced  sufficiently 
early,  more  pronounced  symptoms  supervene.  The  entire  picture 
is  aggravated  and  we  have  before  us  the  picture  of  incarceration, 
a  picture  alike  dangerous  to  both  mother  and  offspring.  The 
time  has  come  when  the  growing  uterus,  through  its  faulty  posi- 
tion, and  its  incapacity  to  rise  out  of  the  pelvis,  is  going  to  pro- 
duce severe — even  deadly  symptoms — from  pressure  upon 
certain  important  viscera,  as  bladder,  urethra,  ureters,  certain 
ganglia  of  the  pelvis,  rectum,  blood-vessels,  etc. 

The  growing  uterus  has  the  power  of  exerting  great  pressure 
against  the  posterior  vaginal  fornix,  as  seen  in  the  case  of  v. 
Haselberg  where  the  posterior  fornix  was  actually  ruptured, 
allowing  the  uterine  fundus  to  appear  in  the  wound.  Major 
and  Grenser  have  reported  similar  cases  (Samml  Klinische 
Yortrage,  Gym,  No.  192). 

Unless  the  incarceration  is  relieved  by  a  spontaneous  abortion, 
or  by  artificial  interference,  the  pain  in  the  back  and  along  the 
sciatic  nerves  becomes  intense;  the  constipation  may  be  accom- 
panied by  rectal  bleeding;  there  is  an  ever-increasing  difficulty 
in  urination,  and  this  is  accompanied  with  ischuria,  with  finally, 
in  certain  cases,  complete  retention  of  urine.  The  ischuria  is 
due  to  one  or  more  of  several  causes,  viz.:  direct  pressure  on 
the  urethra  or  the  neck  of  the  bladder;!;,  1  disturbed  circulation 
due  to  the  pressure  of  the  retrodisplaced  fundus  upon  the 
sacral  nerve  ganglia  which  supply  the  motor  and  sensory  fila- 
ments to  the  base  of  the  bladder.  (4)  According  to  Reed,  second 
and  third  degree  retroversions  press  earlier  on  the  ganglia  than 
retroflexions.  The  urine  becomes  first  ammoniacal,  then  contains 
more  or  less  pus  and  blood.  The  lower  abdomen  is  cither  slightly 
painful  and  tender,  or  else  becomes  exquisitely  so.  There  may 
be  severe  spontaneous  bleeding  from  the  bladder  sufficient  to 
call  for  active  treatment;  there  maj  be  .1  sudden  rupture,  giving 
rise  to  collapse  and  peritonitis;  there  may  be  an  actual  gangrene 
of  the  bladder.  To  repeat,  we  note  thai  th  1  sst  ntial  symptoms 
oj  a  i)  hi  incarceration  an  referabli  to  the  bladder  and  not  pri- 
marily to  tlh   til,  rus. 
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The  symptoms  differ  somewhat  in  the  two  varieties  of  poste- 
rior displacement. 

RetroJU  xion  oj  ih,  i  Wat  id  I  let  us. 

(i)   More  frequent. 

(2)   Urinary   difficulties  appear  early — by  the   twelfth   week; 
Bad  symptoms  appear  from  the  twelfth  to  the  sixteenth  week. 
Sacculation  of  the  uterus  not  infrequent. 

(4)  In  the  absence  of  firm  adhesions  the  uterus  may  right 
itself. 

A'i  iro\  ersion  oj  tfu   1  n  <m  id  I  7<  rus. 

(i)    Infrequent. 

(2)  Urinary  symptoms  appear  late — from  the  twelfth  to  the 
sixteenth  week.  Severe  symptoms  of  incarceration  appear  from 
the  sixteenth  to  the  twentieth  week.  The  first  symptoms  are 
due  to  pressure  on  the  rectum. 

(3)  Sacculation  rare. 

:  In  first  and  second  degree  retroversion  spontaneous  re- 
position can  take  place;  manual  reposition  possible.  In  third 
degree  retroversion  spontaneous  reposition  never  occurs;  man- 
ual reposition  most  difficult.      (Chrobaki 

Inasmuch,  then,  as  the  chief  severe  symptoms  are  referable  to 
the  bladder,  I  desire  now  to  call  your  attention  briefly  to  the 
four  fundamental  conditions  that  can  arise,  namely:  (A)  Reten- 
tion of  urine  with  severe  idiopathic  hemorrhage  from  the  bladder. 
(B)  Retention  of  urine  with  bloody  urine,  first  appearing  after 
catheterization.  (C)  Rupture  of  the  bladder.  (D)  Gangrene 
of  the  bladder. 

A  Si  en  Hemorrhage  from  tin  Bladder,  with  Accompanying 
on  of  Urine.  Vesical  hemorrhages  are  rarely  profuse  in 
the  case  of  incarceration  of  the  pregnant  uterus.  The  small 
hemorrhages  are  usually  to  be  found  in  ammoniacal  urine,  with 
more  or  less  admixture  of  pus,  and  are,  in  these  cases,  rightly  to 
be  considered  a  symptom  of  approaching  gangrene  of  the  vesi- 
cal mucosa.  The  etiology,  however,  of  the  cases  with  severe 
hemorrhage,  is  quite  different.  But  few  such  cases  have  so  far 
been  reported. 

The  las!  true  instances  of  this  type  are  those  of  K.  Baischi.si 
and  Ralph  \\\  Lobenstine. 

1.  Bat  ch  1  a  e. — About  the  fourth  month  the  patient,  a  V- 
para,  began  to  have  some  difficulty  and  some  pain  on  urination. 
When  voiding,  she  would  help  herself  by  pressure  with  the  hands 
across  the  symphysis.     There  was  an  incarceration  of  the  preg- 
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nant  uterus.  The  urine,  at  the  beginning  of  the  difficulty,  was 
clear;  it,  however,  soon  became  bloody,  and  finally  almost  pure 
blood  was  passed.  When  the  patient  was  seen  at  the  clinic, 
the  bladder  was  catheterized  and  a  large  amount  of  bloody  urine 
removed.  Under  narcosis,  the  uterus  was  replaced.  Convales- 
cence was  rapid.  The  urine  rapidly  lost  its  bloody  character 
and  became  again  clear.  On  (the  third  day  after  reposition, 
the  urine  was  clear  enough  to  permit  a  thorough  cystoscopic 
examination.  There  was  no  cystitis  and  no  ulceration,  but 
the  vessels,  especially  the  veins,  were  ever  rich  en  markedly  dilated. 
There  was  also  considerable  edema  at  the  base  of  the  bladder. 

2.  The  Writer's  Case. — Mrs.  A.  M.,  age  thirty,  I-para,  was 
admitted  to  my  service  at  the  New  York  Lying-in  Hospital, 
November  8,  1908.  The  patient  was  about  four  and  a  half 
months  pregnant.  For  two  months  she  had  been  troubled  with 
frequent  urination;  for  two  weeks  the  condition  had  become 
greatly  aggravated.  There  was  increasing  difficulty  in  urination; 
there  was  pain  over  the  badder,  and  for  one  week  the  urine  had 
been  dribbling  away,  more  or  less  constantly.  During  this 
time,  the  urine  had  been  markedly  bloody  in  character.  There 
was  enough  blood  lost  in  this  way  to  make  the  patient  anemic 
and  weak;  the  hemoglobin  was  65  per  cent,  the  pulse  was  120. 
On  admission,  the  examination  disclosed  an  enormously 
dilated  bladder,  with  a  large  fluctuating  tumor  posterior  to  it. 
By  catheter  47  ounces  of  foul  smelling,  turpid  urine  were  re- 
moved. The  latter  part  of  the  specimen  was  mixed  with  blood. 
The  patient  went  into  a  moderate  state  of  shock — evidently  due 
to  her  weakened  condition,  as  well  as  the  removal  of  such  a 
quantity  of  urine  at  one  time.  Examination,  under  narcosis, 
about  three  hours  later  disclosed  a  badly  incarcerated  pregnant 
uterus  of  about  l°ur  and  a  na'f  months. 

The  whole  uterus  seemed  unduly  cvstic;  the  cervix  was  drawn 
up  high  above  the  symphysis.  A  thick,  ill-defined  mass  extend- 
ing nearlv  to  the  navel,  could  be  felt  in  front  of  the  incarcerated 
uterus.  The  latter  caused  a  very  marked  bulging  and  prolapse 
of  the  posterior  vaginal  fornix;  this  condition  was  so  pronounced 
that,  by  widely  separating  the  vaginal  introitus,  the  tumefaction 
could  be  seen  plainly.  Reposition  was  absolutely  impossible, 
even  after  a  second  catheterization.  With  the  latter  nothing 
but  pure  blood  was  obtained.  A  small  abdominal  incision  was 
now  made  in  tin  median  line,  above  the  pubis.  The  ill-defined 
mass  we  had  felt  above  the  pubis  was  an  abnormally  enlarged 
empty  bladder  whose  walls  were  greatly  thickened  and  traversed 
everywhere  by  large  distended  veins— some  of  which  were  van- 
cosed.  The  bladder,  as  it  lav  empty,  was  about  4  1/2  inches 
wide  and  extended  almost  to  the  umbilicus.  The  omentum 
was  partially  adherent  to  it.  With  some  difficulty  the  bladder 
was  displaced,  so  as  to  allow  the  hand  to  be  passed  mto  the 
pelvis.  The  uterus  was  found  to  be  tightly  wedged  in  the 
pelvis,  below  a   rather  sharp  promontory.     After  considerable 
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effort — because  of  its  unusual  cystic  character — it  was  replaced 
and  held  in  place  by  vaginal  tamponage. 

The  abdominal  wound  was  closed,  the  bladder  instilled  with 
adrenalin  solution  and  the  patient  put  back  to  bed.  She 
aborted  on  the  third  day  after  operation.  Convalescence  was 
troublesome  because  of  a  cystitis  and  pyelitis. 

The  urine  under  active  treatment  after  reposition  quickly  lost 
all  traces  of  blood,  but  continued  to  contain  considerable  pus  for 
some  time.  Aside  from  the  reposition,  the  patient  was  given 
large  doses  of  urotropin  and  the  bladder  daily  irrigated  with 
hot  boric  acid  solution. 

These  two  cases  present  a  rare  condition — a  condition  in  which 
the  bleeding  occurs,  irrespective  of  catheterization  and  without 
gangrene  of  the  bladder,  and  where  the  amount  of  blood  lost  is 
really  considerable. 

(B)  Severe  Hemorrhage  from  the  Bladder,  fiirst  Appearing  after 
Catheterization  for  Retention  of  Urine,  due  to  an  Incarcerated  Uterus. 
— Examples  of  this  class  are  to  be  found  in  the  cases  of  Ernst 
Holzbach,(6)  Kroner,  Reeb,  Rasch,  and  Chambers. 

Case  I. — Holzbach  reports  a  case  from  the  University-Frauen- 
klinik  in  Tubingen. 

The  patient,  a  X-para,  was  forty-one  years  of  age.  She  skipped 
her  period  at  the  end  of  February,  190S.  At  the  beginning  of 
June,  she  began  to  have  trouble  with  micturition  and  defecation, 
which  gradually  became  worse,  so  that  she  applied  at  the  clinic 
for  assistance  the  last  of  July.  The  bladder  was  enormously 
distended,  and  extended  up  to  near  the  navel.  The  urine  had 
been  dribbling  away — almost  constantly — for  eight  days. 
The  uterus  was  pregnant  about  five  and  a  half  months,  with  a 
considerable  portion  of  the  body  of  the  uterus  retroverted  and 
held  firmly  below  the  promontory  of  the  sacrum.  The  cervix  was 
held  far  forward,  pressing  strongly  against  the  neck  of  the 
bladder.  A  catheter  withdrew  about  two  liters  of  fairly  clear 
urine,  which  was  free  from  albumin  and  sugar.  The  same  day 
i,200  c.c.  were  again  drawn  off. 

The  case  was  diagnosed  as  one  of  "partially  incarcerated 
pregnant  uterus"  with  almost  complete  urinary  obstruction. 
The  patient  was  to  be  demonstrated  at  the  clinic  the  following 
day,  but  early  the  next  morning  Holzbach  was  called  to  the 
patient  who  had  just  passed  considerable  bloody  urine;  with  the 
catheter  about  one-half  liter  more  urine  with  much  admixture 
of  blood  was  drawn. 

After  this  there  were  two  more  slight  hemorrhages  from  the 
bladder  and  then  the  urine  became  clear.  Examination  now 
showed  that  t he  partial  incarceration  had  reduced  itself  spon- 
taneously. The  bladder  could  be  felt  much  thickened,  above  the 
symphysis. 

Twenty-four  hours  later,  a  cystoscopic  examination  was  made. 
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There  was  no  inflammation  of  the  mucosa  excepting  slight 
catarrh  of  the  trigone;  there  was  considerable  edema  around  the 
neck  of  the  bladder  wall;  the  veins  stood  out,  greatly  enlarged. 
At  the  top  of  the  bladder  there  was  evidence  of  a  recent  hemor- 
rhage with  several  ecchymotic  spots  scattered  here  and  there. 
Convalescence  proceeded  satisfactorily. 

V.  Fritsch  states  that  in  his  forty  years'  experience,  he  has 
seen  but  one  such  case,  despite  the  many  cases  he  has  catheterized 
with  removal  of  all  the  urine.  In  the  clinic  m  Tubingen,  the 
present  case  is  the  only  one  of  its  kind,  and  it  is  noteworthy  that 
the  bleeding  did  not  begin  until  several  hours  after  the  catheter- 
ization (twelve  hours). 

Case  II.— Kroner(7)  describes  a  case  of  incarceration  in  which, 
after  removing  five  liters  of  clear  urine,  owing  to  complete 
retention,  such  a  severe  hemorrhage  ensued  from  the  bladder 
that  the  patient  collapsed.  The  patient  died  ten  days  later  of 
pyemia.  The  bladder  extended  up  to  10  cm.  above  the  symphy- 
sis, and  was  adherent  to  the  omentum.  There  was  a  small  new- 
growth  in  the  bladder.      The  uterus  was  replaced. 

Case  III. — V.  Reeb  (8)  presents  a  case  which,  after  the  with- 
drawal of  600  cc.  of  urine  for  retention,  had  such  a  severe 
hemorrhage  into  the  bladder  that  the  latter  had  to  be  tamponed 
from  above.      The  uterus  was  not  replaced. 

The  Cases  IV  and  V,  of  Rasch  and  Chambers,  (9)  resembled 
closelv  the  others  of  this  series. 


ETIOLOGY  OF  THESE  SEVERE   HEMORRHAGES. 

I  h      question  has  never  been  positively  settled,  so  that  it   is 
but  fair  to  present  the  chief  theories  advanced. 

1.  Iii:    hemorrha  occur  after  catheterization  a 
result  of  a  vacuum  produced  in  the  bladder  by  the  removal  of 
such  large  quantities  of  urine. 

Duhrsen  believes  that  if  the  uterus  can  be  replaced  directly 
after  catheterization,   it    will   by    its    normal    position   /err,    the 

a  the  Mel  1 . 

2.  The  view  advanced  by  Baisch,  v.  Holzbach,  and  v.  Fritch  is 
thai  owing  to  the  displacement  <>i  the  bladder  by  the  retroverted 

1  11  as  from  the  pressure  of  the  cervix  against  the 
blood-vessels  at  the  base  of  the  bladder,  an  extreme  congestion 
of  the  venous  blood  soon  ensues.      Now,ifthel  emptied 

without  the  disturbance  in  the  circulation  being  remedied  at  the 
same  time   bj    the  of   the   uterine  di  1    tt,   when 

the  internal  pressu  mine  in    the    blai 

removed,  hemorrhagi    and  1  lema  must  result.      I'luit  the  venous 
■   1  1,:  exists  has  been  shown  by  the  cystosco 
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moreover,  demonstrated  the  existence  of  an  aetual  varicosed 
condition. 

II'.   note  then  thai  m  >rrha  :■      i  <m  the  bladder  may  occur 

in  tli,  coursi  oj  an  incarceration  of  the  pregnant  uterus.  Such 
hemorrhages  may  be  sufficiently  seven  to  causi  marked  con- 
stitutional symptoms.  They  depend  chit  <iy  upon  a  high  degret  oj 
circulatory  disturbances  and  may  first  oa  ur,  eithet  be/on  or  after 
catheterization,  for  urinary  retention. 

(C)  Spontaneous  Rupture  of  the  Bladder— flu  Result  of  Incar- 
ceration oj  Ihi  Pregnant  Uterus. — Rupture  of  the  bladder,  as  an 
accompaniment  of  incarceration  of  the  pregnant  uterus,  was 
first  described  by  Doeveren.  in  1765.  A  few  others  have  described 
the  condition  and  reported  cases  thereof.  Chief  among  these 
are  John  Lynn,  Naumberg,  E.  Martin,  Ahlfeld,  and  more  recently 
A.  Martin,  of  Rouen,  whose  case  we  cite  in  full  as  typifying  this 
class.  These  ruptures  occur  usually  on  the  posterior  wall  of 
the  bladder  and  may  or  may  not  be  the  result  of  gangrene  of  the 
bladder  wall.  In  the  patient  of  A.  Martin,  there  was  no  evidence 
of  the  latter.  When  not  due  to  gangrene  of  the  bladder  wall, 
they  are  dependent  upon  localized  degenerations  in  the  muscu- 
lature, or  upon  very  great  overdistention. 

Dr.    A.    Martin'  i  On    the   fourteenth   of  January, 

[909,  I>i  Martin  was  called  hurriedly  by  his  associate  Dr. 
Yallee  to  see  a  patient  of  the  hitter  who  was  three  months  preg- 
nant, and  in  a  state  of  collapse. 

The  uterus  was  retroflexed  and  lightly  wedged  in  the  pelvis. 
The  lower  abdomen  was  somewhat  distended  and  extremely 
tender.  The  pulse  was  rapid  and  feeble;  her  general  appearance 
was  very  bad.     The  patienl  well  up  to  within  a  few 

davs,  when  she  began  to  have  some  trouble  with  urination.  Both 
Dr.  Martin  and  Dr.  Vallee  decided  thai  the  patienl  probably 
ruptured  bladder,  the  ti  mil  of  an  incarcerated  uterus. 
She  was  taken  at  once  to  the  hospital,  and  a  laparotomy  performed 
after  fust  catheterizing  the  patient.     A  I  Ful  of  urine — 

blood  stained  vas  withdrawn.  On  opening  the  peritoneal 
cavity  there  escaped  some  two  lib  of  mine.     A  tear 

4-5  cm.  was  found  in  the  upper  portion  of  the  posterioi  wall  of 
the  bladder.  This  was  closed  in  two  layei  with  catgut.  The 
uterus  was  then  with  difficulty  replaced  by  bimanual  efforts 
The  vagina  had  to  be  thoroughly  tamponed  to  hold  the  uterus 
The  abdominal  incision  was  closed,  excepting  for  3 
small  drain  at  the  lower  at 

manent  catheter  was  in1  roduced  The  patient  com  alesced 
rapidly.  The  drain  was  removed  on  the  fourth  day,  and  the 
wound   healed  "per  primam."     There  was  a  mild  pyelitis,  but 
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the  patient  was  able  to  leave  the  hospital  at  the  end  of  six  weeks. 
Since  then  she  has  done  well  and  at  the  time  of  writing  (Dr. 
Martin,  May,  1909)  is  about  eight  months  pregnant. 

(D)   Go  the  Bladder. — Here  again  there  has  been  much 

discussion  concerning  the  etiology  of  this  condition.  The  general 
theories  are: 

1.  The  gangrene  is  due  to  a  simple  pressure  necrosis.  This 
seems  most  unlikely,  for  in  the  severe  cases  there  is  gangrene 
of  the  entire  mucosa  with  extensive  exfoliation. 

2.  The  theory  of  v.  Schatz,  Spencer  Wells,  Frankenhauseu, 
Kinkenberg  et  cet.,  is  that  the  mucosa  first  separates  at  th»  summit 
of  the  bladder  and  this  is  due  to  the  fact  that  it  cannot  expand 
as  rapidly  as  do  the  other  layers  of  the  bladder  wall.  Gangrene 
occurs,  then,  from  loss  of  nutrition. 

3.  Pinard  and  Varnier  maintain  that  the  condition  is  the 
result  of  a  gradual  compression  of  the  arteries  at  the  base  of  the 
bladder. 

4.  The  view  that  seems  most  plausible  to  me  is  the  one 
advanced  by  v.  Kubinyi  and  Wertheim.  According  to  their 
belief,  the  gangrene  is  the  result  of  circulatory  disturbances, 
gradually  brought  about  by  the  ever-increasing  pressure  on 
the  blood-vessels  at  the  base  of  the  bladder,  especially  the  veins. 
If  this  interference  in  circulation  is  maintained  for  some  time, 
the  resulting  congestion  causes  edema  and  extensive  submucous 
hemorrhages.  Bacteria  then  gain  ready  access  into  the  sub- 
mucous spaces  and  gangrene  sets  in.  The  bacteria  will  usually 
gain  access  to  the  bladder  without  the  intervention  of  catheter- 
ization. 

The  compression  of  the  two  main  venous  plexuses — the  plexus 
venosus  pudendalis  and  the  plexus  venosus  vesico-vaginalis — 
is  largely  responsible  for  the  stagnation  in  the  blood  stream. 
This  stagnation  is  increased  by  the  congestion  in  the  uterine 
venous  plexus  due  to  the  abnormal  position  of  this  organ. 

The  obstetric  literature  contains  but  comparatively  few 
examples  of  extensive  gangrene  of  the  bladder  due  to  incarcera- 
tion of  the  pregnanl  uterus. 

The  case  recently  reported  by  Paul  Kubinyi  illustrates  the 
My  of  the  condition. 

latient,   Mis.  A.  F.,  agi  two,  primigravida,  was 

broughl  to  the  clinic  October  5,  1907.     Four  weeks  before  admis- 
sion Mic  had  lifted  several  heavy  bags  of  potatoes;  two  weeks 
in  lowei  abdomen  and  one  week  latei  had 
dysuria.     This  graduallj    grew  worse  so  that   finally  she  could 
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only  pass  her  urine  while  standing,  and  then  only  in  small 
quantities.  The  urine  during  the  last  week  contained  some 
admixture  of  blood.  Patient  had  several  chills  and  fainting 
spells. 

On  admission  she  appeared  very  sick  and  in  extreme  pain. 
There  was  almost  constant  desire  to  empty  the  bladder.  The 
lower  abdomen  was  exceedingly  tender  and  was  dome-shaped,  due 
to  a  greatly  distended  bladder.  The  external  genitals  were 
edematous.  There  was  constant  dribbling  of  a  dark,  foul- 
smelling  urine.  The  posterior  culdesac  was  pressed  down- 
ward from  above  by  a  sharply  retroflexed  incarcerated  uterus. 
The  cervix  pointed  upward  toward  the  upper  border  of  the 
symphysis.  The  patient  was  given  at  once  an  anesthetic,  and 
a  catheter  introduced.  About  five  liters  of  dark,  bloody,  foul 
urine  were  withdrawn,  containing  some  clots  of  blood. 

After  the  emptying  of  the  bladder  the  uterus  was  replaced, 
but  only  after  much  effort.  To  keep  the  uterus  in  place,  a 
colpeurynter  was  introduced  in  the  greatly  dilated  posterior 
fornix. 

For  the  next  two  days  the  patient  suffered  intensely;  the  pulse 
was  120-130;  the  temperature  around  37.6.  The  bladder  was 
gently  irrigated  daily  with  a  weak  potassium  permanganate 
solution. 

Cystoscopic  examinations  were  made  after  the  third  day. 
Diagnosis  was  made  of  gangrene  of  the  mucosa  of  the  bladder. 
Patient  was  now  able  to  urinate,  but  there  remained  residual 
urine  up  to  60-70  cm.     The  temperature  was  subnormal. 

Two  days  later,  patient  aborted  of  a  four  months  fetus.  Her 
condition  was  grave.  On  the  thirteenth  day  after  admission, 
the  patient  suddenly  discharged  from  the  bladder,  under  severe 
tenesmus,  the  entire  necrotic  mucosa.  This  was  followed  by 
moderate  bleeding  and  a  ten  minute  duration  chill.  She, 
however,  soon  began  to  improve  rapidly,  so  that  she  was  able 
to  leave  her  bed  five  days  later.  She  was  able  within  three 
weeks  to  retain  her  urine  during  the  day,  but  not  during  the  night. 
Daily  irrigations  were  used.  By  November  24,  patient  seemed 
almost  well.  The  uterus,  which  was  again  retroflexed,  was 
replaced  and  a  pessary  introduced.     There  were  no  adhesions. 

From  the  examination  of  the  ejected  mucosa,  it  was  decided 
that  the  superficial  layer  of  the  muscularis  was  also  involved 
with  it. 

Treatment  before  Active  Symptoms  of  Incarceration. — Con- 
sidering the  large  number  of  abortions  directly  due  to  a  retro- 
displacement  or  more  correctly  to  the  accompanying  endome- 
tritis, it  behooves  us  to  examine  every  case  of  pregnancy  as 
soon  as  possible,  and  to  ascertain  the  position  and  mobility  of 
the  uterus  as  well  as  the  condition  of  the  other  pelvic  viscera. 
A  simple  uncomplicated   retrodisplacement   will  usually  rectify 
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itself  if  an  abortion  does  not  occur.  However,  as  abortions 
more  often  take  place  in  a  faulty  position  of  the  uterus,  and  as 
many  neurotic  women  suffer  as  a  result  of  even  a  noncomplicated 
retrodisplacement,  the  writer  now  believes  that  the  early  use  of  a 
pessary  is  the  safest  course  to  pursue.  Cases  with  adhesions  or 
other  pelvic  complications  demand  their  appropriate  treatment 
by  means  of  tampons  carefully  employed;  by  colpeurynter;  by 
posterior  vaginal  section,  or  by  laparotomy. 

Treatment  after  the  Devt  lopment  of  Symptoms  of  Incarceration. — 
The  patient  should  be  catheterized.  If  there  is  a  large  accu- 
mulation of  urine,  the  complete  emptying  of  the  bladder*  should 
be  carried  out  in  two  sittings.  Suprapubic  puncture  is  rarely 
necessarv.  An  attempt  should  then  be  made  to  replace  the 
uterus.  The  writer  believes,  as  a  rule,  excepting  perhaps  in  a 
very  thin  subject  or  in  the  presence  of  any  real  objection,  an- 
esthesia should  be  employed.  This  makes  the  success  of  the 
reposition  far  more  likely,  and  makes  the  patient  much  less 
liable  to  abort,  as  the  manipulations  for  replacement  can  be  the 
more  readily  carried  out. 

If  reposition  can  be  accomplished,  a  large  ring  should  be 
introduced  and  the  patient  kept  in  bed,  on  one  side,  for  at  least 
one  week.  The  knee-chest  position  should  be  employed  and  the 
pessary  worn  until  all  danger  of  a  return  of  the  condition  is 
passed. 

If,  however,  reposition  fails,  two  courses  are  open  to  us.  We 
may  make  a  posterior  vaginal  section  and  replace,  after  breaking 
up  any  adhesions  if  these  exist;  or  we  may  perform  a  laparotomy. 
By  the  latter  method,  the  uterus  is  the  more  readily  brought  up 
out  of  the  pelvis  and  any  existing  complications  can  be  thor 
oughly  dealt  with.  A  properly  fitting  pessary  should  be  intro- 
duced at  once  or  tampons  temporarily  employed  and  full  doses  of 
opiates  administered  for  the  first  few  days  thereafter. 

A  third  method,  but  one  that  should  be  relegated  to  the  back 
ground,  excepting  in  cases  of    "active  abortion"  or  "incomplete 
abortion, "  is  the  "<  mptying  of  the  uterus"  when  active  symptoms 
supervene  in  the  course  of  an  incarcerated  pregnant  uterus. 

Even  this  procedure  may  at  times  be  mosl  difficult  to  accom 
plish.  It  lias  tlier.  been  auvised  to  empty  the  uterine  cavity 
1>\-  direct  puncture  of  the  retroplaced  fundus  through  Douglas' 
culdesac.  Such  an  operation  is  extremelj  hazardous  and 
should,  -i  believe,  l<  condemned.  In  ease  one  should  meet  with 
such  a  condition,  i.e.,  a  condition  in  which  the  uterus musl  be 
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emptied,  but  cannot  be  in  the  ordinary  way,  a  far  better  plan 
than  the  hazardous  opening  through  the  culdesac  would  be  to 
.  )it,  r  the  uterine  cavity  through  a  posterior  vaginal  hysterotomy 
wound. 

The  extreme  degrees  of  complications  require,  in  addition  to 
the  general  treatment  outlined  above,  individual  attention, 
according  to  their  several  needs.  A  rupture  of  the  bladder  calls 
hi  immediate  laparotomy.  The  eases  with  severe  hemor- 
rhage from  the  bladder  require,  in  addition  to  the  reposition, 
hot  irrigations  with  or  without  adrenalin.  Gangrene — either 
localized  or  general — of  the  bladder  demands  urinary  antiseptics. 
bladder  irrigations,  and  possibly  vesical  drainage  through  a 
temporary  vesicovaginal  fistula.  All  septic  manifestations 
musl  be  intelligently  and  actively  dealt  with. 

Mortality. — Exact  statistics  are  lacking.  We  may,  however, 
form  some  judgment  of  the  possible  serious  consecpiences  of 
incarceration  of  the  pregnant  uterus  by  studying  the  mortality 
statistics  collected  by  I.  ten  Berge.(n)  This  list  comprises 
ntv-three  deaths,  directly  dependent  upon  the  bladdei 
conditions.      The  causes  of  death  were: 

Uremia,  16  cases 

pticemia  through  bladder  gangrene,  14  eases 

Peritonitis,  4"  cases 

Pyemia,  3  cases 

While  the  deaths  not  primarily  due  to  tin-  bladdei   ga 
were  : 

Peritonitis  from  intestines,  4  ca 

Laceration  of  peritoneum  and  vagina,  2  ca 

rative  failures,  3  cases 

Unknown  causes,  5  ca 

ibak. 

Only   three  dcatlr-  directly  due  to  primary    uierini    in 
have  been  reported,  viz.,  by   Irani),  Gottschalk,  and  Heymanns. 

In    closing    1     would  the    fact     that,    whili 

displacements  of  th<  I    uterus   will,   as  a   rule,  cot 

themselves,  when  no  other  pelvic  complication  exists,  still 
reposition  may  not  occur  spontaneously;  severe  symptoms  may 
■  i,  and  the  life  of  both  mother  and  off  spring  be  endangered 
The  condition  therefore  should  not  be  considered  too  lightly. 
noi  should  it  be  treated  with  too  isi  rvatism. 
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SOME  SEQUEL.E  OF  PRESEXT-DAY  LABOR.* 

BY 

JOHN  OSBORX  POLAK,  M.  Sc,  M.  D., 

Brooklyn,  N.  Y. 

The  conduct  of  labor  by  the  expert  has  been  greatly  improved 
in  the  last  two  decades,  but  obstetrics  as  practised  by  the  rank 
and  file  of  the  profession  is  little  better  now  than  that  of  twenty 
years  ago.  The  advent  and  development  of  asepsis  and  anti- 
sepsis has  given  the  ignorant  and  conscienceless  more  courage 
to  interfere  in  the  course  of  labor  without  a  proper  appreciation 
of  the  indication  for  such  intervention,  so  that  while  the  maternal 
mortality  has  been  reduced,  the  morbidity  has  been  increased, 
and  the  woman  is  left  with  sequelae  which  are  sometimes  beyond 
the  power  of  medicine,  surgery,  or  hygiene  to  correct. 

Much  of  this  mutilation  of  the  passages,  for  such  it  is,  could 
be  avoided,  did  the  practitioner  have  a  better  appreciation  of 
the  relative  size  of  the  fetus  and  the  pelvis  before  resorting  to 
frequent  and  unwarranted  interference  with  the  forceps  or 
unjustifiable  versions.  The  soft  parts  of  the  birth  canal  cannot 
be  dilated  artificially  without  injury:  it  makes  no  difference 
whether  we  use  the  hand,  a  hydrostatic  bag,  or  a  steel  dilator, 
some  cervical  injury  will  always  result. 

Artificial  rupture  of  the  membranes  before  dilatation  is  com- 
plete, to  hurry  labor  and  increase  the  pains,  is  bad  practice, 

*  Read  at  the  meeting  of  the  Society  of  the  Alumni  of  the  Sloane  Maternity 
Hospital,  October  22,  1909. 
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and  is  fraught  with  the  danger  of  cervical  lacerations,  which 
open  avenues  for  infection.  For  years  the  practitioner's  concep- 
tion of  obstetrics  has  been  to  get  the  child  out  at  any  cost,  often 
leaving  the  woman  maimed  and  the  child  injured.  This  is 
hardly  what  should  be  looked  for  in  twentieth-century  practice. 
Some  few  of  the  sequelas  which  an  untimely  interference  may 
produce  and  which  leave  our  patients  in  a  state  of  more  or  less 
invalidism  are:  lacerations  of  the  pelvic  soft  parts. 

Injuries  to  the  cervix  are  very  frequent.  All  forms  of  arti- 
ficial dilatation  result  in  tears  of  some  degree.  This  statement 
may  seem  exaggerated,  but  its  correctness  can  be  proved  if  we 
will  but  look  at  our  work.  All  forceps  applications  through 
the  cervix  before  it  has  been  pulled  up  over  the  presenting  part 
are  attended  with  laceration.  Dry  labor  predisposes  to  it; 
manual,  bag,  and  instrumental  dilatation  produce  it. 

Injury  to  the  cervix  favors  general  infection,  uterine  phle- 
bitis, parametritis,  subinvolution,  displacement  of  the  uterus, 
and  a  limitation  of  the  mobility  of  the  uterus  by  the  production 
of  scar  tissue  in  the  vaginal  fornices.  A  small  amount  of  infec- 
tion becomes  prominent  in  traumatized  tissues,  which  act  as  a 
nidus  for  its  development.  Not  only  is  it  a  fact  that  laceration 
of  the  cervix  is  produced  in  a  large  proportion  of  present-day 
labors,  but  the  tears  are  passed  over,  and  neither  treated  nor 
sewn  until  they  have  had  their  effect  on  the  involution  of  the 
uterus,  and  subinvolution  is  a  common  starting-point  in  ac- 
quired gynecological  disease.  Subinvolution  is  most  often  due 
to  lacerations  of  the  cervix  or  of  the  pelvic  floor,  mild  infections 
or  retained  portions  of  the  secundines,  in  conjunction  with  too 
early  rising  from  bed  and  resumption  of  household  duties, 
retroversion  and  retroflexion  soon  follow,  and  with  these  come 
the  whole  train  of  pelvic  symptoms,  the  recital  of  which  is  so 
familiar  to  us  all. 

Acquired  retrodeviations  of  the  uterus  after  labor  are  com- 
paratively common.  In  a  study  of  500  consecutive  labors  in 
private  practice,  in  which  the  women  were  examined  on  the 
tenth  day  of  the  puerperium,  retroversion  was  found  only  forty- 
three  times;  but  on  examination  of  these  same  women  between 
the  fourth  and  sixth  week  after  delivery,  the  uterus  was  found 
to  be  displaced  backward  in  two  hundred  and  thirty-one  (231). 
Two  hundred  and  three  (203)  of  these  uteri  were  movable, 
and  could  be  readily  reposited,  and  were  retained  in  a  normal 
position  with  a  properly  fitted  pessary  until  their  uterine  sup- 
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ports  had  regained  the  proper  degree  of  retraction.  Only  twenty- 
eight  could  not  be  retained  in  position  with  a  pessary,  and  were 
discharged  with  retroverted  uteri. 

These  facts  to  me  are  convincing  that  the  responsibility  for  a 
large  proportion  of  retrodisplacements  of  the  uterus  rests  with 
the  attendant.  Since  making  these  observations  I  have  modi- 
fied my  methods  of  postpartal  treatment,  some  of  the  details  of 
which  will  be  noted  later. 

Metrorrhagia  during  the  puerperium  almost  invariably  in- 
dicates a  disturbance  in  the  involution  of  the  uterus,  retained 
products  of  conception,  or  the  presence  of  a  retrodeviation.  It 
would  seem,  therefore,  that  proper  interrogation  of  the  character 
of  the  lochia  will  give  timely  warning  of  any  abnormality  and 
suggest  the  desirability  of  careful  investigation.  Many  of  my 
cases  of  femoral  phlebitis  have  had  a  metrorrhagia,  which  has 
persisted  for  many  days,  before  the  extension  of  the  thrombus 
which  has  blocked  the  circulation  of  the  involved  limb.  This 
we  find  has  been  due  to  a  left  uterophlebitis,  which  passed  at 
first  unrecognized,  until  the  femoral  trouble  was  already 
developed. 

The  normal  involution  of  the  uterus  takes  from  four  to  twelve 
weeks,  and  during  this  time  the  possibility  of  retrodisplacement, 
uterophlebitis,  and  exudative  inflammatory  changes  in  the 
pelvis  is  always  present.  This  is  particularly  true  in  post- 
abortal cases,  the  after-care  of  which  is  even  more  lax  than 
that  of  the  puerperium  at  term. 

We  fully  appreciate  the  difficulty  of  giving  proper  attendance 
to  the  tenement  poor,  where  the  mother  is  not  only  the  producer, 
but  oftentimes  the  wage  earner,  and  the  physician  and  proper 
medical  attention  a  luxury;  yet  these  arc  the  patients  who  come 
to  our  clinics  for  treatment,  and  get  free  what  their  more  for- 
tunate sisters  pay  for,  but  do  not  re< 

Wiiv  is  this  mi?  First,  because  many  physicians  believe 
thai  to  acknowledge  that  an  injury  has  taken  place  in  the 
soft  parts  during  their  conduct  of  a  laboi  is  an  admission  of 
then  lack  of  skill:  thus  many  injuries  passed  unobserved  and  go 
unrepaired  tnd  econdly, because  the  indications  foi  each  of  the 
several  obsteti  ic  procedures  are  nol  clear  in  the  mind  of  the  prac 
titioner,  and  he  tries  one  and  then  another  method  of  deliver]  . 
either  b  I  ditions  justify  interference  or  until  the  child 

is  pulled  out,  dead  or  alive,  and  the  woman  too  worn  out,  and 
the   parts  so   traumatized   after    a   hard   labor    thai    immediati 
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repair  is  out  of  the  question.  This  together  with  varying  degrees 
of  sepsis  and  much  negligence  during  the  puerperium  as  to 
detail,  furnish  us  with  our  gynecology. 

The  avoidance  of  traumatisms  and  lacerations  during  labor, 
the  prevention  of  infection,  however  slight,  the  complete  evacua- 
tion of  the  uterus,  and  the  maintenance  of  its  firm  reaction 
by  the  generous  use  of  ergot  or  some  of  its  derivatives  until 
involution  is  complete  and  the  uterus  regains  and  retains  its 
normal  relations  in  the  pelvis,  should  be  our  aim  in  the  conduct 
of  a  labor  case.  The  first  is  accomplished  by  the  thorough  dilata- 
tion of  the  passages.  In  primipara  we  have  found  that  the  use 
of  the  colpeurynteur  in  the  vagina  will  do  this.  It  not  only 
preserves  the  membranes,  by  offering  to  the  advancing  bag  of 
waters  an  equivalent  hydrostatic  pressure  from  below,  thus 
securing  the  fullest  dilatation  of  the  os  and  obliteration  of  the 
vaginal  portion  of  the  cervix,  but  it  prepares  the  vagina,  and  the 
vulvo-vaginal  orifice  for  the  passage  of  the  head.  Objection  has 
been  raised  to  its  general  use,  in  that  it  may  displace  the  present- 
ing part  and  disturb  the  posture,  and,  second,  that  it  opens 
another  avenue  for  the  introduction  of  infection.  Both  of  these 
contentions  we  have  disproved  by  practical  demonstration.  A 
short  Champetier  bag  is  the  one  of  choice,  as  its  shape  fits  the 
curve  cf  the  vagina  and  its  circumference  is  practically  that  of 
suboccipito-bregmatic  of  the  fetal  head.  The  vulvovaginal 
orifice  is  thus  dilated  sufficiently  to  permit  the  passage  of  the 
head  with  a  minimum  trauma  to  the  soft  parts.  When  care 
and  time  is  given  to  the  introduction  and  inflation  of  this  bag, 
but  little  pain  is  produced,  and  the  labor  pains  promptly  assume 
an  expulsive  character. 

Lacerations  when  they  occur  should  be  sewn.  An  operation 
deferred  for  forty-eight  hours  after  delivery  gives  tin-  best 
results;  for  at  this  time  the  edema  and  swelling  have  somewhat 
-ill.  ided  and  prop<  .  coaptation  of  the  severed  structures  may  be 
made  withoul  too  greal  constriction  (if  the  tissues.  We  dis 
courage  immediate  suture  of  the  cervix,  except  fur  hemorrhage, 
as  at  this  time  the  lower  uterine  segment  and  cervix  is  Qaccid 
and  unformed.  In  forty  eight  hours,  however,  satisfactory 
results  may  be  gained,  for  the  extent  of  the  injury  may  be  recog- 
nized and  proper  approximation  made. 

Anesthesia    and    propet    assistance,    especially    if    the    injury 

ir    imperative.     Sterile  chromic  catgut    may   be 

used  in  the  cervix  and  ill  the   anterior  vaginal  wall,  but  mj    best 
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results  in  the  pelvic  floor,  have  been  obtained  with  silkworm- 
gut  and  silver  wire. 

The  methods  employed  for  the  prevention  of  sepsis  are  too 
well  known  to  you  all  for  me  to  take  up  your  time  with  their 
recital,  though  I  would  strongly  suggest  infrequent  vaginal 
examinations  and  the  use  of  sterile  rubber  gloves  in  the  conduct 
of  every  labor.  One  careful  examination  at  the  beginning  of 
labor  should  suffice ;  this  may  be  made  under  anesthesia  if  there 
is  difficulty  in  making  the  diagnosis.  An  empty  uterus  favors 
prompt  retraction.  This  is  primarily  obtained  by  the  proper 
conduct  of  the  third  stage,  to  which  in  the  absence  of  bleeding 
sufficient  time  should  be  given  to  permit  of  the  complete  separa- 
tion of  the  placenta  and  its  membranes,  the  expulsion  of  the 
after-birth,  and  the  firm  retraction  of  the  uterus. 

When  pieces  of  the  placenta,  membranes,  or  large  blood  clots 
are  retained,  their  digital  removal  may  be  attempted  after  the 
vulvo-vaginal  orifice  has  been  rendered  sterile.  Large  doses 
of  ergot  are  then  given,  and  its  administration  continued  through- 
out the  puerperium  in  the  form  of  the  postpartum  pill. 

Proper  postural  treatment  secures  good  drainage,  the  patient 
is  urged  to  change  her  position  frequently,  assuming  the  right 
and  left  latero-prone  postures,  lying  upon  her  abdomen,  and 
encouraged  to  sit  up  in  bed  to  eat  her  meals  and  nurse  her  baby, 
and  out  of  bed  to  void  and  evacuate  her  bowels.  The  elevated 
trunk  posture  is  used  in  all  patients  with  any  pelvic  infection,  as 
it  empties  the  vagina  of  clots,  and  localizes  the  pelvic  inflam- 
mation. 

When  the  involution  has  progressed  to  such  an  extent  that  the 
fundus  uteri  is  on  the  level  of,  or  below  the  pelvic  brim,  the 
patient  is  allowed  to  sit  out  of  bed.  Before  returning  to  bed  and 
resuming  the  recumbent  position,  the  woman  is  placed  in  the 
knee-chest  posture  for  several  minutes.  Hot  sterile  vaginal 
douches  are  begun  when  the  lochia  becomes  alba.  Frequently 
some  slight  bleeding  occurs  immediately  following  a  hot  (louche, 
but  this  ceases  as  good  retraction  takes  place.  These  douches 
should  be  quantitative,  116  to  i20°F.,  one  or  two  gallons  being 
used  at  each  sitting. 

As  referred  to  above,  displacements  of  the  uterus  occur  in 
a  large  proportion  of  patients  during  the  later  weeks  of  the  puer- 
perium after  the  uterus  falls  below  the  brim.  These  disloca- 
tions of  the  puerperal  uterus  usually  manifest  themselves  by 
hemorrhage  of  varying  degree.     Inversion,  prolapse,  forward  and 
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backward  deviations  are  likely  to  be  associated  with  a  profuse 
bloody  lochia  or  may  even  be  followed  by  active  hemorrhage. 

The  hemorrhage  in  these  displacements  is  a  result  of  passive 
congestion,  due  to  the  interference  with  the  venous  circulation, 
or  due  to  the  retention  of  blood  within  the  uteine  cavity,  which 
results  from  the  mechanical  interference  with  its  escape  therefrom. 
Clots  form  and  are  retained  and  increase  in  size  because  the 
retraction  is  arrested.  These  clots  may  undergo  putrefaction, 
and  thus  prevent  complete  uterine  retraction;  this  not  only 
attracts  more  blood  to  the  uterus  by  their  irritating  action  as 
foreign  bodies,  but  acts  as  a  nidus  for  infection,  which  infection 
may  extend  to  the  thrombi  in  the  placental  site,  disintegrating 
them,  and  causing  sudden  hemorrhage  or  a  thrombotic  exten- 
sion to  the  uterine  veins. 

The  chief  causes  of  prolapse  and  backward  displacements 
are  the  increased  weight  of  the  puerperal  uterus,  due  to  lacera- 
tions, the  lack  of  proper  support  from  the  pelvic  floor,  the  loss 
of  tonicity,  and  a  relaxation  of  the  uterine  ligaments  consequent 
upon  the  overstretching  of  pregnancy,  associated  with  a  vary- 
ing degree  of  subinvolution,  which  may  be  precipitated  by  some 
physical  effort  of  the  patient  on  getting  out  of  bed,  as  forced 
defecation  in  the  presence  of  full  bladder  which  has  pushed  the 
fundus  backward,  or  the  faulty  application  of  the  abdominal 
binder,  waist  bands,  or  corsets,  increasing  the  intraabdominal 
pressure  within  the  pelvis,  and,  further,  retroversion  and  retro- 
flexion may  persist  after  abortion  if  these  displacements  existed 
during  the  pregnancy. 

After  pulling  down  the  uterus  to  empty  it  with  the  finger, 
curette,  or  forceps,  we  always  make  a  special  effort  to  reposit  it 
high  in  the  pelvis,  in  a  position  of  normal  anteflexion,  and  to 
try  to  maintain  it  in  such  position  with  a  vaginal  support  of 
gauze  before  concluding  the  operation.  This  not  only  secures 
better  drainage  for  the  loosened  detritis  still  within  the  uterus, 
but  relieves  the  stretched  uterine  ligaments  of  tension,  and  thus 
stimulates  them  to  retraction. 

It  should  be  an  invariable  rule  to  make  a  digital  exploration 
of  the  pelvis  in  every  case  of  puerperal  hemorrhage.  For 
metrorrhagia  occurring  after  the  lochia  rubrum  has  ceased  or 
the  continuance  of  a  bloody  lochia  is  always  pathologic.  It  is  not 
unusual  to  find  portions  of  ovum  or  clots  retained  after  abortions 
and  premature  deliveries,  in  anteflexions  and  retroflexions,  in 
consequence  of  a  stenosis  by  angulation  of  the  cervical  canal. 
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Chorio-epithelioma,  subinvolution,  and  submucous  polyps 
should  be  recognized  and  differentiated  at  this  examination  and 
credited  with  their  full  significance  in  the  production  of  hemor- 
rhage. When  the  hemorrhage  is  due  to  backward  or  forward 
displacements,  the  treatment  is  to  straighten  out  the  uterine 
canal  by  the  correction  of  the  displacement,  and  thus  secure 
better  drainage  for  the  uterus.  This  may  be  done  by  digital 
manipulation  alone,  or  by  the  bimanual,  or  by  the  patient 
assuming  the  knee-chest  position,  or  by  the  two  combined; 
when  the  uterus  has  been  reposited,  the  organ  is  retained  in  its 
proper  relations  by  a  sterile  or  iodoform  gauze  tamponade'in  the 
vagina,  introduced  with  the  patient  in  the  genu-pectoral  or 
Sims  position.  On  withdrawing  the  vaginal  pack,  the  uterus 
will  be  pulled  down,  and  has  a  tendency  to  relapse  into  its 
malposition,  unless  the  removal  is  done  with  the  patient  in  the 
knee-chest  posture.  It  is  therefore  our  custom  to  treat  these 
patients  every  second  day  in  the  knee-chest  position;  repositing 
the  uterus  by  grasping  the  cervix  with  a  volsellum,  by  which  the 
cervix  is  pushed  well  upward  and  backward  toward  the  sacrum, 
while  sterile  wool  tampons,  moistened  with  boroglyceride,  are 
placed  in  front,  below,  and  to  the  sides  of  the  cervix.  The 
vagina  is  cleansed  before  each  treatment  with  a  weak  lysol  or 
creolin  solution.  A  pessary  is  contraindicated,  as  a  rule,  before 
the  sixth  week,  as  the  tissues  are  sensitive  and  open  to  ulcer- 
ation because  of  the  disturbed  circulation.  After  this  treat- 
ment a  suitable  pessary  is  fitted  and  worn  for  several  months. 

When  the  hemorrhage  is  due  to  dislodgment  or  disintegration 
of  clots  at  the  placental  site,  an  intrauterine  tamponade  of 
iodoform  gauze  is  the  procedure  which  stimulates  contractions 
by  irritation,  besides  acting  as  a  tampon  to  control  the  hemor 
rhage,  which  may  often  be  sudden  and  profuse. 

Puerperal  cystitis  is  another  complication  which  1  have  met 
with  in  consultation  practice.  This  condition  is  largely  due  to 
the  absolute  neglect  on  the  part  of  the  practitioner  of  the 
Madder  during  labor.  How  many  of  us  see  that  the  bladdei 
and  rectum  are  emptied,  as  a  routine  procedure,  before  the 
forceps  is  applied  or  a  version  done" 

The  traumatism  to  the  neck  of  the  bladder  during  normal 
labor  and  the  consequent  swelling  of  the  urethra,  together  with 
the  sudden  diminution  in  the  intraabdominal  pressure  aftei 
delivery,  favors  retention  of  urine  and  ovei  distention  of  the 
bladder  during  tlie  first  puerperal  day.     Add  to  this  the  pro 
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longed  pressure  which  the  head  just  entering  the  brim  makes 
upon  a  full  bladder,  and  the  dragging  down  of  that  viscus 
between  the  head  and  the  pubes  in  a  difficult  forceps  before 
the  cervix  is  so  completely  canalized  as  to  pass  over  the  advanc- 
ing head,  and  we  have  a  condition  of  the  vesical  tissues  so 
reduced  in  resistance  by  trauma  and  laceration  that  infection 
of  any  sort,  mild  though  it  may  be,  will  produce  serious  con- 
sequences. I  have  seen  a  cast  of  the  entire  mucous  membrane 
of  the  bladder  passed  following  such  neglect. 

Vesica]  complications  may  be  avoided  by  not  operating,  except 
in  the  presence  of  an  empty  bladder,  a  fully  dilated  or  dilatable 
cervix,  and  by  observing  the  proper  axis  traction  in  forceps 
delivery,  which  will  permit  the  bladder  to  slip  up  out  of  harm 
with  the  recession  of  the  anterior  lip.  Prompt  emptying  of  the 
bladder  after  labor,  allowing  the  patient  to  sit  up  to  evacuate  it, 
tends  to  reestablish  its  function. 

In  event  of  the  patient  being  unable  to  void  within  twelve 
hours  after  the  labor,  sterile  catheterization  may  be  done. 
Strychnine  and  some  urinary  antiseptic,  as  urotropin,  will 
materially  improve  the  muscular  tone  of  the  bladder  and 
minimize  the  chances  of  infection  in  event  of  continued  catheter- 
ization. 

Vesico-vaginal  fistula.',  from  pressure  necrosis  following 
labor,  fortunately  occur  with  less  frequency  than  in  the  early 
days  of  my  experience;  this  I  believe  to  be  due  to  the  more 
general  use  of  the  forceps.  On  the  other  hand,  recto-vaginal 
perforations  are  more  common,  due  to  injury  with  the  tips  of 
the  forceps,  resulting  from  faulty  traction  and  attempts  at 
forcible  rotation  of  the  head  with  the  instruments. 

Traumatic  separation  of  the  pubic  joint  is  another  complication 
which  has  been  noted  several  times  in  the  last  few  years.  In 
four  of  the  cases  '-ecu  by  the  reader,  the  injury  was  produced  1  J 
attempting  to  rock  a  head  through  the  pelvis  with  the  forceps. 
All  of  the  children  were  easily  delivered  following  this  spoil 
t  a  neons  symphysiotomy. 

It  is  interesting  to  note  that  the  attendants  of  these  patients 
congratulated  themselve  killful  use  of  the  instruments, 

in  delivering  a  living  child  in  spite  of  a  relative  pelvic  contraction 
which  had  seemed  insurmountable,  when  it  was  only  recoj 
after  the  instruments  had  been  applied. 

[ntense  pain  and  tenderness  over  the  pubic  joint   and  an  in- 
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ability  to  move  the  limbs  without  exquisitive    suffering    were 
the  symptoms  complained  of  in  these  separations. 

Fixation  of  the  symphysis  with  a  wide  zinc  oxide  adhesive 
bandage  which  encircled  the  pelvis,  together  with  the  rest  in 
"a  trough  bed"  for  from  three  to  six  weeks,  resulted  in  a  united 
but  not  altogether  painless  joint. 

Aside  from  injuries  to  the  pelvic  soft  parts  and  misplacements 
of  the  uterus,  the  pelvic  changes  which  result  from  interpartum 
and  postpartum  infections,  make  up  the  largest  part  of  our 
gynecology.  k 

The  changes  produced  by  a  septic  metritis  in  the  uterine 
musculature  leave  the  organ  denser  and  permanently  enlarged. 
A  pelvic  cellulitis  in  one  broad  ligament  results  in  a  permanent 
shortening  of  that  ligament  and  fixity  of  the  uterus  on  that  side, 
displacing  the  cervix  and  body  laterally. 

A  pelvic  peritonitis  with  its  resulting  pelvic  abscess  shortens 
and  fixes  the  uterosacral  ligaments,  limiting  the  subsequent 
mobility  of  the  uterus  or  drawing  it  backward  in  the  pelvis, 
besides  leaving  the  tubes  and  ovaries  in  a  more  or  less  maimed 
condition  from  adhesions  and  displacements,  even  if  active 
infection  has  not  destroyed  their  functions.  It  would  seem, 
therefore,  that  the  physician  who  practises  obstetrics  to-day 
has  much  to  learn  in  order  to  bring  his  art  to  the  perfection  which 
its  importance  warrants,  and  this  can  only  be  accomplished  by  a 
better  appreciation  of  the  indications  for  interference  in  the 
presence  of  pelvic  contraction  or  relative  contraction,  the 
observance  of  proper  surgical  skill  and  judgment,  the  prevention 
of  infection,  and  the  repair  of  injuries,  and  finally  by  the  atten- 
tion to  detail  during  the  puerperium  which  will  prevent  or  correct 
the  many  trifling  gynecological  disorders  which  take  their 
origin  at  this  period. 
287  Clintox  Ave>tue. 
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THE  CHLOROFORM  PACKAGE  FOR  THE  OBSTETRICAL 
BAG. 

BY 
F.  HOEFFER  McMECHAN,  M.  D., 

Anesthetist  to  St.  Mary's  Hospital, 

Cincinnati.  O. 

(With  three  illustrations.)* 

For  a  considerable  length  of  time  it  has  been  the  endeavor 
of  purveyors  of  chloroform  to  market  this  potent  anesthetic  in  a 
container,  which  would  not  only  preserve  the  drug  in  its  original 
chemical  purity,  but  would  also  serve  the  added  purpose  of  acting 
as  a  drop-bottle  for  the  induction  and  maintenance  of  narcosis. 
This  problem  has  been  finally  settled  by  the  invention  of  the 
Dropper-ampoule. 

Previously,  several  foreign  and  American  marketers  of  chloro- 
form had  dispensed  it  for  certain  trades  in  sealed  ampoules, 
from  which  it  was  poured  into  mechanical  droppers  of  various 
makes  at  the  time  of  use.  However,  the  new  invention  dispenses 
with  valves  and  levers,  and  by  its  utter  simplicity,  economy, 
convenience,  and  safety  promises  to  become  the  package  of  choice 
in  both  the  emergency  and  obstetrical  bag. 

In  following  closely  the  current  literature  on  anesthesia,  both 
in  American  and  foreign  journals,  it  is  obvious  that  the  trend  of 
the  profession  is  toward  a  greater  care  in  the  selection  of  anesthetic 
drugs  for  certain  classes  of  cases  and  much  more  attention  to 
the  details  of  administration.  This  tendency  can  only  result  in 
the  saving  of  many  patients  who  heretofore  have  perished  through 
lack  of  skill  or  judgment  on  the  part  of  either  the  anesthetist  or 
operator. 

While  chloroform  has  a  lower  percentage  of  safety  than  any 
other  anesthetic  in  popular  use  at  present,  it  is  due  to  the  fact 
that  this  most  potent  of  anesthetic  drugs  has  always  been  given 
in  too  large  a  quantity  or  too  cold  and  concentrated  a  vapor. 
Gwathmey's  experiments,  laboratory  and  clinical,  with  the 
warmed  vapors  of  ether  and  chloroform  have  established  the 
fundamental  principles  of  safe  narcosis.  Summarized,  these 
principles  are  the  induction  and  maintenance  of  narcosis  with 
the  lowest  percentage  and  amount  of  warmed  chloroform  or 
ether   vapor   which    will   singly   or   in   combination   accomplish 
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anesthesia  of  the  required  depth  without  any  untoward  symp- 
toms on  the  part  of  the  respiratory  or  circulatory  system. 

The  Gwathmey  vapor  apparatus  is  without  doubt  one  of  the 
most  remarkable  and  progressive  inventions  in  the  history  of 
anesthesia,  but  it  is  an  impossible  adjunct  in  the  emergency 
or  obstetrical  bag.  It  is  primarily  an  apparatus  for  the  hospital 
and  the  expert  anesthetist. 

Lacking  absolutely  any  mechanical  details  whatever,  the 
Dropper-ampoule  in  use  approaches  very  closely  the  accuracy  and 
percentage  strengths  of  the  vapor-method  of  inducing  and^main- 
taining  chloroform  narcosis. 


\J\AI\J\Td\^ 


Fig.  i. — Showing  method  of  pack- 
ing to  prevent  breakage. 


I  i  Method    ■      nt;  tips  pre- 

vious i"  breaking  them  <>fi. 


The  Dropper-ampoule  is  a  cylindrical  glass  container,  one 
end  of  which  is  elongated  to  a  narrower  caliber  and  terminates 
in  a  bead  sealed  capillary  tip.  On  the  shoulder  of  this  container 
is  a  second  capillary  projection,  similarly  scaled.  The  ampoule 
has  a  capacity  of  thirty  grams,  an  amount  of  chloroform  seldom 
exceeded  with  this  dropper  in  the  ordinary  run  of  narcoses  for 
single  operations  or  obstetrical  procedures.  The  Dropper- 
ampoule  is  marketed  in  strong  card-board  boxes,  fully  protected 

from  breakage,  thus  making  it  the  package  of  chl Form  for  the 

emergency  or  obstetrical  bag. 

To  use  tin-  Dropper-ampoule  it  is  only  necessary  to  break  oil 
the  bead  like  tips  of  both  capillary  endings.  This  is  accom 
plished  Ijv  previously  nicking  the  tips  with  ;i  slendei  file  pn>\  ided 
in  the  package  or  by  snipping  them  off  with  a  scissors.  1  In. 
point   is  to  preserve  the  capillary  ending  as  long  as  possible. 
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This  insures  a  minimal  drop  of  chloroform,  upon  which  the 
economy,  safety  and  convenience  of  the  Dropper-ampoule  de- 
pends. The  frequency  of  the  drop  is  regulated  by  the  angle  at 
which  the  ampoule  is  tilted. 

Reverting  to  the  minimal  drop,  most  mechanical  droppers 
have  the  calibers  of  both  their  air-inlets  and  drop-points  entirely 
too  large,  thus  giving  an  oversupply  of  the  anesthetic  with  each 
drop.  The  minimal-sized  drop  of  the  Dropper-ampoule  results 
in  the  delivery  of  the  smallest  amount  of  chloroform  with  each 
drop,  which  in  turn  results  in  a  consequent  quicker  vaporization 
of  the  anesthetic,  a  lessened  wetting  of  the  gauze  on  the  mask, 
and  an  increased  capacity  on  the  part  of  the  nasal  and  oral  pas- 
sages to  heat  the  vapor  once  it  has  been  produced. 


Fig.  3. — Regulating  the  frequency  of  the  drop 
'  at  which  the  ampoule  is  held. 


by  the  angle 


Comparing  the  drip  of  various  mechanical  droppers  and  the 
Dropper-ampouli  .  it  has  been  found  that  the  former  average  as 
low  as  from  eighty  to  one  hundred  drops  to  the  fluidram. 
With  a  standard  pipette  chloroform  should  drip  one  hundred 
and  eighty  drops  to  the  fluidram.  The  Dropper  ampoule 
averages  two  hundred  drops  and  over  to  the  fluidram.  The 
unvarying  size  of  the  drop  and  its  minimal  proportion  are  decided 
safeguards  in  the  preliminary  stages  of  chloroform  narcosis. 
In  short  narcoses  the  amount  of  anesthetic  consumed  by  the 
Dropper-ampoule  is  surprisingly  small,  and  in  longer  and  more 
tedious  operations  it  is  astonishing  with  hew  little  of  the  anes 
thetic  a  proper  depth  of  narcosis  may  be  maintained. 

While  the  profession  at  large  is  not  inclined  to  dread  the 
administration  of  anesthetics  during  obstetrical  procedures,  those 
authorities  who  have  had  the  most  experience  with  tin-  worsl 
cases  are  all  inclined  to  use  narcosis  with  proper  temerity  and  all 
attention  to  the  selection  of  the  proper  anesthetic  and  its  tech 
nic   of    administration.     The    incautious    are    usually  the    ones 
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who  are  tripped  up  by  unexpected  and  unnecessary  deaths  during 
such  obstetrical  deliveries  as  require  narcosis  for  their  accom- 
plishment. 

Among  the  reasons  assigned  for  the  comparative  freedom 
from  accident  of  chloroform  anesthesia  during  labor  are  these: 
that  the  element  of  fear  of  the  anesthetic  is  displaced  by  the 
woman's  suffering  and  her  desire  for  relief;  that  physiological 
hypertrophy  of  the  heart  protects  against  circulatory  failure; 
that  the  deeper  respirations  and  expulsive  efforts  prevent 
asphyxia]  difficulties  and  promote  the  pulmonary  circulation 
and  the  emptying  of  the  right  heart;  that  high  abdominal 
pressure  prevents  vasomotor  dilatation.      (Patton.) 

While  the  pregnant  woman  will  stand  considerable  over 
dosage  with  chloroform  during  delivery,  this  is  no  reason  or 
excuse  why  chloroform  should  be  administered  obstetrically 
in  any  quantity  greater  than  that  which  is  absolutely  required  to 
relieve  the  pains  or  to  induce  and  maintain  narcosis  of  a  satis- 
factory depth.  Saturation  with  chloroform  has  been  responsible 
in  the  past  for  many  close  calls  for  the  mother  and  not  a  few 
asphyxiated  babies.  When  the  anesthetic  is  delivered  on 
several  thicknesses  of  gauze  in  minimal  drops  from  the  Droppo- 
ampoule,  both  mother  and  child  have  the  greatest  percentage 
of  safety  in  their  favor. 

Surgeons  and  obstetricians  who  have  witnessed  anesthesias 
conducted  by  the  use  of  the  Dropper-ampoule  during  their 
operations  have  been  invariably  surprised  by  the  minimal 
amount  of  chloroform  consumed. 

Peculiar  as  it  may  seem,  the  use  of  a  minimal  drop  enables 
the  anesthetist  to  narcotize  the  patient  with  more  rapidity  and 
less  inconvenience  than  when  a  larger  drop  is  utilized.  In  fact, 
all  the  dangers  in  chloroform  narcosis  may  be  summed  up  in 
the  one  word  "Crowding!"  The  minimal  drop  results  also  in  an 
obliteration  of  the  stage  of  excitement,  which  is,  after  all,  simply 
a  reflex  revolt  of  the  respiratory  and  circulatory  systems  against 
a  too  rapid  or  too  sudden  a  profound  narcosis.  Also  the 
lessened  quantity  of  the  dru^  utilized  results  in  a  consequent 
infrequency  of  postoperative  nausea  and  vomiting. 

The  angle  at  which  the  Dropper-ampoule  is  held  regulates 
accurately  the  frequency  of  the  drip,  and  this  regulation  on  the 
part  of  the  anesthetist  and  the  minimal  drop  automatically 
supplied  insure  an  easy  induction  and  an  extremely  placid 
maintenance  of  anesthesia. 
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Preceded  by  a  few  drops  of  some  favorite  perfume,  the  advent 
of  the  chloroform  on  the  mask  is  scarcely  perceptible,  and  if 
the  narcosis  is  followed  by  the  free  use  of  soap  and  water  to 
remove  the  cold  cream  about  the  nose  and  lips  and  the  inhalation 
of  vinegar,  cologne,  or  toilet  water  and  a  free  airing  of  the  room, 
there  will  remain  little  or  no  recollection  of  even  the  odor  of  the 
drug,  which  is  a  potent  factor  in  inducing  nausea. 

In  its  simplicity  of  construction  and  preparation  for  use;  its 
economy  in  the  amount  of  anesthetic  consumed;  its  convenience 
as  compared  with  other  complicated  apparatus  and  its  safety 
due  to  the  minimal  drop,  with  rapid  vaporization  and  heating 
in  the  oral  and  nasal  passages,  the  Dropper-ampoules  has  brought 
the  Drop-method  of  chloroform  narcosis  to  the  point  of  per- 
fection. 

The  Dropper-ampoule  is  worthy  of  trial  by  obstetricians  who 
use  chloroform  narcosis  for  the  accomplishment  of  relief  from 
pains  and  the  conduct  of  instrumental  deliveries.  It  is  the 
handiest,  safest,  most  economical,  and  simplest  package  of 
chloroform  so  far  devised  for  the  obstetrical  or  emergency  bag. 

639  West  Seventh  Street. 
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Meiting  of  October  22,    1909. 

The  President,  Oliver  P.  HuMPSTONE,  M.  D.,  in  the  Chair. 

The  proceedings  were  opened  by  Dr.  De  Forest,  who  pre 
sented  the  history  of  a  case  of 

THRUSH    IN    AN    INFANT    ENDING    FATALLY.* 

Dr.  G.  I.  BroadhEad  then  reported  a  case  of 

SPONTANEOUS    RUPTURE    OF   THE    UTERUS    DURING    LABOR. 

The  patient,  Mrs.  B.,  was  a  primipara,  age  thirty-seven,  who 
came  into  the  service  at  the  New  York  Post-Graduate  Hospital, 
on  April  6,  1909,  about  two  weeks  prior  to  the  expected  dat<  ol 
confinement.  She  had  had  four  normal  labors,  which  were  in 
fact  described  as  precipitate.  The  last  child  was  born  in  March, 
1907.  In  May,  1908,  the  woman  miscarried  at  three  months 
and    one   week    later   was    curetted,   making    a  good   recovery. 

*  To  appear  in  the  January  issue  of  this  Journal. 
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The  date  of  her  last  menstruation  was  given  as  July  15,  [908. 
The  history  of  the  present  pregnancy  was  uneventful,  the  fundus 
was  at  the  eighth  month,  position  of  the  fetus,  R.  S.  P.,  fetal 
heart  sounds  not  heard.  The  pelvic  measurements  were  large 
— spines,  26  cm.,  crests,  30  cm.,  obliques,  23  cm.,  and  external 
conjugate,  21.5  cm.  The  vaginal  examination  showed  nothing 
abnormal.  Labor  began  May  22,  at  10.30  a.  m.  At  2.45  p.  m. 
a  member  of  the  house-staff  reached  the  woman's  residence. 
She  was  having  severe  pains  every  two  or  three  minutes  but 
there  had  been  no  bleeding.  Upon  examination,  however,  a 
few  clots  were  found  in  the  vagina,  the  cervix  was  soft  and 
admitted  three  fingers,  the  membranes  were  intact,  the  gertex 
was  just  beginning  to  engage  in  the  brim.  There  was  a  sus- 
picion of  placenta  previa  lateralis.  Pulse,  105;  temperature, 
990  F.  The  patient's  general  condition  was  good,  but  she  com- 
plained that  the  pains  were  more  severe  then  in  any  previous 
labor.  At  3. 30  p.  M.  the  woman  had  a  very  severe  pain  in 
the  left  side  of  the  abdomen,  which  began  below  and  extended 
upward  and  was  accompanied  by  the  remark  "that  she  be- 
lieved the  child  was  born."  The  labor  pains  ceased  at  once,  the 
woman  felt  weak  and  continued  to  complain  of  constant  severe 
pain  in  the  left  lower  quadrant  of  the  abdomen  and  extending 
across  above  the  umbilicus.  She  also  started  to  vomit  and 
continued  to  do  so  at  half  hour  intervals.  Vaginal  examina- 
tion showed  no  change  in  the  position  of  the  vertex,  but  there 
was  considerable,  although  not  alarming,  hemorrhage.  At 
3.40  p.  m.  the  pulse  was  130,  at  4  m  p.  \t.,  140.  The  abdomen 
became  very  tender,  the  pain  severe  and  constant.  The  visible 
loss  of  blood  up  to  this  time  was  not  above  ten  ounces.  The 
patient  was  then  transferred,  to  the  hospital,  and  on  admission 
the  temperature  was  101.2°  F.,  pulse  14S,  respiration  38,  the 
abdomen  was  exquisitely  tender,  especially  above  the  navel, 
and  the  uterus,  though  tense,  was  of  normal  size.  The  patient 
seemed  in  great  distress,  complaining  constantlj  of  "•exile 
abdominal  pain.  A  diagnosis  of  concealed  accidental  hemor- 
rhage was  made  and  immediate  delivery  seemed  indicated 
Vaginal  examination  showed  an  L.  <  >.  1'.  position,  the  vertex 
dipping  into  the  brim,  cervix  about  three  lingers  dilated  and 
very  soft.  The  cord  was  found  pulseless  and  craniotomy  was 
at  once  performed.  The  fetus  weighed  about  five  pounds 
after  delivery  and  was  readily  extracted.     When  the  head  was 

broughl  down  into  the  pelvis,  a  small  rim  of  the  cervix  could 
still  be  felt ,  but  with  easy  tractions  the  dilation  became  apparently 
complete.  In  reality  the  rupture  of  the  uterus  was  extending 
downward  through  the  cervix.  As  the  pulse  was  142  and 
,  an  intravenous  infusion  of  [.oooc.c  was  given.  There 
was  little  bleeding  during  or  after  the  operation,  and  the  uterus 
appeared  to  be  well  contracted  with  the  fundus  just  above  the 
symphysis.      Several   ineffectual  attempts  were   made   to  express 

the  placenta  bj  Cred£,  and  fmalh  the  hand  had  to  be  intr<  iduced 
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and  a  manual  extraction  done  At  this  time  the  rupture  of 
the  uterus  was  discovered;  and,  as  the  laceration  was  extensive, 
immediate  preparations  were  made  for  laparotomy.  The  abdo- 
men was  opened  by  a  median  incision  and  a  small  amount  of 
free  blood  found  in  the  cavity.  There  was  a  complete  rupture 
five  inches  in  length  on  the  left  side,  running  from  the  attach- 
ment of  the  left  round  ligament  downward  through  the  cervix. 
As  the  tear  was  not  ragged,  the  uterus  was  closed  with  two 
tiers  of  interrupted  chromic  gut  sutures  (No.  2),  avoiding 
the  mucosa,  and  a  continuous  suture  of  plain  gut  was 
passed  through  the  serous  covering.  The  amount  of  blood 
lost  during  the  labor  and  operation  did  not  exceed  twenty 
ounces  The  abdominal  incision  was  closed  in  the  usual 
manner  and  t  he  patient  was  returned  to  the  ward  in  very 
good  condition — pulse  120,  respiration  26,  temperature  911  \°  F. 
For  a  period  of  thirteen  days  following  the  operation,  the  tempera- 
ture varied  between  ioo°  and  1030  and  the  pulse  between  100 
and  120,  although  the  incision  healed  perfectly.  After  the 
operation  there  was  considerable  abdominal  pain  which  became 
very  severe  about  the  eighth  day  and  became  localized  on  the 
right  side  midway  between  the  anterior  superior  iliac  spines 
and  the  free  ribs,  where  a  hard  mass  could  be  palpated  about 
the  size  of  a  large  orange,  movable,  tender,  but  not  markedly 
so,  with  a  Hat  percussion  note.  The  blood  count  was  as  follows: 
on  the  fifth  day,  leukocytes  4,300,  polynuclears  75  per  cent.;  on 
the  seventh  day,  leukocytes  7,600,  polynuclears  81  per  cent.; 
on  the  tenth  day,  leukocytes  10,000,  polynuclears  85  per  cent. 
After  the  eighth  day  there  was  some  nausea  and  vomiting. 
On  the  thirteenth  day  an  incision  was  made  directly  over  the 
mass  and  the  omentum,  which  formed  the  median  and  anterior 
wall,  was  separated  by  blunt  dissection,  whereupon  nearly  a 
pint  of  foul,  greenish  pus  with  a  considerable  number  of  dark 
leathery  blood  clots  was  evacuated.  The  cavity  was  drained 
and  the  wound  partially  closed  by  suture.  The  recovery  was 
uneventful  and  the  patient  was  discharged  from  the  hospital 
.■.  eeks  later.  At  the  present  time  the  woman  feels 
very  well,  the  menstruation  is  regular,  but  a  small  sinus  persists 
in  the  abdominal  wound.  The  points  of  interest  in  this  case  are 
that  1.  all  the  previous  labors  were  easy;  2.  there  was  no  pre 
disposing  cause  for  rupture  such  as  a  uterine  cicatrix ;  and  3.  the 
only  operation  the  patient  had  ever  had  was  the  curettage  one 
year  before  the  time  of  rupture;  4.  the  rupture  occurred  after 
a  very  short  labor  in  which  there  was  no  obstruction  to  the 
delivery  of  a  small  child.  That  the  uterine  wall  was  weakened 
on  the  left  side  is  evident,  and  it  is  possible  that  the  curettage 
may  have  been  responsible.  It  is  the  first  and  only  case  of 
spontaneous  rupture  without  predisposing  cause,  which  has 
come  under  niv  observation  and  it  therefore  seemed  to  me  to  be 
worthy  of  record  and  of  discussion  by  this  society. 

Dr.  F.  A.  Oastler  desired  to  presenl  a  case  of  rupture  of  the 
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uterus  in  connection  with  that  previously  reported.  It  was  not 
spontaneous,  but  yet  interesting  from  several  points  of  view. 
The  history  was  briefly  as  follows:  The  woman  was  thirty-two 
years  of  age  and  in  her  second  pregnane}'.  A  midwife  had  made 
the  effort  to  deliver  her  of  twins.  She  succeeded  in  getting  out 
the  first  child,  but  the  second  was  a  transverse  presentation, 
which  she  could  not  deliver,  and  called  in  two  physicians.  The 
latter  eventually  delivered  the  woman,  but  whether  the  child 
was  dead  or  alive,  the  doctor  did  not  ascertain.  However,  she 
was  sent  to  the  hospital  with  the  diagnosis  of  a  badly  lacerated 
perineum.  She  arrived  in  shock  and  in  very  poor  general 
condition.  Examination  showed  a  large  opening  back  ,of  and 
to  the  left  of  the  uterus,  and  the  pelvis  was  filled  with  blood 
clots.  The  patient  was  immediately  placed  on  the  operating 
table,  and  the  uterus  removed  through  an  abdominal  laparotomy. 
Infusions  and  other  methods  of  stimulation  were  employed, 
and  fortunately  the  woman  recovered.  The  facts  which  the 
doctor  desired  to  bring  out  are  the  following:  we  learn  from  the 
text-books,  and  I  am  also  very  interested  to  hear  from  Dr. 
Brodhead,  that  a  uterus  can  be  sewed  up  after  rupture.  The 
doctor  had  had  seven  cases  of  ruptured  uteri  and  in  not  one  of 
them  did  he  find  it  possible  to  sew  the  rupture.  The  patients 
were  in  such  a  condition  of  shock  from  loss  of  blood  and  manipula- 
tions incident  to  delivery,  that  it  was  found  best  to  do  a  hysterec- 
tomy, and,  besides,  the  parts  were  generally  Ulcerated  to  such  an 
extent  that  it  was  almost  impossible  to  suture  them  properly. 
In  three  of  these  cases,  after  the  uterus  was  removed,  the  clamps 
were  left  in  the  abdomen,  for  twenty-four  hours.  The  condition 
of  the  patients  in  such  accidents  is  usually  such  that  no  time  is 
to  be  lost;  and,  inasmuch  as  one-half  of  the  hysterectomy  has 
already  been  accomplished  by  the  rupture,  the  rest  can  be  more 
easily  accomplished  than  by  resorting  to  simple  suture.  The 
doctor  was  glad  to  hear  that  Dr.  Brodhead  had  found  it  possible 
to  suture  the  uterus  in  his  case,  but  he  did  nut  see  how,  in  these 
cases  where  a  woman  has  lost  a  lot  of  blood  and  is  extremely 
shocked,  such  an  operation  was  possible. 

DISCUSSION. 

Dr.  Dorman  thought  Dr.  Brodhead's case  of  exceeding  interest 
and  particularly  as  it  called  attention  to  the  tact  that  there  may 
be  spontaneous  rupture  of  the  uterus  without  demonstrable 
cause.  About  a  year  ago  a  colleague  at  the  City  Hospital 
reported  such  a  case,  where  instruments  were  not  even  used  and 
the  doctor  had  barely  reached  home  when  he  received  word  that 
.1  hemorrhage  had  taken  place.  He  hurried  back  and  found  the 
woman  in  extreme  shock,  and  a  laceration  that  extended  from 
the  cervix  up  to  the  uterus.  It  was  only  by  means  of  a  prompt 
tamponade  that  he  saved  her  life,  and  the  case  where  there  was 
an  undoubted  rupture  of  tin-  uterus  without  any  manipulation 
having  been  employed.     Dr.   Dorman  thought   that  the  proper 
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alternative  in  such  a  case  was  either  suture  from  above  or  below 
or  else  tamponade,  and  in  the  discussions  on  treatment  it  was 
on  these  that  the  attention  was  usually  fixed.  .Most  operators 
can  sew  up  the  uterus  more  quickly  than  they  can  remove  it. 

Dr.  S.  M.  Brickner  called  attention  to  the  fact  that  patients  in 
deep  shock  do  recover  after  rigid  tamponade  of  the  lower  uterine 
segment.  He  had  had  four  cases  under  observation,  three  of 
whom  had  made  absolutely  perfect  recoveries  after  being  tam- 
poned, although  they  were  suffering  from  extreme  shock.  The 
fourth  was  practically  moribund  when  first  seen  and  did  not 
recover.  He  believed  that  this  is  the  concensus  of  opinion  among 
extensive  operators.  If  the  uterine  artery  is  not  torn,  the  results 
from  packing  are  good,  they  certainly  were  in  the  few  cases  w  hich 
he  had  seen. 

Dr.  H.  P.  De  Forest  reported  a  case  of  rupture  of  the  uterus 
which  he  had  seen  about  a  year  ago,  in  which  he  was  called  in 
consultation,  because  the  natural  expulsive  forces  were  ineffective 
and  operative  interference  of  some  kind  seemed  necessary. 
The  patient  was  a  primipara  of  twenty-two,  at  term.  The 
pelvis  exhibited  a  moderate  degree  of  flattening,  the  external 
conjugate  being  17  cm.  and  the  true  conjugate  7  cm.  The 
head  presented  at  the  pelvic  brim  but  was  not  engaged.  No 
fetal  heart  sounds  had  been  heard  for  some  time.  Meconium 
was  present  in  the  liquor  amnii  which  was  draining  away  at 
the  time  of  examination.  Cesarean  section,  symphysiotomy 
and  pubiotomy  were  all  rejected  because  of  the  almost  certain 
fact  that  the  uterine  cavity  was  infected  and  the  child  dead. 
A  tentative  application  of  high  forceps  was  made,  but  as  the 
head  could  be  made  to  engage  their  use  was  discontinued. 
The  birth  canal  was  thoroughly  dilated  and  podalic  version 
performed  without  difficulty.  The  arms  were  extended  above 
the  head  but  were  finally  released  after  some  effort  and  consider- 
able force  was  needed  to  deliver  the  after-coming  head.  The 
child  was  still-born — no  pulsations  of  the  cord  were  felt  at  the 
time  the  version  was  being  done.  The  patient  had  been  under 
an  anesthetic  for  about  an  hour,  which  was  discontinued  as  soon 
as  the  head  was  delivered.  The  woman  was  suffering  from 
extreme  shock,  apparently  the  result  of  the  prolonged  and  ex- 
hausting labor  combined  with  the  ether  narcosis.  Considerable 
bleeding  occurred  as  soon  as  the  child  was  born  and  the  placenta 
was  immediately  extracted  . 

The  hand  was  then  passed  at  once  into  the  uterine  cavity 
for  this  purpose  and  the  unpleasant  discovery  made  for  the 
first  time  that  a  laceration  of  the  uterus  existed,  beginning  at 
the  left  side  of  the  cervix  and  extending  to  the  Fallopian  tube 
on  the  same  side.  Through  this  wound  the  placenta  had  been 
forced  into  the  abdominal  cavity  when-  it  was  found  lying,  sui 
rounded  by  coils  of  intestine.  It  was  at  once  removed  and  as 
no  facilities  were  at  hand  for  a  proper  performance  of  an  ab- 
dominal section,  an  ambulance  was  called. 
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While  waiting  for  the  arrival  of  the  ambulance,  an  attempt 
was  made  to  tampon  the  uterus  but  the  bleeding  was  so  profuse 
and  the  loss  of  blood  so  great  that  it  seemed  wise  to  risk  sepsis 
and  control  the  bleeding  vessels  if  possible. 

The  abdomen  was  hastily  opened  in  the  median  line  and  sev- 
eral branches  of  the  uterine  artery,  and  probably  of  the  ovarian 
artery  also,  were  found  to  be  bleeding  profusely.  These  bleeding 
vessels  were  clamped  or  sutured.  The  abdominal  wound  was 
hastily  closed,  leaving  two  clamps  still  applied  to  the  bleeding 
arteries;  and  by  the  time  the  ambulance  arrived  the  patient 
was  ready  to  be  removed  to  the  hospital. 

She  reached  the  Lying-in  Hospital  still  alive,  where  ^she  was 
seen  at  once  by  Dr.  Kosmak  of  this  society,  but  she  died  before 
any  further  operation  cauld  be  performed. 

An  examination  of  the  wound  and  uterus  after  death  showed 
that  the  entire  left  half  of  the  uterus  had  been  divided  by  the 
laceration;  that  the  hasty  operation  had  quite  controlled  the 
hemorrhage  and  that  the  loss  of  blood  combined  with  extreme 
shock  had  been  the  cause  of  death. 

It  is  possible  that  had  the  uterus  been  tamponed,  the  woman 
might  have  rallied  sufficiently  to  have  had  a  subsequent  opera- 
tion, but  in  the  presence  of  free  and  profuse  arterial  hemorrhage 
it  seemed  best  to  try  unci  control  this  by  clamps  and  ligatures 
rather  than  by  the  uncertain  application  of  an  intrauterine 
tamponade. 

Just  when  the  laceration  began  it  is  difficult  to  state  with 
certainty,  but  probably  one  or  the  other  arm  started  the  tear 
in  the  cervix  when  they  were  brought  down,  and  the  elicits 
made  to  deliver  the  after-coming  head  caused  the  laceration  to 
extend  toward  the  fundus. 

The    child    weighed    9    pounds,    4  ounces,  and  was  to 
to  be  delivered  alive  through  the  birth  canal. 

Dr.  G.  A.  Peck  said  that  in  deciding  the  problem  whether  we 

should  sew  the  uterus  or  do  a  hysterectomy,  the  question  of 

infection   is  of  the  greatest    importance.     lie   was  called  to  a 

case  similar  to  the  one  reported  l>v  Dr.  De  Forest.      I  he  patient 

Italian  with  a  Battened  pelvis  in  whom  a  version  had 

been  done.     She  sustained  a  tear  which  ran  three  or  four  inches 

up  the  cervix  and  could  be  readily  seen.     She  was  taken  to  the 

hospital  where  the  abdomen  was  opened  by  Dr.  Peck  and  the 

wound  closed  by  suture.     The  patient   recovered  from 

the  operation   with  comparatively  little  shock.     Then  she  be 

■  ptic  and  died  from  the  effects.      1  lienfore  it  was  neces 

deti  rmine  if  possible  whether  or  not  a  previous  in  feet  ion 

was  present  ;  if  not,  tile  uterus  could  be  repaired  by  suture. 

Dr.  R.  T.  Frank  believed  thai  in  treating  rupture  of  the 
uterus,  two  things  should  be  considered:  Whether  or  not  the 
rupture  extended  into  the  peritoneal  cavity.     If  the  rupture  is 

peritoneal,  operation   as   s 1  as  possible    is  indicated;  bu1    if 

is  hi  the  cervix,  oi  lower  segment,  then  packing  would 
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seem  to  be  more  advisable,  if  this  can  be  dune  sufficiently  thoro- 
ughly to  completely  control  the  bleeding. 

Dr.  Brodhead,  in  closing,  stated  thai  while  reading  up  the 
literature  on  rupture  of  the  uterus  in  the  Cesarean  cicatrix, 
he  found  that  of  the  twenty  cases  reported,  suture  was  the 
treatment  in  six,  all  of  which  recovered.  Dorland,  in  i'i 
lected  a  large  number  of  cases  of  rupture  of  the  uterus,  in  ten 
of  which  the  uterus  was  sutured,  with  one  death.  Five  of  the 
remaining  nine  became  pregnant  again.  In  three  labor  was 
normal;  in  one  the  forceps  was  used,  and  in  the  other  labor  was 
induced  at  the  thirty-third  week.  While  he  believed  that  hys- 
terectomy   was  tl.  in   of  treatment  in  some  cas< 

no  tea>. m  why,  in  this  case,  the  uterus  should 
not  be  sutured ;  and  he  could  recall  a  considerable  number  of 
patients  who  died   after  hysterectomy. 

Dr.  I  i  id  that  all  the  cases  of  rupture  of  the  uterus 

which  lit  had  operated  upon,  seven  in  number,  had  been  either 
left  lateral  and  in  each  one  the  uterine  artery  was  torn, 
and  was  still  bleeding  at  the  time  of  operation.  He  did  not 
believe  that  any  method  of  packing  would  have  been  sufficient 
to  stem  tiie  hemorrhage.  Where  the  uterine  artery  w; 
torn  and  where  only  the  lower  portion  of  the  broad  ligament 
was  involved,  packing  might  do  but  he  did  not  think  it  was 
possible  however  without  running  greal  risk. 

The  first  paper  of  the  evening  was  on 

INCARCERATION    OF    THE    PREGNANT    111 

by  Dr.  Ralph  Waldo  I 

DISCI  SSION. 

Dr.   Brodhead,  who  opened  the  discussion,  stated  th; 
point  which  was  brought  out  was  a  very  good  one,  namelj  that 
a  patient  should  come  early  in  pregnancy  and    be   examined  in 
order  that  we  may  ascertain  the  position  of  tin  uti 
are  a  number  of  women   who  never  suffer  from   sympt 

:  ary    u  ill 

^client  results.      Xo  ease  of  true  incarceration  had 
to  Dr.  Brodl  e  thus  far. 

Dr.    Brickner   desired    1m   congratulate    Dr.    Lobenstine  on 
his  conservatism,     lie  had  had  three  or  four  cases  of  in< 

which    v  i 
years  ago.      lie  endorsed  Dr.  Lobenstini  in  relation  to 

anesthesia.     As   it   is  sometimes  a  difficult    matter   to    - 
the   uterus,   a   suggestion   advocated   by   Schultze 
This  consisl    ol  fa  stened 

to  the  anterior  lip  of  the  cervix,  by  means  of  which  the  uterus  is 
pulled   downward    while   the  other  hand   push*      the   Hindus   up- 
ward.    This  was  :  one  case,  where  even   und< 
*  For  original  arti'  li                       x>3. 


1030  TRANSACTIONS    OF    THE 

thesia  reduction  was  not  possible  by  the  other  methods.  There 
were  one  or  two  points  he  desired  to  touch  upon.  Dr.  Lobenstine 
did  not  mention  the  kind  of  pessary  useful  in  these  cases.  The 
one  he  himself  employed  was  the  Hodge-Smith,  which  stretches 
the  posterior  fornix  to  such  an  extent  that  it  makes  the  return  of 
the  organ  to  its  former  malposition  practically  impossible. 
Now  with  regard  to  the  use  of  pessaries  after  the  incarceration 
is  corrected,  he  took  issue  with  the  reader  of  the  paper  for  this 
reason,  that  the  incarceration  does  take  place  until  after  the 
period  had  elapsed  when  the  uterus  would  no  longer  come  forw  ard, 
that  is,  after  three  and  a  half  to  four  months.  If  the  uterus  is 
subsequently  brought  forward,  it  would  not  fall  back  into  the 
scaral  cavity,  even  though  no  pessaries  were  used.  The  semi- 
prone  or  the  knee-chest  position  is  sufficient  to  keep  it  in  position 
then.  But  the  most  important  part  is  the  prophylaxis,  which 
consists  of  the  early  examination  of  the  patients  who  are  going, 
contrary  to  their  former  practice,  to  engage  a  physician  at  a 
much  earlier  date  than  used  to  be  the  case.  The  second  point 
is  in  the  after-care  of  parturient  women.  For  many  years  he 
had  not  permitted  his  patients  to  lie  on  their  backs  exclusively, 
particularly  after  the  seventh  or  eighth  day,  for  if  the  patient 
does  this  there  is  a  tendency  for  the  uterus  to  fall  backward. 
This  must  be  regarded  as  of  the  greatest  importance.  ( )ne  pi  nut 
which  the  reader  did  not  bring  out  he  desired  to  mention,  namely 
that  these  conditions  are  more  frequently  met  with  in  multipara? 
than  in  primiparce. 

Dr.  F.  A.  <  iastler  stated  that  during  an  experience  of  twelve 
years  at  the  Vanderbilt  Clinic,  he  had  seen  many  of  these  cases 
of  retro-displacement  in  pregnancy  and  tried  all  manner  of  means 
to  correct  them.  He  had  come  to  the  conclusion  that,  unless  a 
uterus  can  lie  readily  replaced,  the  patient  should  have  an 
anesthetic.  He  had  seen  trouble  produced  in  cases  where  the 
replacement  was  attempted  without  an  anesthetic,  and  none 
whatever  where  this  was  used.  In  all  cases  where  moderate 
traction  on  the  uterus  has  been  used  without  result,  an  anesthetic 
is  recommended.  As  far  as  the  ring  is  concerned,  he  did  not 
think  it  would  make  any  difference  whether  it  is  the  Hodge 
Smith,  or  the  Smith  or  the  Hodge  instrument,  the  uterus  would 
remain  in  place  with  any  ring  if  it  were  properly  adjusted.  Dr. 
I  iastler  had  but  one  case  which  mighl  be  called  an  incarceration 
of  the  uterus.  The  woman  was  three  ami  a  half  months  along 
when  he  saw  her.  It  was  her  first  child,  and  she  had  not  seen  ;i 
physician  prc\  iously.  She  complained  of  two  sets  of  symptoms, 
abdominal  pain  referable  to  the  pelvis,  and  inability  to  pass 
He  examined  her  aftei  drawing  off  twent)  foui  ounces  of 
mine  !,\  cathetei  I  he  uterus  was  retroverted,  fixed,  and  no 
effort  was  made  to  lcplace  it.  The  woman  was  told  she  would 
require  an  anesthetic,  ami  when  this  was  given  the  uterus  was 
replaced  bu1  with  some  difficulty.  It  remained  in  place  and  no 
pessary  seemed  to  be  necessary  under  such  conditions,     There 
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was  one  question  which  he  desired  to  ask.  Would  it  be  possible 
to  go  in  between  the  bladder  and  uterus  through  the  anterior 
fornix,  and  after  introducing  the  fingers  pull  the  uterus  forward 
aided  by  pushing  with  the  other  hand,  and  in  this  way  avoid  a 
laparotomy?  Would  this  not  be  feasible  if  the  vagina  wen 
sufficiently  large  as  in  so  many  of  these  women? 

Dr.  Dorman  stated  that  then-  was  another  reason  for  intro- 
ducing a  pessary  in  this  class  of  cases,  and  that  is  that  the  retro 
verted  uterus  is  directly  in  the  line  of  trauma  from  coitus;  and 
many  of  the  women  therefore  miscarry  as  a  result.  While  many 
of  these  deformities  will  correct  themselves,  it  is  our  place  to 
watch  them  and  see  that  the  uterus  is  in  position  so  that  tin 
danger  of  miscarriage  may  be  avoided.  He  thought  that  there 
distinct  type  of  incarceration  of  the  uterus  where  a  pes- 
sary  is  indicated  following  replacement,  namely  where  the 
incarceration  is  suddenly  produced.  Here,  where  recurrence 
is  likely  to  occur,  the  pessary  may  be  safely  introduced  for  a  short 
time.  He  had  in  mind  a  case  in  Bellevue  where  a  woman  came 
in  with  the  diagnosis  made.  She  was  about  three  months 
pregnant,  and  stated  that  the  day  before  she  felt  her  uterus  tip 
over.  She  called  in  a  doctor  and  he  catheterized  her.  She  had 
temporary  relief,  but  the  next  day  she  was  suffering  acutely. 
The  bladder  was  much  enlarged,  and  after  catheterization  the 
uterus  "  i   1.     That  was  a  case  in  which  it  would  have 

been  safei  to  use  a  temporary  support.  In  a  second  case,  where 
three  months  had  passed,  the  patient  was  having  considerable 
pain  and  bleeding.  It  was  necessary  to  give  her  an  anesthetic, 
and  then  the  direct  traction  method  referred  to  by  Dr.  Briekner 
was  employed.  He  did  not  feel  safe  to  leave  this  woman  with- 
out a  pessary,  as  by  straining  she  was  likely  to  get  the  uterus 
back  again.  In  the  case  reported  by  the  leader  of  the  paper, 
a  diagnosis  of  ectopic  was  suggested.  Tin-  first  case  seen  by 
Dr.  Dorman  which  was  thought  to  be  an  incarceration  proved 
to  be  an  ectopic.  It  was  one  in  which  a  mass  was  found  pro- 
jecting into  the  posterior  vaginal  wall.  This  was  the  fetal  head. 
Dr.  Cragin  proceeded  to  a  laparotomy,  and  the  lirst  thing  dis- 
covered was  tlu'  child's  foot  free  in  the  abdominal  cavity.  It 
was  a  true  ectopic  with  a  living  child,  which  survived.  The 
uterus  wiili  the  sack,  was  removed.  In  that  ease,  except  for 
the  pie.  ions  history,  incarceration  of  the  uterus  was  suggested. 

Dr.  Lobenstine,  in  closing  the  discussion,  said  he  was  phased 
to  hear  what  had  been  said  m  favor  of  anesthesia  in  these 
cases,  which  seemed  to  him  a  distinct  advantage  where  no 
result  is  obtained  with  the  ordinary  manipulations.  In  regard 
to  Dr.    Bri  ibOUl    the   use   "i    a   pessary  after  the 

correction  of  an  incarcerated  uterus,  he  desired  to  say  that  such 
a  uterus  will  not  always  remain  in  place  after  reduction  and  that 
either  a  pessary  or  tamponade  may  be  required  temporarily. 
The  chief  reason  for  this  [ay  in  the  fact  that  in  the  severe  cases 
the  uterus  is  unusually  cystic  and  will  therefore  easily  slip  back 
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to  its  previous  posterior  position.  In  reply  to  Dr.  Oastler's 
question  about  making  an  incision  anterior  to  the  cervix  in 
order  to  facilitate  replacement,  he  desired  to  say  that  he  believed 
such  a  procedure  would  be  impossible  in  the  severer  cases  of 
retroversion  with  incarceration,  while  with  the  retrofiexed  incar- 
cerated gravid  uterus  this  method  would,  he  thought,  be  very 
likely  to  produce  abortions. 

Dr.  Johx  O.  Polak,  the  guest  of  the  evening,  read  the  next 
paper,  on 

sequels  of  present-day  labol 

Discussion.  < 

Dr.  E.  A.  Gallant,  who  was  asked  to  open  the  discussion  on 
Dr.  Polak's  paper,  said  that  some  of  the  members  who  had 
listened  to  a  paper  read  by  him  about  live  years  ago  on  this 
subject  of  "posture"  in  the  puerperium  might  recall  th.it  some 
of  his  suggestions  were  objected  t.>.  particularly  his  recommenda- 
tion that  certain  positions  be  employed  to  prevent  retro1 
This,  however,  had  remained  his  practice  for  ten  years,  and  he 
believed  that  in  this  way  retroversion  could  be  avoided.  His 
impression  was  that  the  uterus  could  not  lie  too  far  forward, 
for  it  then  lay  in  its  normal  position  with  t he  bladder  as  a 
cushion.  A  pessary  postpartum  he  always  used,  and  he  fre- 
quently packed  the  vagina  on  the  fourth  or  fifth  day  after 
labor  in  order  to  prevent  displacement,  especially  if  the  pa- 
tient had  had  a  previous  displacement  and  then  introduced 
a  pessary  when  the  woman  was  ready  to  u<.t  out  of  bed, 
whether  this  be  the  eighth,  tenth,  or  twelfth  day.  The 
pessary  should  be  modified  in  shape  to  suil  the  ease.  In 
some  eases  he  preferred  the    hollow  rubber  ring,  either  hard  or 

this  is  of  sufficient  bulk  to  fill  the  vagina  and  a< 
real   support.     One  of  his  patients  had  a  fracture  of  the  sym- 
physis before  labor  which  was  not  recognized  until  the  attempt 
to  deliver  with  vas  made.     As  thi  pulled  upon, 

was  produced,  which 
to  a  tnphysis.     The    woman    was   about 

forty  y<  and  there  had  evidently  been  an  ossii 

which   gave    way   however   toward   the   end 
Dr.  Gallant  mblished  recently  in  which  it 

ithi  mortality  among  puerperal  women 
in  the  I  d  been  reduced,  the  death  rate  in  privati 

qual,  if  not  greater,  than  thirty  01 
I  ik.  F.   A.'  i  iked  whether  lie  undi 

correctly  in   his  statement    that    the  colpyreuntei  was  usi 

in  all  primiparae  and   whethei    lie  fell   thai   by  the  use 

of   this   instrument    he   secured   better  cervical    dilatation.     In 

with  tin-  use  of  tin-  i  aftei  the)  have 

pelled  from  the  cervix,  the  uterine  contractions  appear 

♦For  original  article,  sec  page  1016. 
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to  be  reflexly  inhibited.  Dr.  Polak  had  stated  that  the  vaginal 
bags  cause  expulsive  pains,  but  he  himself  always  felt  that  ex- 
pulsive pains  were  undesirable  until  the  cervix  was  well  open. 

Dr.  G.  L.  Brodhead  expressed  surprise  at  the  statement 
made  by  the  reader  of  the  paper  that  the  latter  found  retro- 
version present  in  such  a  large  number  of  cases  when  he  examined 
them  between  the  fourth  and  sixth  week"-.  Although  unable  to 
state  the  exact  proportion  in  his  own  patients,  yet  the  number 
seemed  unusually  large.  He  generally  examined  his  puerperal 
patients  after  three  or  four  weeks,  and  if  involution  proceeded 
without  symptoms,  it  was  not  his  custom  to  examine  them  again. 
They  are  advised,  however,  to  come  again  if  any  symptoms  arise 
to  make  vaginal  examination  seem  necessary.  It  seemed  to 
Dr.  Brodhead  that  if  there  are  such  a  large  number  of  women 
with  uterine  displacements  after  labor,  the  majority  do  not  have 
any  symptoms  The  point  made  by  Dr.  Polak  about  subinvolu- 
tion, he  considered  most  important,  for  it  is  undoubtedly  the 
cause  of   many  g]  1   disorders.     If  the  uterus  is  well 

involuted,  and  kept  in  good  position,  lacerations  of  the  cervix 
will  not,  as  a  rule,  give  trouble.  The  uterus  should  be  well 
involuted  1"  Fi  iry  is  introduced.      In  regard  to  puerperal 

cystitis,  it  was  his  custom  formerly,  as  he  had  been  taught  to  do,  to 
have  the  patient  catheterized  if  necessary  every  eight  hour--.  lie 
considered  this  a  grave  mistake.  It  is  now  his  routine  procedure 
to  allow  the  woman  to  sit  on  a  commode  or  chamber  if  she  can- 
not void  on  the  bed  pan.  If  catheterization  can  be  avoided,  and  it 
really  seems  very  rarely  necessary,  puerperal  cystitis  will  become 
a  very  infrequent  complication. 

Dr.  Lobenstine  desired  to  refer  briefly  to  a  few  points  in  Dr. 
Polak's  paper,  first,  in  regard  to  the  vast  amount  of  damage 
done  to  the  cervix  and  lower  uterine  segment  by  the  improper 
use  of  forceps,  in  some  ease-,  the  forc<  ps  are  employed  to  drag 
the  head  through  a  rigid  rim  of  the  cervix.  This  is  a  common  er- 
ror. In  another  class  of  cases  t  lie  ignorant  "would-be"  obstetri 
tils  to  introduce  the  blades  within  the  undilated  cervix, 
and  often  includes  the  infravaginal  portion  of  the  cervix  be- 
tween tin-  blades  of  the  instrument.  In  the  second  place,  he 
desired  to  call  attention  to  the  frequency  with  which  retro-  . 
are  found  sjx  weeks  after  labor.  The  obstetrician  is  resp 
for  a  certain  number  of  these,  but  not  for  all.  Th<  SO-called 
congenital  retrodisplacements  are  but  rarely  cured  by  pregnancy 
— contrary  to  the  prevailing  teaching.  In  these  patients  we  find 
that  despite  'he  gr  i    in  the  puerperium,  the  uterus  will 

still  drop  backward  in  the  course  of  a  few  weeks.  Finally  it 
remained  Ins  belief  that  it  was  best  to  suture  immedial 

OnS  as   Well   as   all    deep    teals   of   the 

cervix.  He  was  certain  that  the  chances  of  either  local  or 
general  infection  was  greatly  increased  by  a  gaping,  lacerated 
vaginal  outlet.     'I'  pecialh    tru<    oi   infection  with  the 

colon  bacillus,  to  which  organism  insufficient  attention  has  yet 
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been  given,  and  which  really  is  responsible  for  a  greal  deal  of 
local  damage,  and  which  may  at  times  even  cause  death. 

Dr.  Polak,  in  closing  the  discussion,  said  regarding  Dr. 
Gallant's  question  of  forward  displacement,  that  the  puerperal 
uterus  may  be  displaced  forward  or  there  may  be  an  angulation 
of  the  cervix  which  obstructs  the  lochial  flow  or  results  in  hemor- 
rhage. This  angulation  is  due  to  the  increased  weight  of  the 
body  of  uterus  and  this  condition  is  particularly  liable  to  occur 
in  the  presence  of  relaxed  soft  parts,  with  a  large  uterus  in  a 
large  pelvis.  Dr.  Polak  expected  to  have  the  colpeurynteur 
criticized.  He  used  it  in  unengaged  occipito-posterior  positions 
to  secure  dilatation  for,  as  he  stated  in  his  paper,  it /Causes 
upward  pressure  against  the  membranes  during  the  pains  and 
preserves  them.  It  seems  to  secure  better  dilatation,  and  more 
rapidly  than  any  other  means  he  had  ever  employed.  He  learned 
to  use  it  and  learned  its  value  from  an  old  practitioner  who  fre- 
quently used  the  vaginal  tamponade.  He  and  the  nadir 
worked  together.  Dr.  Polak  would  go  and  see  the  patient  and 
use  the  tamponade  or  colpeurynteur,  and  when  the  dilatation 
was  complete  his  older  associate  would  come  and  deliver  the 
patient.  They  found  that  in  the  same  way  this  tamponade 
was  useful  in  cases  where  the  membranes  had  ruptured  spon- 
taneously early  in  the  course  of  the  labor.  Dr.  Polak  seldom 
used  a  bag  inside  of  the  cervix.  He  found  that  while  he  could 
secure  full  dilatation,  or  at  least  to  the  capacity  of  the  bag,  yet 
behind  the  bag  was  a  lower  "uterine  segment,"  which  caused. 
trouble  in  the  delivery.  He  therefore  adopted  a  modified 
vaginal  Cesarean  operation  for  undilated  cervices,  which  has 
given  him  much  less  trouble.  In  reply  to  Dr.  Brodhead's  doubt, 
as  to  the  large  number  of  retrodisplacements,  he  had  noted 
that  if  an  examination  were  made  between  the  sixth  and  eighth 
week,  a  large  number  presented  a  retroversion  of  the  second 
degree,  which  would  continue  for  the  rest  of  their  lives  if  not 
corrected  at  this  time.  Only  forty-three  cases  of  retroversion 
were  noted  on  the  tenth  day,  yet  two  hundred  and  thirty  one. 
coming  for  a  final  examination  between  the  sixth  and  eighth 
week,  showed  a  retroversion.  (These  displacements  were  mov- 
able in  the  majority  of  the  cases,  and  many  of  them  undoubl 
edly  recur  upon  the  withdrawal  of  the  pessary.  A  point 
broughl  out  li\  Dr.  Lobenstine  should  be  emphasized,  namely, 
thai  ,i  patient  who  had  a  retroversion  before  or  during  preg 
nancy  would  have  it  after  labor,  no  matter  what  is  done  to 
prevenl  it.  In  the  reposition  "i  these  deformities,  it  is  well  to 
take  tlie  suggestion  of  the  late  I>i  Hanks,  who  advised  treating 
such  patients  in  the  knee  chest  position  with  tampons  which 
remained  in  place  until  the  woman's  return  visit  when  the]  were 
to  he  reinserted  with  the  patient  again  in  this  same  position. 
This  treatment  always  preceded  the  introduction  of  the  pessary, 

Dr.  Polak  allowed  some  of  his  patients  to  get  oul  of  bed  on  t  lie 
fourth  day,  others  not  until  the  twelfth  or  fifteenth.     (This  in 
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answer  to  a  question  by  Dr.  Gilmour.)  It  depended  entirely 
upon  the  involution  of  the  uterus  or  if  on  examination  an  exudate 
due  to  a  uterine  or  pelvic  phlebitis,  was  detected.  The  presence 
of  a  temperature  also  decided  further  rest  in  bed;  for  a  tempera- 
ture of  ioo°  or  100.50  F.,  about  the  tenth  day  usually  meant 
some  trouble. 

As  regards  the  treatment  of  puerperal  cystitis,  replying  to  a 
question  of  Dr.  Hayes,  he  used  the  simple  device  of  Dr.  Dicken- 
son, namely  a  double  current  pipette  with  a  suction  bulb.  This 
is  introduced  into  the  bladder  to  drain  off  the  urine,  and  when  the 
viscus  is  empty  a  20  to  50  per  cent,  solution  of  argyrol  is 
introduced.  Irrigations  of  the  bladder  in  such  cases  he 
considered  harmful.  Dr.  Lobenstine's  remark  about  the  injury 
produced  by  dragging  down  the  cervix  with  forceps,  should 
include  that  to  the  anterior  vaginal  wall  and  the  production  of 
cystocele.  As  regards  sutures,  he  used  the  immediate  suture 
up  to  four  years  ago  in  all  cases,  but  then  found  that  the  results 
were  not  always  entirely  satisfactory  and  consequently  adopted 
the  other  plan.  Since  the  employment  of  the  forty-eight  hour 
plan,  a  much  more  satisfactory  series  of  unions  were  obtained 
particularly  in  extensive  lacerations.  The  fact  that  in  a  later 
operation  it  is  usually  possible  to  secure  better  light  and  assistance, 
and  therefore  to  locate  the  extent  of  the  tear  more  thoroughly, 
makes  a  better  aseptic  surgical  repair  and  consequently  better 
ultimate  results. 
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The  Malarial  Fevers,  Hemoglobinuric  Fever  and  the 
Blood  Protozoa  of  .Max.  By  Charles  F.  Craig,  M.  I)., 
Captain  Medical  Corps,  l".  S.  Army,  etc.  Pp.  477.  Illustrated 
by  four  colored  plates,  twenty-five  clinical  charts,  and  twenty 
1  1   lii    photi  1  -lis  and  drawings.     New   York:  William 

\V' 'oil  &  Company,  1909. 

This  very  c plete  volume  contains  an  account  not  only  of 

astivo-autumnal  malaria,  as  did  tlu  writer's  former  work,  but 
of  all  types  of  malarial  fever.  The  author's  1  icperience  in  the 
military  hospitals  of  Cuba,  the  Philippines  and  this  country  ha^ 
'1  very  unusual  opportunities  for  the  study  of  this  disease 
under  various  circumstances.  The  importance  of  a  kno 
of  the  malarial  fevers  has  bee  increased  by  the  return 

of  infected  soldiers  from  the  Philippines,  bringing  the 
autumnal  parasites  to  infect  new  localities  in  this  country.  The 
writer  urges  blood  examination  of  all  persons  coming  from 
malarial  regions  and  administration  of  quinine  to  all  infected 
for  the  protection  of  the  community.  The  classification 
of  malarial  organisms  which  he  has  adopted  is  as  follows:  1. 
Plasmodium  malaria'  (quartan  .  2.  Plasmodium  vivax 

(tertian   parasitei;  3.   Plasmodium   falciparum    (tertian  aestivo- 
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autumnal  parasite) ;  4.  Plasmodium  falciparum  quotidianum 
(quotidian  sestivo-autumnal  parasite).  It  is  in  accepting  the 
existence  of  two  forms  of  aestivo-autumnal  parasite  that  the 
writer  differs  from  many  others.  After  describing  the  geo- 
graphical distribution  of  malarial  fevers,  he  discusses  the  mor- 
phology and  biology  and  development  of  the  plasmodia  in  the 
mosquito.  Regarding  acquired  relative  immunity,  it  is  interest- 
ing to  note  that  while  the  author's  blood  examinations  show 
that  in  Filipino  children  the  percentage  of  infections  diminishes 
with  increasing  age  from  about  72  to  24  per  cent.,  in  the  adults 
examined  the  percentage  reached  62  per  cent.  He  believes  that 
malarial  fever  offers  a  great  barrier  to  improving  the  condition 
of  the  Filipinos  by  its  interference  with  effort  on  their  part,  and 
he  advocates  the  free  distribution  of  quinine  in  certain  districts 
so  as  to  increase  their  capacity  for  labor.  The  next  chapters 
deal  with  the  etiology,  pathology,  and  symptoms  of  malarial 
fevers,  including  a  historical  review  and  discussion  of  former  and 
accepted  theories.  He  calls  attention  to  the  danger  to  others 
from  latent  cases  of  pernicious  malarial  fevers,  which  may  carry 
the  infection  into  new  localities.  Regarding  spontaneous  recov- 
erv,  the  writer  believes  that  we  must  accept  the  theories  of  both 
Ehrlich  and  Metchnikoff,  as  both  the  formation  of  antiplasmodial 
and  antitoxic  materials  and  phagocytosis  seem  to  be  important 
factors.  He  states  that  pregnant  women  who  have  had  attacks 
of  malaria  are  more  liable  to  puerperal  fever,  hemorrhage,  and 
abortion  than  are  others,  because  of  the  accompanying  anemia 
and  lowered  vitality.  A  malarial  parox'ysm  often  follows  par- 
turition in  women  who  have  become  infected.  A  blood  examina- 
tion for  malarial  plasmodia  is  required  in  such  cases.  Important 
and  interesting  chapters  on  prophylaxis  and  treatment  follow. 
A  chapter  is  devoted  to  hemoglobinuric  fever,  although  the  writer 
does  not  believe  that  it  is  caused  by  the  malarial  plasmodia. 
He  discusses  it  as  a  concession  to  those  who  believe  in  its  malarial 
origin  and  because  of  its  frequent  association  with  malaria. 
For  the  latter  reason  he  appends  chapters  on  the  blood  protozoa 
of  man,  since  these  occur  in  regions  where  the  malarial  fevers 
are  common  and  are  likely  to  be  observed  in  examining  blood  for 
the  diagnosis  of  malaria.  H.  D. 

Obstetrics.  A  Manual  for  Students  and  Practitioners.  By 
David  James  Evans,  Lecturer  on  Obstetrics  and  Diseases  of 
Infancy,  McGill  University,  .Montreal,  Canada;  Assistant 
Obstetric  Physician  to  the  Montreal  Maternity;  etc.  Second 
Edition.  Revised  and  enlarged.  Small  octavo,  440  pages, 
172  engravings.  Lea  and  Febiger,  Philadelphia  and  New  York, 
1909. 

This  manual  is  well  arranged,  short  and  concise,  covering  the 
subject  in  a  satisfactory  way.  Good  judgment  has  been  dis- 
played in  choosing  many  of  the  illustrations  from  the  work  of 
Farabeut  and  Yarnier.  R.  T.  F, 
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HANDBOOk  of  Obstetrics.     By  R.  Cadwallader,  A.M.,  M.  I '.. 
Assistant    in    Obstetrics,  University    of    California,    Medical 
Department,  San  Francisco,   California.     Octavo, 
with  102  illustrations  in  the  text.       F.  A.  Davis  Co.,  Phila- 
delphia, 190S. 

The  author  has  attempted  to  prepare  a  concise  book  for 
students,  which  is  to  limit  itself  to  the  essential  facts,  though  he 
has  "not  entirely  resisted  the  temptation  to  give  his  personal 
opinions  and  experience."  The  book  contains  evidence  of  con- 
siderable experience,  but  the  English  is  poor — at  times  theatri- 
cal, at  other  times  almost  puerile.  For  instance:  "Sudden 
death  in  the  puerperium  is  very  rare.  When  it  does  occur  it  is 
most  distressing."  (!!). 

The  chapter  on  "  Decidua  Malin"  (we  suppose  that  chorio- 
epithelioma  is  referred  to)  is  an  unintelligible  farrago  composed 
of  obsolete  pathological  terms  of  which  the  following  is  a  good 
example:  "The  benign  mole  is  the  same  condition  (chorio- 
epithelium?  decidua?)  remaining  so  and  undergoing  myx- 
omatous change;  decidua  malin  is  either  a  mole  with  a  sarco- 
matous change  or  is  so  from  the  start." 

The  book  is  excellent  in  typography,  attractively  bound,  but 
the  illustrations  show  but  little  judgment  in  their  selection. 

R.  T.  F. 

Transactions  of  the  Eighth  Session  of  the  Australian 
Medical  Congress,  held  in  Melbourne,  Victoria,  October, 
1902.     Volumes  I,  II,  and  III. 

These  three  large  volumes  show  that  the  medical  work  done  in 
the  antipodes  is  of  a  high  order.  Particularly  commendable  are 
the  published  reports  of  the  Transactions  of  the  Sections  on 
Pathology,  Anatomy,  Bacteriology  and  Hygiene.  None  of  the 
papers  of  the  gynecological  and  obstetrical  section  are  of  striking 
merit.  The  most  interesting  are  those  on  polypoid  endometritis 
by  Nyulasy,  and  on  actinomycosis  of  the  female  generative 
organs,  by  Chenhall. 

E.   M. 

Lectures  on  Hysteria  and  Allied  Y'aso-motor  Conditions. 

By  Thomas  Dixon  Savii.l,  M.  D.,  London.     Physician  to  West 

End  Hospital  f  01  >  the  Nervous  System,  Welbei 

London,  and  to  St.  John-,'  Hospital  foi  of  the  Skin, 

Leicester  Square,  London,  1  tc.     New  York,  William  Wood  & 

Co.;  London,  Henry  J.  Glaisher,  1909,  $2.50  net. 

This  volume  0  msisl  -  of  a  series  oi  el<  '  >  □  lectures  in  which  the 

personal  views  of  the  author  are  set  forth.      He  maintains  that 

hysterical  phenomena  are  due  to  a  lesion  of  some  kind,  usually  a 

vaso-motor    disturbance    arising    in    the    sympathetic    system. 

This  explanation  appears  to  us  a  mere  begging  of  the  question. 

The    author   is  not   in  sympathy  with  psychic  conceptions  of 

hysteria  as  set  forth  in  recent  years  by  Janet,  Freud  and  Babinski. 
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To  those  who  desire  to  know  the  views  of  the  author  this  volume 
will  prove  of  interest.  It  should  not,  however,  be  regarded  in 
any  way  as  an  up-to-date  or  comprehensive  summary  of  the 
subject  of  hysteria. 

E.  M. 

The  Medical  Record  Visiting  List  or  Physicians'  Diary  for 
1910.  Xew  Revised  Edition.  Price,  for  sixty  patients  a  week, 
$1.50;  for  thirtv  patients  a  week,  $1.25.  Xew  York,  William 
Wood  &  Co. 

This  compact  and  handsome  visiting  list  appears  in  its  usual 
elegant  binding  of  red  or  black  morocco,  and  is  published*  either 
with  or  without  dates.  For  the  most  fastidious  the  list  is 
divided  into  two  volumes  of  six  months  each  litted  into  wallets 
of  calf  or  seal  skin.  Besides  the  ruled  pages  for  recording  visits 
the  list  contains,  a  calander  for  two  years  and  tabulated  informa- 
tion for  reference  and  for  use  in  emergencies.  The  more  valuable 
of  this  includes  a  table  of  maximum  adult  doses  given  in  both 
apothecaries'  and  metric  systems,  a  list  of  poisons  and  their 
antidotes,  the  treatment  of  accidents,  technic  of  artificial 
respiration,  and  limits  on  the  writing  of  wills.  The  list  contains 
also  the  usual  pages  for  obstetric  engagements,  vaccinations, 
.  addresses,  etc.  Lest  this  outline  of  its  contents  suggesl 
a  volume  the  size  of  an  unabridged  dictionary  we  add  that  the 
list,  equipped  with  a  full-sized  pencil,  weighs  just  six  and  three- 
quarter  ounces. 
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OliSTETRICS. 


Tarsalgia  in  the  Puerperal  State.  -Tissier  and  Goutiex  (Re- 
union Obstit.  6u  Lyon,  May  25,  1909)  describe  the  mechanism  of  a 
sort  of  flat  foot  which  is  acquired  by  the  pregnant  woman,  and 
which  is  not  a  prominent  symptom  until  she  gets  up  from  her  bed, 
alter  the  two  or  three  weeks  of  enforced  rest  which  her  physician 
lias  prescribed.  This  is  a  true  tarsalgia  of  some  severity,  resulting 
from  the  general  arterial  relaxation  consequent  upon  of  lying 
in  bed,  and  the  habit  she  has  formed,  in  order  to  keep  her  balance, 
of  walking  with  her  feel  rl  and  resting  th(  weighl  of  the 

instead  of  the  heels,  as  is  normally  done.     The 
result  of  this  gait  is  an  atrophy  of  the  posterior  leg  muscles,  which 
ised  by  lying  in  bed.     Also  the  astragalus,  not  bearing 

the    weight,    is    pushed    to    one    side,    and    the    body    rests   011    the 

um.      lite  oblique  position  of  the  tibia  still  further  pushes 

a  outward  and  the  valgus.      The  arch 

loses  its  tone,  sinks  undei  the  weight  of  the  body,  and  pain  in 

walking  the  calcaneum  has  income  sensitive.     This 

lows  itself  as  soon  as  the  woman  rises  from  her  bed 
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and  begins  to  walk  about.  It  is  easily  and  promptly  curable. 
A  pad  under  the  arch  of  the  foot,  or  the  wearing  lor  a  short  time 
of  a  flat-foot  plate,  combined  with  appropriate  exercises,  will 
accomplish  a  cure. 

Acute  Pulmonary  Edema  in  Parturient  Women. — A.  Bonnet- 
li  tie  [Jour.  </.  -  Set.  Mid.  </<  Lille,  June,  1909)  savs  that  acute 
pulmonary  edema  is  sometimes  an  accident  of  pregnancy,  often 
of  labor,  and  still  more  frequently  of  delivery,  or  the  period 
immediately  after  delivery.  Regarding  the  mode  of  its  produc- 
tion, the  author  finds  that  cardio-renal  lesions,  isolated  or  asso- 
ciated with  one  another,  are  generally  the  causes  of  pulmonary 
edema.  There  are  cases  in  which  this  complication  occurs  which 
show  no  lesions  of  either  the  heart  or  the  kidneys.  The  patho- 
of  these  cases,  based  upon  theoretical  considerations, 
cannot  be  definitely  established  until  further  researches  have  been 
made.  The  author  rejects  the  theory  of  Huchard  that  the  con- 
dition is  diu-  to  aortitis  or  periaortitis,  and  also  that  of  hyper- 
activity of  the  suprarenals.  The  author  relates  a  case  observed 
by  himself  in  which  the  patient  was  strong  and  healthy,  and  had 
no  bad  symptoms  during  pregnancy,  ami  was  a  normal  labor. 
Ai  the  vnA  of  delivery  she  had  a  severe  attack  of  dyspnea.  Ex- 
amination of  tlie  heart  showed  nothing  abnormal,  and  not  even  a 
trace  of  albumin  appeared  in  the  urine.  The  following  day  she 
was  perfectly  well.  As  labor  proceeds  the  pulse  becomes  more 
frequent  and  the  arterial  tension  increases,  and  when  delivery 
has  been  accomplished  the  tension  is  nut  at  once  lowered,  on 
account  of  the  removal  from  the  circulation  of  the  fetal  veins  and 
arteries  and  the-  placental  circulation. 

Opsonic  Index  in  Pregnant  and  Parturient  Women  and  in 
the  New-born. --As  the  result  of  their  investigations  with  cultures 
of  staphylococci,  V.  Cathala  and  I'.  Lequeux  (L'Obstetrique, 
June,  1909)  conclude  that  in  the  pregnant  woman  the  1 
index  is  raised,  al  least  during  the  latter  months  of  gestation. 
The  variatioi  -  seem  to  he  greater  than  during  the  nonpregnant 
Its  increase  i-  perhaps  due  to  hyperfunctionating  of  the 
glands  of  internal  secretion,  particularly  of  the  thyroid  gland. 
The  opsonic  index.  lowered  after  delivery,  rises  dining  the  foil 
dav.     During  the  puerperium  i  I  or  slightly  higher 

and  always  varies  greatly.  In  the  new-born  the  blood  contains 
opsonins  at  birth.  The  index,  about  ninety,  perhaps  a  little  lower 
in   the  blood  of  tin-  cord  0  diminish   slightly   during  the 

■  s  df  life.      In  women  with  puerperal  infection  the  opsonic 
index,  studied  with  the  •    or  less 

lowered,  ■:  ■  hen  the  infection  is  severe.     It  is  not,  ho 

possible  to  bas(    a  prognosis  upon  this.      In  women  with 
of    the    breast     of    Staphylococcic    origin    the    opsonic    index    was 
always    found    to    he    lowered.      In    infants    with    staphyloi 
infections  the  opsonic  index  diminishes  considerably 

Dystocia    Due    to    Excessive    Size    of    the    Fetus.     W.    Stone 
[Surg.  Gyn.  Obst.,  Jul'.  iroportion  between 
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the  fetal  head  and  the  maternal  pelvis,  due  to  the  abnormal  size 
of  the  head,  are  a  frequent  cause  of  death  of  the  child  and  of 
injury  to  the  mother.  That  they  may  be  successfully  treated  in 
most  instances  by  induction  of  labor  performed  one  or  two  weeks 
before  the  estimated  time  of  labor.  That  such  a  disproportion 
is  associated  with  a  prolongation  of  pregnancy  beyond  the  ordinary- 
duration  frequently  enough  to  warrant  us  in  never  allowing  a 
case  to  go  "overtime"  unless  there  is  positive  evidence  from  a 
careful  examination  that  no  disproportion  exists. 

Operative  Procedures  for  Relief  of  Dystocia. — In  discussing 
this  subject,  H.  A.  Miller  (Surg.  Gyn.  Obst.,  July,  1909)  says  that 
in  a  perfectly  healthy  individual  where  we  have  no  evidence  of 
toxemia,  it  is  justifiable  to  make  an  attempt  to  prevent  the 
overgrowth  of  the  child.  In  properly  selected  cases  induced  labor 
is  less  dangerous  for  the  mother,  carrying  with  it  a  lower  mortality 
than  either  pubiotomy  or  Cesarean  section.  The  induction  of 
premature  labor  is  probably  the  choice  of  procedures  in  cases 
where  the  delivery  can  readily  be  accomplished  at  the  thirty-sixth 
week  or  beyond,  and  in  some  instances  might  be  indicated  a  week 
or  more  prior  to  this  time.  The  proper  time  for  interference 
should  be  determined  by  the  Stone  method  of  measuring  the  fetal 
head  while  still  in  the  uterus,  by  careful  pelvic  measurements,  and 
by  repeated  bimanual  examinations  by  Muller's  method.  It  is 
extremely  important  to  provide  skilled  care  for  the  premature 
infant  for  at  least  two  months  after  delivery,  and  the  most  essen- 
tial part  of  this  skilled  care  is  that  the  child  be  breast-fed,  either 
by  the  mother  or  a  wet  nurse.  Pubiotomy  has  a  field  which  is 
relatively  small,  still  where  it  is  possible  it  gives  a  lower  maternal 
mortality  than  Cesarean  section.  Pubiotomy  carries  with  it 
relatively  little  danger  of  infection,  as  the  wounds  do  not  com- 
municate in  any  way  with  the  pelvic  canal  or  the  peritonea] 
cavity.  Accidents  in  pubiotomy  are  relatively  harmless,  as 
injuries  to  the  bladder  can  be  successfully  repaired,  and  a  hemor- 
rhage causing  hematoma  of  the  labia  is  seldom  a  matter  of  im- 
portance and  usually  clears  up  in  a  short  time.  Lacerations  in 
final  wall  have  occurred  in  a  few  cases.  They  should  be 
examined  for,  ami  if  they  exist  an  immediate  repair  is  indicated. 
The  majority  of  injuries  to  the  bladder-wall  have  been  due  to  too 
rapid  separation  of  the  bones  and  too  rapid  delivery.  For  that 
reason  the  separation  of  the  bones  should  be  under  control  of  the 
operator,  and  after  bom  1.  labor  should  lie  allowed  to 

go  on  in  it-  natural  way  unless  some  absolute  indicati 
instrumental   delivery.     In   ease'-   where   a    theoretical    infection 
already  exists  it  gives  a  decidedly  lower  mortality  than  Cesarean 

Cesarean  section  should  lie  the  operation  oi  ehoii 
the  other  procedures  are  not  indicated  or  where  the  relative  size 
of   the  pelvis  and   the  fetal  head   is  such   that   we  cannot   hope  to 
1   living  infant  from   premature  deliver)    01    pubiotomy. 
The  method  of  delivery  in  any  individua  uld  be  deter- 

mined before  labor  actually   starts,   as   the   maternal   mortality 
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comes  largely  from  operations  having  been  done  when  delivery 
by  the   i  supplemented  by  forceps  operations  have 

failed.     Undi  ition  is  craniotomy  upon  the  living  child 

justifiable. 

Polypoid  Endometritis  Complicating  Pregnancy  and  the  Puer- 
perium.  — !•'.  A  Nyulasy  (Jour.  Obst.  Gyn.  Brit.  Emp.,  July, 
liscusses  a  condition  termed  polypoid  decidual  endometritis 
which,  he  states,  is  a  result  of  pre-existing  chronic  endometritis 
beginning  prior  to,  or  coincidentally  with,  pregnancy,  and  con- 
tinued into  the  puerperium,  during  which  acute  proces 
grafted  upon  the  chronic  condition  in  consequence  of  septic  infec- 
tion. The  endometritis  of  pregnancy  has  its  prototypes  in  the 
ordinary  glandular,  interstitial,  or  polypoid  forms  of  endometritis 
met  with  in  the  nonpregnant  uterus.  It  may,  therefore,  in  most 
e  looked  upon  merely  as  the  extension  of  a  lesion  already 
existing  at  the  time  of  conception,  and  modified  by  the  changes 
incidental  thereto.  In  many  cases  it  is  found  to  be  distinctly 
syphilitic  in  origin.  It  is  not  merely  a  hypertrophy  of  the 
decidua,  that  is,  a  uniform  increase  of  all  its  tissue  elements, 
either  in  size  or  number.  The  writer's  sectii  ms  show  extraordinary 
pment  of  some  of  its  constituents,  notably  the  vessels, 
the  interstitial  portion,  while  very  few  glands  are  found 
in  full-time  pregnancy.  In  main-  of  these  cases,  the  placenta 
may  be  expelled  without  expression,  and  apparently  "complete," 
leaving  on  its  site  large  or  small,  irregularly  rounded,  or  dome- 
shaped  masses  of  chronically  inflamed  decidua  so  full  of  vessels 
as  to  resemble  cavernous  angiomata.  These  masses  are  favor- 
able bed  for  the  development  of  septic  organisms,  and  account 
for  main-  of  the  cases  where  the  most  careful  practitioners  have 
apparently  "left  something  behind,"  even  after  a  minute  scrutiny 
of  the  expelled  placenta,  including  its  examination  undei  water. 
Sepsis  in  the  retained  masses  is  predisposed  to  by  so-called  necro- 
biotic  changes.  The  writer  has  encountered  over  100  cases  of 
polypoid  endometritis  and  he  estimates  that  it  will  be  found  in 
from  3  to  5  per  cent,  of  all  pregnancies.  Endometritis — glandular 
interstitial  or  polypoid — is  considered  the  most  important  factor 
in  the  production  of  spontaneous  abortion.  Many  cases  of 
adherent  placenta  are  due  to  it.  The  symptoms  are  practically 
those  usually  attributed  to  adherent  placenta,  namely,  rise  of 
pulse,  then  of  temperature,  with  a  rigor,  to  1030  or  io4°F.  Fetor 
of  the  lochia  may  be  entirely  absent.  Profuse  secondary  hemor- 
rhage is  not  common,  but  a  sudden  rather  free  flow  after  its 
partial  stoppage  is  suggestive.  Diagnosis  depends  on  the  presence 
of  subinvolution, a  patulous  os,  generally  admitting  i  wo  fingers,  and 
in  the  uterus  a  mass  of  varying  size,  usually  covered  with  blood- 
clot,  together  with  the  symptoms  above  described,  Excepting 
cases  of  such  virulent  infection  that  the  patient  is  overwhelmed  by 
violent  septicemia,  practically  every  case  recovers  if  the  operation 
is  done  early,  but  the  danger  is  extreme  if  it  is  delayed.  Early 
curettage,  with  the  use  of  the  ungloved  finger,  or  fingers,  and  a 
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large-looped  moderately  sharp  curette  is  essential  for  the  satis- 
factory removal  of  polypoid  conditions  of  the  endometrium  in  the 
puerperal  woman. 

Scopolamine-morphine  Narcosis  in  Labor. — J.  Halliday  Croom 
(Jour.  Obst.  Gyn.  Brit.  Emp.,  July,  1909)  has  found  that  for  an 
ordinary  case  the  best  dose  is  one  two-hundredth  of  a  grain  of 
scopolamine  plus  one-sixth  of  a  grain  of  morphine,  given  when 
the  pains  are  coming  regularly  at  intervals  of  a  few  minutes.  The 
scopolamine  may  require  to  be  repeated  in  the  course  of  one  and 
a  half  or  two  hours.  As  a  rule,  one  two-hundredth  of  a  grain  is 
sufficient  as  a  second  dose.  It  is  better  not  to  repeat  the  morphia. 
In  all  cases  the  dosage,  particularly  the  second  dose,  must  be 
gauged  by  the  patient's  state  of  mind  as  to  wakefulness  or  excite- 
ment, and  by  her  power  of  perception  and  memory  of  what  is 
going  on  around  her. 

Treatment  of  Placenta  Previa. — Paul  Bar  (Jour,  dc  Med.  et  de 
Chir.,  Till v  2,  1909)  gives  the  indications  for  treatment  of  placenta 
previa  according  to  the  amount  and  severity  of  hemorrhage  which 
has  occurred.  The  use  of  the  tampon  is  only  provisional  and 
temporarv,  and  it  is  liable  to  be  the  cause  of  infection.  If  the 
woman  is  not  bleeding  much,  but  hemorrhage  is  feared,  in  case 
dilatation  is  complete,  version  is  in  order  when  possible,  followed 
by  extraction.  If  dilatation  is  incomplete  but  the  cervix  is 
pervious,  a  large  balloon  should  be  employed  to  obtain  dil a 
If  there  is  no  dilatation  at  all  Bossi's  dilator  should  be  used 
to  begin  dilatation,  and  the  balloon  then  inserted.  It'  the  woman 
is  bleeding  severely  and  dilatation  is  good,  version  is  to  be  done 
in  spite  of  the  risks  to  the  child.  If  the  cervix  is  only  permeable, 
version  and  extraction  are  in  order.  If  there  is  no  dilatation 
the  use  of  Bossi's  dilator  should  be  followed  by  version.  All 
these  methods  fail  in  cases  of  rapid  and  dangerous  hemorrhage. 
In  these  cases  Cesarean  section  will  save  the  child,  bu1  the  mother 
i.  it  risk  of  infection,  and  of  shock.  A  suprasymphyseal 
operation  has  been  proposed,  which  allows  of  the  removal  of  the 
fetus  extraperitoneally,  and  the  author  thinks  well  of  this  oper- 
ation as  a  la^t  resort. 

Repeated  Casarean  Section. — Garipuy  (Pressi  Widicale,  July, 
ays  that  repeated  Cesarean  sections  are  compat 
frequent,  yet  there  are  some  difficulties  in  the  second  operation 
ih  it  do  not  occur  in  the  first.  The  first  question  of  interest  in  a 
se  nl  operation  is  the  time  at  which  it  should  be  performed. 
In  the  first  Operation  it  is  best  to  wait  until  uterine  contraction  is 
good,  iii  order  to  see  whether  delivery  can  occur  spontaneously. 

In  the  second  operation  there  is  no  chani i   this,  and  there  is  no 

use  in  waiting  for  strong  contractions  since  these  may  have  a 
had  effect  on  a  uterus  if  it  has  been  weakened  by  an  imperfeel 
cicatrix  of  the  previous  operation.  The  best  time  to  operate 
is  when  the  pregnancy  has  arrived  at  term  and  labor  is  about  to 
begin.  The  hindrances  that  the  "i"1  '  '"  ma)  meel  with  on 
entering  the  abdomen   are  adhesions   to   the   intestines,   to   the 
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abdominal  walls,  and  to  the  omentum.  The  incision  is  generally 
made  through  the  old  cicatrix.  The  omental  adhesions  are  of 
little  importance,  and  are  easily  broken  up.  Intestinal  adhesions 
are  more  important.  An  attempt  must  be  made  carefully  to 
separate  them.  Adhesions  of  the  uterus  to  the  abdominal  walls 
may  render  it  impossible  to  enter  the  uterus  at  the  preferred  point, 
the  ring  of  Bandl.  In  some  cases  they  cannot  be  separated,  and 
one  must  make  a  transverse  incision,  or  an  anteroposterior 
i  higher  up  in  the  fundus.  The  extraction  of  the  placenta 
may  be  rendered  difficult  by  adhesions  to  the  cicatrix.  Adhesions 
may  also  interfere  with  the  control  of  hemorrhage  or  suturing  the 
wound.  Still  the  prognosis  of  second  sections  is  not  much  worse 
than  that  of  first  ones.  Hysterectomy  may  become  necessarv 
on  account  of  severe  hemorrhage,  rupture  of  the  uterus,  or  fear  of 
infection.  The  question  of  sterilization  is  not  doubtful  in  case 
of  a  fourth  section  with  severe  adhesions,  and  it  may  be  desirable 
earlier  than  the  fourth. 

Torsion  of  Uterine  Fibromata  in  the  Course  of  Pregnancy. — G. 
Piquand  and  J.  Lemeland  (L'Obstet.,  July,  1909)  say  that  torsion 
of  the  pedicle  of  a  fibroid  in  the  course  of  pregnancy  is  a  rare  oc- 
currence. It  occurs  especially  in  primiparae  of  advanced  age 
in  the  first  half  of  pregnancy,  and  pregnancy  alone  is  not  its' 
cause.  The  predisposing  factors  are  length  and  thinness  of  the 
pedicle,  lateral  insertion  of  the  pedicle  into  the  uterus,  large 
volume  of  the  tumor,  ovoid  nr  reniform  shape  of  the  tumor,  and 
noncentral  insertion  of  the  pedicle  on  the  fibroma.  Determining 
causes  are  tumors  in  the  neighborhood  of  the  fibroma  acting  as 
mechanical  causes  of  torsion,  and  distention  of  the  bladder  and 
bowel.  The  pedicle  consists  of  a  serous  covering  enclosing  a  mass 
of  edematous  connective  tissue,  with  a  few  muscular  and  elastic 
fibers.  As  a  result  of  the  torsion  the  growth  may  undergo  any 
sort  of  degeneration,  from  softening  to  gangrene.  Slow  torsion 
causes  change  of  position  of  the  tumor,  lessened  mobility,  rela- 
tiveh  rapid  increase  in  size,  softening,  and  tenderness.  Gen- 
erally it  occurs  more  quickly  and  is  accompanied  by  severe  pain, 
chills,  collapse,  ami  syncope,  ending  in  death  from  peritonitis, 
led  often  by  abortion.  It  is  a  very  serious  complication 
for  the  pregnant  woman.  It  demands  immediate  surgical  in 
terference.  The  operation  to  be  preferred  is  laparotomy,  and 
removal  of  the  tumor  without  touching  the  uterus  any  more  than 
is  necessary,  in  the  hope  that  pregnancy  will  go  on  to  its  normal 
end. 

Vomiting  of  Pregnancy.  A.  Pinard  I  \nn  di  Gyn.  et  d'Obsl., 
July  and  August,  1909)  says  that  it  is  the  experience  of  the  ages 
tation  is  not  a  harmonious  symbiosis.  A  normal  process 
in  the  cow,  with  which  she  gets  along  perfectly  well,  in  the 
woman  it  is  accompanied  by  vomiting,  and  various  nervous 
Symptoms  that  sometimes  end  in  death.  Most  authors  follow 
the  description  of  Dubois,  who  divided  the  vomiting  of  pregnancy 
into  three  periods:  a  tiisl  of  emaciation,  a  second,  febrile  period, 
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and  a  third  of  nervous  accidents.  The  author  does  not  agree 
with  this  classification.  He  has  never  seen  cases  in  which  there 
was  a  distinct  febrile  period.  In  many  cases  there  is  a  change 
in  the  pulse  without  any  fever  until  the  very  end,  when  death  is 
impending.  As  a  result  of  the  experience  of  thirty  years  in 
obstetrics  the  author  finds  that  about  fifty-eight  women  out  of 
ioo  vomit,  and  forty-two  do  not.  Vomiting  is  more  frequent  in 
primiparae  than  in  multiparas.  Vomiting  may  begin  at  any 
time  from  the  first  week  after  the  last  period  to  the  ninth  month. 
In  most  it  ceases  about  the  fourth  month.  Women  with  multiple 
pregnancies  are  more  likely  to  vomit  than  those  having  simple 
nicies.  He  has  seen  vomiting  twice  in  women  who  had 
extrauterine  pregnancies,  one  in  the  second,  the  other  in  the 
third  month.  In  both,  pregnancy  went  on  to  near  term  and  was 
terminated  by  operation.  The  average  duration  is  three  months, 
but  some  have  vomiting  throughout  the  entire  pregnancy.  It 
occurs  in  women  in  whom  the  ovum  has  become  degenerated, 
and  here  the  type  of  vomiting  is  especially  severe.  It  also  oc- 
curs when  hydatidiform  masses  are  contained  in  the  uterus. 
Almost  all  women  who  vomit  become  emaciated;  some  suffer 
much  from  incessant  costo-diaphragmatic  pains,  others  coi 
hiccough  incessantly.  Ptyalism  is  a  frequent  symptom.  In 
women  with  emaciation,  failure  of  sight,  and  general  feebleness, 
fever  may  not  have  been  present,  nor  changes  in  the  pulse.  But 
in  many  women  the  author  has  seen  changes  in  the  pulse,  accelera- 
tion, variability,  rapidity,  and  lowered  arterial  tension;  inspira- 
tion may  be  accelerated  at  the  same  time  to  forty  or  fifty  per 
minute.  Constipation  is  the  rule,  thirst  is  extreme,  the  tongue 
red  and  dry,  hallucinations  occur,  and  vomiting  ceases  a  few 
days  before  death.  The  volume  of  the  uterus  does  not  seem  to 
be  as  great  as  usual,  probably  en  account  of  the  dehydration  of 
the  organism,  and  its  walls  are  soft.  The  changes  in  the  pulse 
may  last  as  long  as  three  weeks  after  the  interruption  of  preg- 
nancy. After  abortion  paralysis  and  amyotrophia  of  the  luwer 
limbs  has  occurred.  After  a  long  discussion  of  the  etiology  of 
this  complication  the  author  concludes  by  asserting  his  belief 
that  it  is  not  a  nervous  condition,  although  it  may  occur  in  those 
predisposed  to  nervous  troubles.  It  is  essentially  the  result  of  in- 
toxication, from  some  unknown  poison  developed  within  the 
patient  as  a  result  of  the  pregnant  condition.  Acceleration  of 
the  pulse  may  occur  as  early  as  the  second  month;  in  women 
who  have  had  vomiting  cease  in  previous  pregnancies;  it  is  gener- 
ally progressive  when  it  has  once  occurred.  Pathological  anat- 
omy has  shown  that  there  are  no  lesions  of  the  gastrointestinal 
tract.  The  author  believes  that  there  is  an  action  on  the  vomit- 
ing center  in  the  medulla  by  some  poison  in  the  blood.  This 
principle  is  toxic  to  the  entire  nervous  system.  Some  women 
triumph  over  this  intoxicating  principle  and  survive;  others  suc- 
cumb and  it  is  fatal.  This  poison  is  similar  to  the  one  which 
causes  eclampsia.     How  many  more  there  are  is  still  unknown. 


BRIEF    OF    CURRENT    LITERATURE.  L051 

or  what  causes  them.  As  to  the  treatment,  the  best  method  is  to 
place  the  patient  on  a  simple  milk  diet,  or  one  containing 
tables,  ileats  and  eggs  seem  to  be  especially  poisono; 
this  fails  it  becomes  necessary  to  interrupt  pregnancy.  When 
the  number  of  pulse  beats  reaches  more  than  ioo  it  is  best  not  to 
wait  any  longer  before  emptying  the  uterus.  The  subcutaneous 
injection  of  normal  salt  solution  is  of  value  after  the  operation. 
Chemical  Examination  of  the  Blood  in  Osteomalacia. — 
Salvatore  Capellani  (Ann.  di.  Ostet.  c  Gin.,  Aug.,  1909)  reviews 
the  various  theories  that  have  been  advanced  as  to  the  causation 
of  osteomalacia.  The  author  believes  that  there  are  not  sufficient 
grounds  for  believing  that  an  abnormal  condition  of  the  ovarian 
secretion  is  its  cause.  This  theory  is  based  upon  the  benefits 
that  are  in  some  cases  derived  from  the  removal  of  the  ovaries. 
This  is  really  due  to  the  general  improvement  of  condition  that 
results  from  the  operation.  The  author  undertook  the  examina- 
tion of  the  blood  of  osteomalacic  patients  before  and  after  castra- 
tion, estimating  the  phosphorus,  lime,  magnesium,  and  nitrogen 
contained  in  it.  He  finds  that  the  amount  of  phosphorus  con- 
tained is  within  normal  limits  during  pregnancy,  even  in  the 
active  period  of  the  disease,  and  is  increased  after  the  expulsion 
of  the  ovum,  and  the  removal  of  uterus  and  ovaries  while  the 
period  of  convalescence  is  beginning.  The  amount  of  lime  is  also 
increased  in  the  same  way,  when  considered  in  relation  to  the 
normal  condition.  It  is  sensibly  diminished  after  hystero- 
oophorectomy,  and  during  convalescence.  Magnesium  acts  as 
does  calcium.  There  is  no  marked  variation  in  nitrogen.  The 
results  of  ovariotomy  are  .merely  indirect. 

GYNECOLOGY  AXD  ABDOMINAL  SURGERY. 

Cystitis  and  Ulceration  of  the  Bladder  in  Women. — John  B. 
Shober  (Ann.  Surg.,  June,  1909)  say  that  cystitis  due  to  the 
presence  of  microorganisms  alone  is  unknown,  but  the  disease 
is  always  the  result  of  traumatism  followed  by  infection  by  micro- 
organisms. The  microorganisms  which  attack  the  bladder  are 
the  bacillus  coli  communis,  the  gonococcus,  the  tubercle  bacillus, 
the  streptococcus,  the  staphylococci,  and  the  typhoid  bacillus. 
Streptococcic  and  staphylococcic  infection  of  the  bladder  occurs 
frequently  during  the  puerperium,  especially  after  long,  difficult, 
or  instrumental  labors,  when  the  bladder  walls  may  have  been 
injured  by  long  pressure  by  the  child's  head,  or  by  overdistention 
and  stretching  of  the  walls  of  the  bladder.  The  writer  describes 
the  treatment  which  proved  effective  in  a  case  of  this  type  with 
several  ulcers  and  marked  hyperemia.  Ten  local  treatments  were 
given  within  thirty-six  days,  all  under  cocaine  urethral  anesthesia 
with  the  patient  in  Trendelenburg  position.  The  bladder  was 
previously  irrigated  with  boracic  acid  solution  and  catheterized. 
The  cystoscope  was  introduced;  any  remaining  fluid  was  sucked 
out  with  a  bulb;  each  ulcer  was  gently  dried  with  a  pledget  oi 
cotton  on  a  wood  applicator,  then  it  was  gently  mopped  with  a 
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weak  adrenalin  solution  to  check  bleeding;  any  loose  shreds  were 
removed  from  the  ulcers  with  the  bladder  forceps;  after  which 
each  ulcer  was  touched  with  a  pledget  of  cotton  soaked  in  a  1  :S 
solution  of  nitrate  of  silver.  The  patient  was  then  lowered,  the 
bladder  emptied  of  air,  and  three  ounces  of  a  2  per  cent,  solution 
of  protargol  was  instilled.  The  patient  could  usually  retain  this 
for  a  half-hour.  These  treatments  were  made  every  second  or 
third  day.  She  received  a  daily  irrigation  of  boracic  acid 
solution  followed  by  the  instillation  of  2  per  cent,  solution  of 
protargol.  Absolute  rest  in  bed  was  insisted  on  with  a  restricted 
diet,  and  she  drank  freely  of  lithiated  water. 

Treatment  of  Malignant  Tumors  by  High  Frequency  Currents. 
—  J.  A.  Riviere  (Ann.  D'Electrobiologie  et  de  Radiologic,  May, 
1909)  began  the  use  of  high  frequency  currents  on  a  wound  that 
would  not  cicatrize,  and  which  after  the  treatment  healed  in  a 
few  days.  Since  then  he  has  used  these  currents  under  various 
forms.  The  apparatus  of  Oudin  gave  him  great  satisfaction. 
The  author  applied  the  current  in  a  number  of  intractable  maladies, 
especially  tuberculosis  and  cancer.  It  exercises  on  superficial 
epitheliomas  a  cytolytic  action,  which  is  specific  and  elective, 
causing  the  elimination  of  the  neoplastic  tissues.  It  also  causes 
the  disappearance  of  the  infected  glands, '  and  substitutes  an 
abundant  odorless  discharge  for  the  foul  one  of  the  ulcerated 
surfaces,  which  later  heal  with  a  good  cicatrix  that  is  not  deform 
ing.  The  current  is  not  painful,  but  en  the  contrary  has  an 
analgesic  effect;  the  patients  bear  the  applications  well,  and  ask 
to  have  them  continued  longer.  The  application  should  nevei 
last  more  than  ten  minutes.  The  author  has  never  seen  any 
bad  effects  from  the  current.  Denuded  surfaces  are  best  affected 
by  the  treatment.  Next  are  growths  that  are  superficial.  Tor 
internal  growths  little  effect  is  possible  on  account  of  their  depth. 
Operation  must  first  be  done  and  the  current  used  later  to  promote 
cicatrization.  The  author  believes  that  this  current  should  be 
applied  after  all  operations  for  malignant  growths. 

Abdominal  Hysterectomy  for  Cancer  of  the  Uterus. — Henri 
Hartmann  (Ann.  de  Gyn.  et  d'Obst.,  July,  1909)  says  thai  aftej 
a  period  during  which  the  attempt  was  made  to  remove  all  the 
affected  glands  and  neighboring  tissues  when  removing  cancer 
of  the  uterus,  a  reaction  has  come  about  Tin-  systematic  search 
for  all  the  glands  implicated  has  been  abandoned,  since  path- 
ological studies  have  shown  that  this  was  not  only  impossible  1  'ii t 
useless.  In  cancer  of  the  body  of  the  uterus  enlargements  of  the 
glands  are  seldom  found,  even  when  the  cancel  has  extended  so 
as  to  be  inoperable.  In  some  eases  of  cancel  of  the  body  we  see 
that  no  glands  are  enlarged,  hence  it  is  futile  to  remove  the  glands. 
In  1  mcer  of  the  cervix  the  invasion  of  the  -land,  occurs  early 
and  is  very  important.  Hence  </  priori  they  should  be  sought 
fen,  but  we  find  that  when  recurrences  occur  they  are  generall) 
in  the  cicatrix  of  the  operation,  not  in  the  elands.  In  some  cases 
there  is  an  involvemenl  of  the  vaginal  wall  by  the  cancer,  while 
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there  exists  no  involvement  of  the  overlying  mucosa.  The 
author  believes  that  the  best  operative  procedure  is  abdominal 
hysterectomy,  which  removes  the  vagina  and  parametrium  with 
the  uterus,  but  leaves  the  glands  in  place,  and  that  this  is  superior 
to  vaginal  hysterectomy.  The  indications  for  operation  are 
determined  after  examination  by  the  vagina  and  rectum,  and 
of  the  bladder,  show  that  these  organs  are  not  involved.  Cysto- 
scopy should  be  performed  and  a  protrusion  of  the  trigonum, 
and  folds  or  irregularities  of  the  mucosa  should  be  considered  as 
contraindicating  operation.  The  operation  should  be  preceded 
by  curetting  and  galvano-cauterization  of  the  cavity  of  the  uterus, 
so  as  to  render  aseptic  the  interior,  and  prevent  infection  of  the 
tissues  in  the  course  of  the  operation.  A  careful  examination 
of  all  the  neighboring  tissues  is  carried  out  under  ether.  The 
uterus  is  drawn  upward  gently  since  the  tissues  are  liable  to  be 
friable;  the  adnexa  and  ligaments  are  freed  and  the  vagina  is 
opened  and  the  uterus  removed.  The  results  have  shown  that 
this  operation  ma)  succeed  in  many  cases  that  formerly  would 
have  been  thought  inoperable.  The  remote  results  for  cancer 
of  the  body  are  excellent.  According  to  some  authors  75  per 
cent,  of  cases  do  not  have  recurrences.  In  cancer  of  the 
cervix  the  results  are  superior  to  those  obtained  by  vaginal 
hysterectomy. 

Operative  Treatment  of  Uterine  Carcinoma. — Otto  Von  Frauqud 
(Monats.  /.  Geburts.  u.  Gyn.,  July,  1909)  gives  the  statistics 
of  bis  operations  for  uterine  carcinoma.  In  166  radical  abdominal 
operations  for  carcinoma  of  the  cervix  the  mortality  was  20  per 
cent.  In  cases  of  medium  severity  there  is  no  difference  between 
the  results  of  abdominal  and  vaginal  operations.  Severe  cases 
cannot  be  operated  upon  by  the  vaginal  route  without  very  bad 
final  results.  As  to  the  remote  results  of  operations  for  uterine 
carcinoma  the  author  summarizes  [04  cases  examined  four  years 
after  the  operation.  ( if  the  abdominal  cases  sj\ty  six  involved  the 
cervix,  four  the  fundus;  of  the  vaginal  operations,  twenty-five 
involved  the  cervix,  nine  the  fundus;  fourteen  died  as  a  result  of 
the  operation,  one  from  intercurrent  disease.  Of  the  eight] 
which  remained  to  be  investigated,  forty-five  were  without 
recurrence.      The  percentage  of  cured  cases  was  56.77. 

Benign  Invasion  of  the  Uterine  Mucosa  and  Muscle  by  Cho- 
rionic Epithelium.  Roberl  Meyer  {Berl.  klin.  Woch.,  June 
21,  1909)  describes  a  benign  invasion  of  the  mucosa  and  muscu- 
lature of  the  uterus  by  cells  derived  from  the  epithelium  of  the 
chorion.  The  cells  are  derived  from  the  epithelium  of  the  fetal 
ta  which  push  through  the  masses  of  villi  and  enter  the 
connective  tissue  thai  binds  together  th<  layers  of  the  uterus. 
1  ells  fasten  themselves  upon  the  tissues  and  form  larger  or 
smaller  masses  of  ■  pithelium  in  the  mucosa  and  muscle 
of  the  uterus,  rhej  also  break  through  the  walls  of  the  blood- 
vessels and  till  up  their  luniina.  Thi  1  ma  1  peni  1  1 
into    the     muscula  ilate    malignant    chorioepitheli a. 
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The  author  describes  the  histological  characteristics  of  the  benign 
growth.  He  contends  that  this  is  a  perfectly  natural,  not  a 
malignant  process  of  growth,  the  cells  of  the  chorion  having  great 
power  of  penetration  into  connective-tissue  structures.  In  the 
later  months  of  pregnancy  the  connective  tissue  of  the  uterus 
reacts  differently,  producing  a  coagulation  wall  which  prevents 
the  penetration  of  the  chorionic  cells.  The  author  found  a 
similar  invasion  in  eight  normal  pregnant  uteri  removed  in  cases 
of  tuberculosis  of  the  lungs,  in  slighter  degree.  This  invasion  of 
chorionic  cells  may  also  have  to  do  with  retention  of  the  placenta, 
the  latter  becoming  adherent  by  means  of  the  invasion  of  the 
connective  tissue  of  the  uterus.  Whether  this  benignant  cho'rionic 
growth  can  become  malignant  is  undecided. 

Relation  of  Gastric  and  Uterine  Diseases. — Ludwig  Lewisohn 
(Bcrl.  k/ui.  Woch.,  July  14,  1909)  says  that  there  has  been  much 
discussion  of  the  relation  of  gastric  and  genital  troubles  in  women. 
Some  contend  that  there  is  a  causative  relation  between  the  two. 
In  many  normal  cases  of  menstruation  there  are  diminution  of 
appetite  and  indigestion,  with  constipation  preceding  the  estab- 
lishment of  the  flow.  The  gastric  acidity  is  less  before  the  period, 
becoming  normal  when  the  flow  is  established.  The  author  has 
tabulated  his  examination  of  100  cases  of  gastric  and  genital 
troubles  in  which  the  secretions  were  examined  after  a  test- 
breakfast,  the  gastric  reaction  determined,  quantitative  tests  of 
the  acidity  made,  the  motor  power  of  the  stomach  examined,  and 
the  position  of  the  stomach  determined.  He  found  no  uniform 
typical  picture  of  stomach  trouble  accompanying  genital  diseases. 
There  may  be  increased  or  diminished  acidity;  in  many  cases  there 
was  muscular  insufficiency;  thirty-four  cases  in  all  had  decided 
stomach  disease,  while  sixty-six  were  practically  normal  in  that 
respect.  Gastric  difficulties  may  be  caused  by  changes  in  the 
blood  coincident  with  gynecological  troubles,  or  by  their  effect 
on  the  nervous  system.  The  author  believes  that  the 
symptoms  are  in  great  part  reflex,  dependent  on  the  nervous 
disposition  of  the  female  organism.  Changes  in  the  gastric  juice 
are  easily  produced  by  nervous  conditions.  Most  patients  in 
whom  gastric  and  genital  troubles  coexist  show  evidence  >>i  .1 
general  nervous  diathesis.  The  stomach  troubles  are  coincident 
with  all  kinds  of  uterine  and  genital  difficulties.  There  is  probably 
no  causative  relation  between  the  two  classes  of  cases,  and  only 
treatment  of  the  general  system  improves  the  gastric  troubles. 

Use  of  Suprarenin. —  Rraun  (Zeil.  J.  Gyn.,  July  24,  1909) 
comments  on  two  eases  of  fatality  as  a  result  of  the  use  of  supra 
renin  injected  into  the  eei  \  i\  for  operative  purposes.  The  author 
din  lists  have  made  use  of  this  drug  in 
thousands  of  eases  lor  local  anesthesia,  combined  with  other  drugs 
and   ha   ■  need   no  bad  effects.     As  to  the  cause  of  the 

poisonous  dose  of  the  drug,  he  states  thai  there 
is  no  fixed  poisonous  amount  of  this  drug;  this  varies  with  the 
individual,  and  with  the  way  in  which  it  is  used.      I  he  authoi 


BRIEF    OF    CURRENT    LITERATURE.  1055 

very  weak  solution  injected  in  considerable  amount.     He 

believes  that  it  is  not  the  amount  of  the  drug  or  of  the  solution 
used,  but  the  concentration  of  the  solution  that  does  harm.     A 

mount    of   a    weak    solution   can   lie   used    without    i 
while   a  small  amount   o  solution   will   be   fatal.     The 

method  in  which  the  material  is  introduced  is  also  of  importance. 
Injected    intravenously    it    will    have    an    imm<  ;    effect, 

while   applied  locally   or  subcutaneously   it   will   he  well   borne. 
The   author  combines   it  with  a  $  per  cent,  solution  of  no 
and  to  Km  e.c.  of  this  solution  he  adds 0.64  gm.  of  borate  of  supra- 
renin.     The  drugs  are  made  up  into  a  tabli  olution  made 

freshly  elation.      He  has   no   fear  of  using  as  much  as 

125  c.c.  of  this  solution  for  an  operation. 
Papillary  Tuberculosis  of  the   Vaginal  Cervix. — Kurt   Euerling 
Voch.,  Aug.    2,    19091   says  that    tuberculosis  is  an 
infrequent   disease  of  the  female  genital   organs.      He   report--   a 
case   of   isolated,   probably   primary   tuberculosis   of   the 

of  the  cervix  uteri,  in  papillary  form,  simulating  a  cauli- 
flower cancerous  growth.  The  commonest  location  is  in  the 
tubes,  next  in  the  fundus  uteri,  ovaries,  cervix,  vagina,  and  vulva. 
Genital  tuberculosis  usually  involves  several  organs,  rarely  being 
located  in  one.  It  is  generally  secondary  to  involvement  of  the 
lungs,  intestines,  or  glands.  The  infection  may  be  carried  to  the 
genital  organs  in  three  ways;  by  the  blood,  lymphatics,  or  directly 
to  the  vagina.  Direct  infection  through  the  vagina  mav  occur 
in  coitus,  gynecological  examinations,  or  masturbation,  or  from 
laundered  clothing.  A  patient  may  infect  herself  from  In.  1  own 
sputum  or  that  of  others.  Infection  of  the  cervix  is  extremely 
rare,  the  infection  generally  stopping  sharply  at  the  os  internum. 
This  is  due  to  the  protective  power  of  the  pavement  epithelium 
covering  it.  The  infective  tissue  may  be  in  the  form  of  miliary 
tubercles,  ending  in  tuberculous  ulcerations;  diffuse  tuberculous 
infiltration,  with  a  strong  tendency  to  cheesy  01  fibrous  d< 
ation;  and  papillary  tumors  with  cauliflower  like  prolongations. 
Others  add  a  fourth  form,  tuberculous  catarrh,  in  which  micro- 
scopic examination  shows  no  bacilli  or  tuberculous  tissue  forma- 
tion, only  a  purulent  catarrhal  discharge  caused  by  tin-  bacilli 
on  the  surface  of  the  mucosa,  which  is  reddened,  injected,  and 
covered  with  pus,  the  epithelium  desquamating.  The  rarest 
and  most  interesting  form  is  the  papillary  tumor.  Tin  diagnosis 
from  carcinoma  is  made  only  by  microscopic  examination  after 
total  extirpation  of  the  uterus.  The  author  reports  a  case  of  this 
form  of  tuberculosis  observed  by  him  in  a  virgin  twentj  five 
years  of  age,  who  showed  no  involvement  of  any  other  organ. 
The  growth  was  the  size  of  a  small  apple,  bleeding  easily,  and 
very  fragile.  Microscopic  examination  showed  it  to  be  a  tuber- 
culous growth.  Supravaginal  amputation  of  the  cervix  vvas 
performed  with  curettage  of  the  body  of  the  uterus.  The  patient 
remained  well  after  the  operation,  and  gained  in  weight.  Had 
the  diagnosis  not  been  made  by  examination  of  a  portion  of  the 
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growth  a  total  extirpation  would  have  been  done.  There  was 
no  evidence  of  infection  by  way  of  the  blood  current.  As  to  a 
direct  infection,  coitus  had  never  taken  place,  the  hymen  was 
intact  and  small,  and  she  had  never  had  a  vaginal  examination 
before.  The  extremely  superficial  location  and  circumscribed 
character  of  the  growth  were  in  favor  of  a  primary  infection. 

Significance  of  Glandular  Hyperplasia  and  Hypertrophy  of 
the  Endometrium. — K.  Himmelheber  {Mount,  f.  Geb.  u.  Gyn., 
Aug.,  1909)  has  made  a  study  of  the  condition  of  the  endometrium 
in  130  preparations,  of  which  he  has  selected  and  tabulated 
fifty-five.  All  cases  that  followed  abortion  have  been  excluded. 
The  remainder  are  classified  into  three  periods,  the  premenstrual, 
menstrual,  and  postmenstrual  or  interval  cases.  All  cases  of 
severe  alterations  of  the  adnexa  and  parametrium  are  excluded. 
As  a  result  of  the  examination  of  the  tables  he  finds  that,  aside 
from  physiological  variations  in  the  form  and  number  of  the 
uterine  glands,  there  is  a  true  glandular  hyperplasia  and  hyper- 
trophy. From  these  result  abnormalities  of  secretion.  This 
must  be  recognized  when  there  is  a  progressive  process  going  on 
in  the  glands;  when  there  is  production  of  cysts  and  invaginations; 
and  when  we  find  gland  forms  in  the  premenstrual  interval. 
Signs  of  importance  are  inflammation  of  the  plasma  cells,  and 
changes  in  the  spindle  cells  and  connective-tissue  cells.  If  we 
find  hyperplasia  and  hypertrophy  of  the  glands  combined  with 
inflammatory  changes,  or  the  remains  of  such  changes  in  the 
stroma,  there  is  no  reason  why  we  should  not  make  the  diagnosis 
of  an  inflammatory  origin  of  these  lesions.  For  these  cases  the 
name  endometritis  glandularis  is  appropriate.  The  pathological 
significance  of  such  changes  is  not  to  be  denied. 


ITEM. 


POSTOPERATIVE  SEPARATION  OF  LAPARATOMY 
WOUNDS. 

This  diagram,  which  illustrates  the  shelving  inward  of  the 
deeper  layers  of  the  abdominal  wall  after  separation,  should 
have  accompanied  Dr.  Ries'  paper  in  the  *  >ctober  Journal. 

_  Skin 


Peritoneum 


Fig.  t.  —  Diagram  illustrating  the  shelving  inward  of  the  deepi 
inal  wall  aftei  1  ransverse  sei  tion  1 
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SOME   IMPORTANT   BUT  OFTEN  NEGLECTED  FACTORS 
IN    INFANT-FEEDING. 

BY 
THOMAS  S.  SOUTHWORTH,  Jr.  D., 

New  York  City. 

What  may  with  justifiable  pride  be  called  the  American 
method  of  infant-feeding  has  been  developed  so  rapidly  within 
the  past  decade,  by  the  improvement  of  older  methods  and  the 
incorporation  of  new,  that  it  seems  worth  while  to  consider 
some  of  the  factors  which  unnecessarily  militate  against  its 
successful  practice.  Certain  it  is  that  while  the  careful  student 
of  the  subject,  whether  specialist  or  general  practitioner,  finds 
the  indications  for  the  necessary  changes  in  an  infant's  food 
clearer  than  before  and  his  resources  for  intelligent  adaptation 
vastly  increased,  many  of  our  profession  are  still  grasping  at  the 
shadow  and  missing  the  substance.  Much  of  this  failure  and 
dissatisfaction,  if  one  may  judge  from  the  histories  of  cases 
coming  for  tin  first  lime  under  one's  care,  is  due  to  a  neglect 
of  basic  principles  or,  one  is  tempted  to  say,  to  a  failure  to  play 
the  game  according  to  the  rules. 

While  this  statement  applies  especially  to  artificial  or  bottle- 
feeding,  we  should  be  faithless  to  our  trust  were  we  to  consider 
successful  bottle-feeding  as  great  a  victory  as  successful  feeding 
at  the  maternal  breast.  The  conscience  of  tiie  nations  has  of  late 
been  slowly  aroused  by  the  alarming  decrease  <>i  maternal  nurs- 
ing and  the  unwarranted  frequency  of  early  weaning.  For  this 
unhappy  state  of  affairs  it  is  to  be  feared  that  our  profession 
must  bear  a  fair  share  of  the  responsibility,  because  until  very 
recently  we  have  devoted  but  little  attention  to  tin-  problem  of 
enabling  the  mother  to  nurse  hei  infant. 

A  usual  history  of  such  cases  is  that  the  infant  cries  supposedly 
from  hunger,  that  its  stools  an-  misinterpreted  as  showing  either 
a  lack,  or  a  disagreement,  of  the  mother's  milk,  and  that  without 
1057 
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regulation  of  faulty  nursing  habits,  without  accurate  observa- 
tions of  the  infant's  progress  in  weight  and  without  proper 
attention  to  the  mother's  diet  and  health,  the  ready-made 
diagnosis  of  others  is  accepted,  the  breast  abandoned,  and  with- 
out fair  trial  the  infant  condemned  and  sentenced  to  bottle- 
feeding.  While  the  infant  of  well  to  do  parents  who  can  afford 
the  best  medical  supervision  may  by  good  fortune  and  under 
the  most  favorable  circumstances  progress  apparently  as  well 
upon  the  bottle  as  if  fed  at  the  breast,  no  physician  needs 
to  be  reminded  that  in  the  community  at  large,  and  too  of[en  in 
the  home  of  the  rich,  the  chance  of  life  and  of  normal  uninter- 
rupted bodily  development  is  much  smaller  for  the  infant  brought 
up  on  the  bottle. 

Consideration  of  the  subject  of  breast-feeding  versus  early 
weaning,  must  be  confined  in  this  paper  to  a  few  brief  axiomatic 
statements: 

Supervision  of  breast-feeding,  especially  when  the  nutrition 
of  the  infant  is  under  suspicion,  cannot  be  properly  conducted 
without  frequent  determinations  of  its  exact  weight. 

Only  in  those  extremely  rare  instances  where  there  is  no 
secretion  from  the  breasts  is  it  possible  to  determine  with  cer- 
tainty before  the  expiration  of  ten  or  more  days  whether  the 
infant  may  not  subsequently  thrive  at  the  breast,  since  gains 
in  weight  often  improve  when  (he  mother  is  out  of  bed.  and  has 
regained  her  health. 

Crying  may  have  many  causes  and  is  not  a  reliable  indication 
that  the  infant  is  not  getting  enough  milk. 

Green,  or  loose,  or  scanty  stools  in  a  newly  born  infant  are 
often  coincident   with   regular  gains  in   weight.      They  a 
quently  due  to  physiological  conditions,  or  favored  by  irregular 
nursing,  and  by  no  means  indicate  of  necessity  that  the  milk 
his  with  the  infant. 

When  the  stools  are  scanty  and  the  weight  stationary  or  the 
gains  slight,  suitable  supplementary  feeding  may  be  advisable 
until  tlie  breast  milk  can  lie  improved. 

Earl)    and    sudden    weaning   should   lie  Ivised  for  ai 

infant  of  stationary  weight  until  every  effort  has  been  made 
to  improve  conditions  by  propei  nursing  hours,  n  gulation  of  the 
mothi  r's  health  and  hygiene,  and  trial  in  her  diet  of  milk  and 
of  yellow  corn  meal  gruel. 

An  apparently  disturbed   infant   who  is  steadilj    gaining,  01 
i  d  well,  at   the  breast,  should  not  be  weaned 


SOUTHWOR1H:  important  factors  in  infant-feeding.      1059 

until  all  the  factors  in  the  disturbance  have  been  thoroughly 
investigated,  as  the  probabilities  are  in  favor  of  successful 
continuation  of  lactation. 

( )n  the  other  hand,  an  infant  at  the  breast  who  seems  well  and 
contented,  and  lias  good  stools,  should  not  be  allowed  to  long 
stand-still   in  weight  or  to  make  insufficient   gains  for  i! 
of  some  supplementary  artificial  feeding.     This  holds  true  not 
only  during  the  first  few  weeks  but  at  any  period  of  lactation. 

There  is  no  incompatibility  between  cow's  milk  and  breast 
milk  given  at  different  feedings,  or  at  the  same  feeding.  Properly 
adjusted,  supplementary  feedings  accustom  the  infant  to  the 
digestion  of  cow's  milk  and  increase  the  ease  and  safety  of  subse- 
quent weaning,  should  this  become  necessary. 

We  must  now  turn  to  the  consideration  of  bottle-feeding. 
When  this  for  sufficient  reason  is  the  only  course  open  to  us,  there 
is  less  difficulty  than  formerly  in  starting  the  new-born  infant 
upon  artificial  feedings.  High  proportions  of  milk  or  top  milk 
in  the  feeding  mixture  are  no  longer  given  at  the  start,  for  we 
have  learned  that  the  milk  of  a  foreign  species  which  is  not  bio- 
logically* adapted  to  the  digestion  of  the  infant  must  be  begun 
gradually  and  its  strength  steadily  increased.  The  recent 
realization  that  it  is  the  fat  of  cow's  milk  which  causes  much  of 
the  indigestion  of  infancy  has  been  a  long  step  in  advance,  but 
tn  receive  general  recognition  and  application.  Infants 
require  fat,  usually  more  than  is  contained  in  simply  diluted  cow's 
milk,  but  it  must  be  given  them  intelligently  and  cautiously. 
Colic  is  probably  mure  often  caused  by  fat  than  proteid,  and  the 
same  is  true  of  soft,  curdy,  abnormal  stools.  Only  a  limited 
number  of  infants  can  take  a  mixture  in  which  the  percen 
fat  is  three  times  the  proteid.  If  such  a  three  to  one  mixture 
an  infant,  there  is  trouble  in  getting  it  righted  again. 
The  longer  it  lias  been  persisted  in  the  harder  tin  task.  Those 
babies  who  have  long  been  experimented  upon  with  high  fat 
percentages  are  often    those   who  are  declared    to   be   unable   to 

-    milk.      It   is    usually    safer    to    begin    witli    I 
perci  ntage  not  over  twice  that  of  the  proteids,  and  push  up  the 
strength  if  it  is  well  borne. 

Proteid   is  aeci  ssai  "   t<  i  ■_  r<  iv,  th,  and  proteid  in  1 
tides  can  be  managed   if  the  fat   is  not   so   high   a-   to  disturb. 
I  hi-  dues  not  mean  feeding  diluted  plain  milk,  which  has  been 
tried    since    time    immemorial    and    fits   only    a    certain    numbei 
When  diluted  plain  milk  is  g  oung  infant  by  tin-  laity 
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and  by  many  physicians,  half  milk  and  half  water  is  the  most 
common  starting-point,  and  when — as  is  usually  the  case — the 
infant  is  given  at  short  intervals  all  of  this  that  he  will  take,  the 
experiment  ends  in  disaster.  The  next  step  is  usually  a  rapid 
course  of  all  the  different  infant  foods,  some  one  of  which  may 
occasionally  hit  the  mark,  not  because  it  is  primarily  a  better 
food  for  the  infant  than  fresh  cow's  milk,  but  because  it  happens 
to  avoid  the  gross  errors  of  his  previous  diet. 

Much  unnecessary  trouble  would  be  avoided  if  it  were  always 
remembered  that  as  the  strength  and  quantity  of  the, milk 
mixture  are  increased  the  interval  between  the  feedings  must  be 
lengthened  to  allow  of  complete  digestion.  No  amount  of 
insistance  upon  the  right  intervals  and  the  proper  quantities 
in  infant-feeding  seems  to  force  the  importance  of  these  factors 
upon  many  of  our  profession.  Many  infants,  it  is  true,  will 
tolerate  all  sorts  of  lapses  and  irregularities,  but  the  difficult 
cases  will  not.  If  I  could  feel  sure  of  having  impressed  proper 
intervals  and  proper  quantities  upon  a  group  of  medical  gradu- 
ates, I  believe  they  would  have  greater  success  with  infants  than 
any  similar  group  whose  attention  had  been  wholly  engrossed  by 
the  retinements  of  infant-feeding.  Both  without  and  within  the 
hospitals,  I  am  constantly  finding  infants  who  are  making  no 
gains  upon  suitable  formulas,  for  the  sole  apparent  reason  that 
they  have  been  overfed  in  quantity,  their  stomachs  system  uu 
ally  overfilled,  and  their  digestive  powers  consequently  over- 
taxed; frequently,  also,  their  meals  are  given  too  close  together, 
and  their  stomachs  have  no  time  for  rest  and  recuperation. 
Frequent  night  feeding  should  be  condemned  in  this  connection. 
Even  if  marked  digestive  disturbance  does  not  result,  energy 
goes  into  the  quasi  digestion  of  these  excessive  quantities  of 
food  that  should  be  conserved  and  directed  into  the  proper 
channels  of  growth. 

I  hi  .■  overfed  01  too  frequently  fed  infants  are  indeed  "diffi- 
cult cases."  Happily,  some  of  them  respond  promptly  to  the 
cutting  down  of  the  quantities  and  to  giving  them  time  between 
the  feedings  to  empty  theii  stomachs.  Bui  many  of  the  others, 
especial!)  ii  the  errors  have  been  Ion-  continued,  respond  much 
more  slowly.  We  are  dealing  with  a  type  of  starvation  which 
may  arise  from  over  feeding  as  well  as  from  under-feeding,  and 
is  much  moil-  difficult  to  treat. 

When  one  undertakes  to  regulate  tin-  feeding  of  so  called 
difficult  cases  that  have  been  overfed  oi  excessively  feci,  there  is 
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very  often  a  slight  temporary  loss  of  weighl  at  the  outset,  when 
the  changes  are  inaugurated.  Part  of  this  is  due  to  clearing  out 
of  the  excessive  food  residue  in  the  bowels;  part  also  to  reduction 
in  the  amount  of  lluid  given.  Such  initial  loss  of  weight  disturbs 
the  laity,  and  often  the  physician.  The  overfed  infant  who  has 
been  unable  to  absorb  enough  of  his  overabundant  feedings  to 
gain  in  weight,  misses  the  extra  quantities  and  continues  to  cry. 
The  mother  must  have  it  explained  to  her  that  until  the  digestion 
regains  its  balance  and  the  proper  power  of  absorption  is  re- 
established the  infant  will  be  neither  quiet  nor  contented. 

Next  to  gain  in  weight,  the  best  indication  of  approaching 
success  is  improvement  in  the  stools.  This  estimation  of  the 
diagnostic  and  prognostic  import  of  infant  stools  in  feeding 
* ':m  s  has  always  been  a  difficult  matter,  owing  apparently  to 
faulty  criteria.  Many  stools  of  good  or  negative  import  are 
popularly  considered  to  be  poor  stools.  Conversely,  and  as 
often  true,  a  stool  is  considered  a  good  stool  because  it  has  a 
yellowish  color  and  is  fairly  smooth,  which  to  the  experienced 
eye  is  a  poor  stool.  Among  these  are  the  soft  yellow  and  pale 
constipated  types  of  high  fat,  the  alkaline  stool  of  proteid  de- 
composition, and  the  stools  of  starch  indigestion  where  the  cereal 
element  in  the  food  is  in  excess.  Unhappily  stools,  like  skin 
eruptions,  cannot  easily  be  described  so  as  to  be  recognized. 
They  must  be  seen  and  studied. 

In  some  of  the  difficult  cases,  overfed  infants  have  become 
so  disturbed  that  they  do  not  readily  improve  upon  the  same 
kind  of  food,  even  with  properly  modified  and  limited  feedings 
Some  of  these  do  better  for  a  time  with  a  change  of  food,  not  a 
haphazard  groping  lor  something  which  is  merely  different,  for 
this  it  is  which  leads  to  the  blind  use  of  several  patent  foods  in 
rapid  succession,  each  of  which  may  leave  the  patient  in  worsi 
condition  than  before.  We  must  study  the  history  of  tin-  pre 
vions  feeding,  discover  its  errors,  analyze  the  infant's  symptoms, 
inspect  and  draw  inferences  from  its  stools.  Then  only  may  a 
ii  1  be  intelligently  chosen  to  meet  definite  conditions, 
with  a  clear  idea  of  what  one  wishes  to  accomplish,  and  con 
lidence  to  continue  it  long  enough  to  secure  results  or  prove  its 
inadequacy. 

It  is  in  such  cases  where  too  high  a  fai  percentage  or  inability 
to  d  est  a  more  moderate  one  has  caused  the  disturbance  thai 
substituting  the  malted  preparations,  and  particularly  malt 
soup  mixtures,  is  often  mosl  promptly  successful,  because  they 
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furnish  easily  assimilable  elements  while  sparing  other  dij 
functions  which  have  been  overworked  to  the  point  of  exhaustion. 
Absorption  is  possible  of  the  food  elements  in  the  new  and 
different  form,  where  before  it  was  impossible.  In  the  mean- 
time, the  intestinal  reaction  is  changed,  inimical  bacteria  die  out 
in  the  altered  medium,  and  the  bowel  regains  its  tone.  When 
with  increased  absorption  of  nutriment  suitable  gains  in  weight 
have  been  reestablished,  a  return  to  proper  formula  of  cow's  milk 
should  not  be  too  long  deferred,  and  may  be  begun  with  reason- 
able hope  of  success.  t 

It  may  be  said  in  this  connection  that  it  would  be  a  misfortune 
if  the  wave  of  foreign  influence  which  is  beginning  to  be  felt  in 
this  country  should  obscure,  even  temporarily,  the  inestimable 
advantages  of  percentage  feeding.  This  brilliant  advance  upon 
older  methods,  which  had  its  birth  in  this  country  and  belongs 
exclusively  to  no  section  of  medical  faith  or  practice,  rests,  when 
stripped  of  externalities,  upon  the  simple  principle  of  fitting  the 
food  to  the  peculiar  requirements  of  the  individual  infant.  Its 
great  merit  lies  not  only  in  enabling  the  physician  to  make  such 
adjustments,  but,  when  they  ham  been  made,  to  know  exactly 
what  he  has  done.  With  this  instrument  of  precision,  clinical 
experimentation  has  established  certain  principles  applicable  to 
the  infant  at  different  periods  of  his  growth,  but  requiring  in 
their  application  sound  judgment  and  adaptation  to  circum- 
stances. It  would  now  l>e  nothing  short  of  a  catastrophe  were 
we  to  turn  our  backs  upon  this  cumulative  experience  and  begin 
again  feeding  all  babies  witli  a  single  mixture,  or  even  two  mix- 
tures, because  these  succeed  in  some  cases  and  because  the)  come 
to  us  with  a  foreign  endorsement.  This  is  the  Haw  in  the  conti- 
nental butter-milk  mixture,  and  even  in  the  malt  soup  mixture, 
valuable  as  the  principle  of  the  latter  is  proving  itself  to  be  when 
incorporated  with  our  hard -won  knowledge  of  percentage  methods, 
ould  borrow  freely  any  principle  which  is  an  advance,  but 
let  us  not  reverl  to  errors  from  which  we  have  emi 

A  great  deal  oi  the  ill  success  in  infant  feeding  arises  from  a 
failure  to  discriminate  between  the  normal  infant  and  tin  sick 
infant,  [n  the  group  of  normal  infants  I  place  those  who  have 
had  no  difficulty  in  taking  cow's  milk  and  making  propei  prog 
less  upon  ii  I  In  \  ma)  in  led  in  various  ways  with  success. 
Moderate  error:  in  feeding  do  not  disturb  them.  Such  children 
are  raised  successfully  under  the  supervision  of  the  physician, 
bul   also  bv  parents  and  muses  who  follow    the  stock  rules  ,,i 
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any  good  nursery  guide.  If  all  infants  were  like  these  the  last 
word  would  have  been  said  about  infant-feeding,  because  per- 
centage feeding  schedules  would  have  solved  the  problem. 

Unfortunately,  however,  some  of  these  infants  fall  sick  in  a 
variety  of  different  ways,  and  the  food  which  they  could  pre- 
viously take  without  trouble  now  fails  to  be  properly  digested. 
If  the  simple  plan  were  always  followed  of  reducing  the  strength 
of  an  infant's  food  one-half  upon  the  first  appearance  of  fever  or 
other  disturbance,  and  gradually  increasing  it  again  as  the  infant 
improved  or  recovered  from  the  first  shock  of  the  illness,  the  sum- 
total  of  digestive  disorders  would  be  greatly  lessened.  Parents 
and  nurses  have  not  been  properly  instructed  on  this  point, 
possibly  because  the  patent  food  circulars  by  which  they  have 
been  educated  fail  to  mention  it,  but  the  physician  who  himself 
forgets  in  advise  it  is  chiefly  responsible.  Many  men  who  would 
never  fail  to  place  a  sick  adult  upon  fluid  or  semi-solid  diet,  do 
tlize  that  an  equivalent  reduction  is  necessary  lor  the  sick 
infant,  or  that  for  a  child  in  its  second  year  merely  cutting  out 
other  food  and  leaving  it  upon  whole  milk  is  not  a  sufficiently 
light  diet  for  an  acute  illness 

But  infants  who  are  acutely  ill  do  no!  comprise  all  of  the  class 
which  cannot  digest  those  stock  formulas  which  are  based  upon 
age  alone.  Every  infant  who  lias  failed  to  thrive  upon  arti- 
ficial feeding,  and  every  infant  who  must  be  weaned  during  the 
first  year  belongs  to  this  group,  and  is  not  to  be  expected  ti 
at  once  the  same  formula  of  cow's  milk  which  a  normal  infant 
of  the  same  age  fed  artificially  from  birth  has  gradually  accus- 
tomed its  digestion  to  care  for.  Could  this  fact  be  clearly  com- 
prehended at  the  outset  by  every  practitioner  who  ess 
feed  baliies,  we  should  have  less  complaint  of  the  failures  of 
percentage  feeding. 

Bottle  feeding  should  be  our  last  and  not  our  fust  resort. 
When  found  to  be  absolutely  necessary  it  should,  when  possible, 
gradually  displace  the  breast.  The  first  step  in  artificial  feeding 
is  to  secure  perfeel  digestion  of  a  weak  milk  mixture  which  is 
i lily  certain  not  to  cause  disturbance,  and  to  so  lime  our 
as  to  increase  the  strength  neither  too  rapidly  nor  too 
slowly.  Due  regard  for  proper  quantities  and  proper  intervals 
outweighs  in  impoi  tance  ull  ra  refinements  in  decimal  percentages. 
When  the  infant  is  steadily  gaining  we  should  not  be  in  too 
much  of  a  hurry  to  increase  its  food,  but  when  the  gain  slows 
down   or  ceases   we   must    carefully   investigate   the   cau 
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determine  whether  the  evidence  calls  for  an  increase  or  a  decrease 
in  the  food  strength.  We  should  remember  that  sufficient 
proteid  is  the  foundation  for  a  well-balanced  development,  and 
that  more  proteid  may  be  given  to  the  average  infant  over  six 
months  of  age  if  the  fat  does  not  exceed  2.50  per  cent.,  or  at 
the  most  3  per  cent.,  and  also  that  well  cooked  starch  in  some 
form  is  readily  digested  and  absorbed  after  the  seventh  month, 
and  is  more  successfully  given  combined  with  the  milk  mixture 
than  in  any  separate  form. 

Much  of  what  this  paper  has  contained  may  have  seemed 
trite  and  too  self-evident  to  have  warranted  repetition,  but  if 
these  much  too  common  errors  have  been  presented  in  such  a 
form  as  to  lead  to  their  more  scrupulous  avoidance,  greater 
success  will  attend  our  efforts  in  this  most  important  field  of 
practice  among  children. 
807  Madison  Avenue. 
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Before  taking  up  definitely  the  treatment  of  typhoid  fever 
in  young  children,  I  am  compelled  to  speak  briefly  of  the  diag 
nosis  because  of  a  firm  conviction  based  upon  clinical  experi- 
ences that  the  disease  is  much  mure  prevalent  in  childhood  than 
is  commonly  supposed.  Because  of  the  fact  that  the  disease  in 
childhood  runs  a  much  shorter  and  milder  course  than  during 
adult  life,  and  because  the  application  of  the  aids  offered  by  the 
laboratorj  are  nol  always  taken  advantage  of,  the  disease  is 
frequently  "  overlooked."  If  all  of  t lie  cases  which  are  diagnosed 
as  tuberculosis,  pyemia,  influenza,  malaria  and  gastroenteritis 
were  subjected  to  the  simple  procedure  of  a  Widal  blood  test 
after  the  fust  few  davs  of  their  persistence,  and  repeated  examina- 
tions made,  many  such  cases  would  be  recognized  as  typhoid 
fe\  ei . 

The  treatment  might  well  be  divided  into  prophylactic, 
dietetic,  hydrotherapeutic,  hygienic,  symptomatic  and  special. 

The  prophylactic  treatment  is  largely    relegated  to  those  who 
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have  authority  over  the  water  and  milk  supplies  of  the  com- 
munities. In  some  instances  this  supervision  extends  to  other 
food  supplies  (shell  fish,  etc.).  But  for  practical  purposes  we 
are  concerned  with  household  prophylaxis.  And  the  first  con- 
sideration in  the  home  is  to  isolate  the  patient.  The  ?<  cond  is  to 
adequately  disinfect  the  discharges  from  the  patient  and  all  that 
comes  into  contact  with  him.  It  is  this  second  consideration  of 
which  we  will  speak  most  fully  because  while  there  seems  to  be  no 
disposition  to  disregard  disinfection  there  is  not  a  due  regard 
for  "adequate"  disinfection.  I  shall  briefly  speak  of  several  of 
the  more  commonly  used  agents  and  their  results. 

There  is  no  question  that  of  all  means  to  destroy  the  prob- 
ability of  infecting  others,  fire  is  the  best  agent,  and  whenever 
possible  to  use  it  in  the  destruction  of  articles  of  little  value, 
this  should  be  recommended.  Dry  heat  is  far  inferior  to  lire  be- 
cause it  must  be  applied  for  at  least  one  hour  to  be  effective  and 
it  does  not  penetrate  to  the  interior  of  the  articles  which  are  sub- 
jected to  it.  For  this  reason  it  is  apt  to  give  a  false  sense  of 
security  and  of  duty  done.  Steam  under  pressure  (fifteen  or 
more  pounds  to  the  square  inch)  is  most  efficient,  but  if  applied  at 
atmospheric  pressure  it  hardly  equals  boiling  water  as  a  disin- 
fectant. Boiling  in  water  is  certainly  a  most  efficient  measure 
and  is  easily  carried  out  in  the  home.  The  disinfection  of  the 
stool  and  urine  is  most  important.  For  the  stool,  lime  may  be 
used  but  must  be  in  equal  amount  to  the  stool  to  be  effective 
unless  the  chloride  of  lime  is  used  which  is  much  more  powerful. 
A  5  per  cent,  solution  of  carbolic  acid  is  good  but  has  the  dis- 
advantage of  a  disagreeable  odor,  and  its  place  is  admirably 
taken  by  a  I    500  solution  of  corrosive  sublimate. 

The  disinfection  of  the  urine  is  accomplished  in  two  ways;  by 
the  ingestion  of  hexamethylenamin  (urotropin),  and  when 
voided  by  a  direct  contact  with  a  1-500  solution  of  corrosive 
sublimate. 

Even  in  the  application  of  these  methods  to  the  stool  and 
urine  it  must  be  recalled  that  such  contact  must  be  for  a  Ion- 
period  (one  to  two  hours).  It  will  be  thus  readily  seen  that  the 
ordinary  method  of  cleansing  the  vessels  and  utensils  used  about 
the  patient,  with  a  cloth  wet  with  such  a  solution  is  precautionary 
and  to  be  commended,  but  at  the  same  time  is  far  from  offering 
the  protection  which  it  is  the  right  of  the  uninfected  individual 
to  demand.  For  the  bedding,  etc.,  a  two-houi  contad  with 
1 -1000  solution  of  corrosive  sublimate  or  a  5  per  cent,  solution  of 
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carbolic  acid  (phenol)  is  efficient,  although  a  few  minutes' immer- 
sion in  boiling  water  is  equally  so,  and  much  more  likely  to  be 
carried  out. 

For  disinfection  of  the  child's  person,  we  are  limited  to  the  use 
of  a  1-3000  solution  of  corrosive  sublimate.  For  the  attendant 
we  may  use  this  latter  solution  or  a  2  per  cent,  solution  of  car- 
bolic acid.  Carbolic  acid  is  too  irritating  to  a  child's  skin. 
Less  irritating  solutions  should  be  used  freely  in  the  nose,  all 
through  the  illness.  Disinfection  should  be  continued  until  two 
weeks  after  a  normal  temperature  has  obtained  or  until  the 
bacilli  disappear  from  the  excretions. 

The  Dietetic  Treatment. — Children  stand  starvation  diet 
badly;  it  has  no  place  in  the  treatment  of  typhoid  fever.  Even 
under  the  most  favorable  conditions  there  is  bound  to  be  a  loss  of 
energy,  and  unless  the  nutrition  is  sufficient  for  all  of  the  child's 
needs  there  will  occur  a  considerable  loss  of  weight.  An  ex- 
clusive milk  diet  far  from  meets  the  demands.  There  must  be 
supplied  to  the  child  food  which  will  give  enough  energy  ami 
allow  of  sufficient  variety  to  aid  in  keeping  him  in  good  resistant 
condition.  The  most  satisfactory  method  is  to  remove  the  top 
pint  from  a  quart  bottle  of  milk  and  dilute  it  with  one  pint  or  less 
of  boiled  water.  In  children  under  five  years  the  dilution  of 
pint  and  pint  is  best,  but  in  older  children  it  is  better  to  allow  the 
cream  to  remain  concentrated  and  dilute  the  pint  with  eight 
ounces  of  water.  To  each  ounce  of  the  milk  so  treated  there  is 
added  from  one-half  to  one  dram  of  sugar  of  milk.  This  latter  is 
a  must  valuable  addition  to  the  diet.  In  the  administration  of 
food  regularity  must  be  the  keynote.  It  is  not  sufficient  that  we 
prescribe  a  certain  amount  of  nourishment  every  so  often,  but 
there  should  be  some  definite  idea  of  the  needs  of  the  child. 

For  practical  purposes  this  may  be  best  calculated  by  the 
weight  of  the  child. 

We  may  proceed  somewhat  as  follows:  There  should  be  pro- 
vided such  an  amount  of  food  as  approximates  the  caloric  need  of 
a  child  at  rest  with  a  further  addition  to  prevent  as  well  as  limit 
protein  loss.  For  every  five  pounds  of  the  child's  weight,  we 
should  provide  in  each  twenty  four  hours  approximately: 

Milk  (treated  as  suggested)  21/2  ounces. 
Sugar  of  milk   1   1  /j  to  2  1/2  drams. 
Eggs  (raw)  ]     • 
Cereal  gruels  1  to  1  1    |  ounces. 
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To  illustrate:  a  child  of  fifty  pounds  would  be  given  (in 
twenty-four  hours)  milk,  25  ounces;  sugar  of  milk,  12  1/2  to  25 
drams;  eggs,  two  to  three;  cereal  gruels,  10  ounces. 

But  to  add  to  the  variety  of  this  as  well  as  adding  an  extra 
amount  of  nourishment  which  is  easily  and  usually  eagerly  taken, 
I  am  in  the  habit  of  using  vegetable  purees  in  the  milk.  The 
puree  is  made  from  any  fresh  vegetable  which  is  cleaned  and  cut 
fine,  and  covered  completely  with  cold  water.  This  is  boiled 
for  from  four  to  six  hours  and  strained.  Then  the  clear  liquid  is 
reboiled  for  five  minutes,  restrained,  seasoned  and  thickened 
with  arrow  root.  This  is  used  as  a  stock,  and  is  added 
to  the  milk  in  about  the  proportion  of  two  ounces  to  eight. 
By  varying  the  vegetables  the  appetite  is  appealed  to.  Water 
should  be  given  somewhat  freely  and  at  stated  intervals,  although 
it  needs  to  be  remembered  that  with  the  milk  treated  as  sug- 
gested, there  is  considerable  amount  of  water  added  to  the  diet. 
As  soon  as  the  temperature  has  remained  normal  for  five  to 
seven  days  solid  food  may  be  added  in  the  form  of  stale  bread, 
zwieback,  toast,  or  a  well-cooked  cereal.  The  return  to  a  full 
diet  can  be  made  more  rapidly  than  in  adult  cases.  The  return 
to  a  whole  milk  in  the  dietary  should  be  made  with  considerable 
caution  because  there  persists  for  a  long  time  an  intolerance  to  it. 

The  hydroiherapeutic  treatment  cannot  be  used  as  in  adult 
cases,  because  many  of  the  methods  are  unsuited  to  children. 

For  the  pyrexia  the  cool  pack  may  be  necessary,  but  in  most 
with  tepid  water  will  be  all  that  is  required 
if  the  child  is  not  dried  after  its  use.     The  cold  bath  should  be 
mentioned  only  to  be  condemned  as  unnecessary  and  harmful. 

Sponging  should  be  done  for  several  minutes  (fifteen  to  thirty) 
every  three  or  four  hours,  unless  it  irritates  the  child.  In  this 
latter  case,  the  cool  pack  may  be  used  as  less  exciting  to  the 
little  one.  But  the  heighl  of  the  temperature  is  not  the  only 
guide  to  the  necessity  of  this  form  of  treatment  because  children 
differ  remarkably  in  this  particular,  and  the  indication  for  a  re- 
duction of  the  temperature  is  the  effect  which  that  temperature 
is  having  upon  that  particular  child.  As  a  general  rule,  however, 
a  temperature  under  103.5  F.  may  be  regarded  as  not  requiring 
special  attention  in  the  average  child. 

Symptomatic  Treatment.  We  refer  to  "symptomatic" 
rather  than  to  "medical"  treatment  because  it  is  rarely  neces- 
sary to  give  medicines  except  to  control  or  influence  some  special 
symptoms  or  to  limit  or  prevent  some  complication.     In  other 
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words,  there  is  no  "medical"  treatment  of  typhoid  fever  in  in- 
fancy or  childhood.  Symptoms  must  be  treated  as  they  arise. 
Naturally  much  of  this  would  come  under  the  head  of  treatment 
of  special  symptoms  and  complications  (to  which  the  reader  is 
referred). 

The  hygienic  treatment  involves  much  of  the  prophylactic  care 
but  irrespective  of  that  there  are  certain  special  features  which 
must  be  considered.  The  care  of  the  mouth  must  be  rigorous. 
Every  precaution  should  be  observed,  particularlv  through 
frequent  and  thorough  cleansing  with  a  mild  antiseptic  solution 
(as  saturated  solution  of  boric  acid).  At  the  first  indication  of  a 
break  in  the  continuity  of  the  mucous  membrane,  the  vigilance 
must  be  doubled  to  prevent  complications  (ulcerative  stomatitis, 
gingivitis,  or  cervical  lymph  node  infection).  And  I  must 
emphasize  the  need  of  special  care  of  the  genitals,  for  neglect  of 
this  region  will  do  much  to  make  convalescence  marked  with 
symptoms  of  irritation  and  restlessness.  Of  course,  much  that 
has  been  considered  under  prophylactic  treatment  will  apply 
here. 

THE    TREATMENT    OF    SPECIAL    SYMPTOMS    AND    COMPLICATIONS 

Vomiting  usually  indicates  that  the  food  is  not  being  well 
taken  care  of,  and  in  that  case  a  complete  withdrawal  of  food  for 
a  few  hours  will  relieve  it.  Ice  may  be  given  freely,  or  small 
quantities  of  orange  ice.  Teaspoonful  sips  of  very  hot  water  or 
of  a  cold  carbonated  water  are  grateful  methods  to  relieve  the 
child.  The  return  to  the  former  diet  should  be  gradual  and 
guarded. 

Headache  does  not  usually  demand  treatment,  although  at 
times  it  may  become  a  marked  feature  of  the  disease.  Ice 
locally  (ice  bag)  gives  the  desired  relief  as  a  rule,  although  it  may 
be  necessary  to  administer  small  doses  of  the  bromides. 

Constipation  is  best  relieved  by  an  enema  of  one  pint  of  water 
containing  one  ounce  of  magnesia  sulphate  and  two  ounces  of 
glycerine  introduced  just  inside  of  the  rectum  land  not  high  in 
the  bowel).  Laxatives  are  usually  unnecessary,  but  if  used 
preference  should  be  given  to  citrate  of  magnesia  or  the  milk  of 
magnesia. 

Diarrhea   may  call  for  treatment  if  the  stools  exceed  four  in 
twenty  four  hours.     Sometimes  it  is  due  to  an  excess  of  fat  in  tin- 
food  or  an  excessive  quantity  of  the  food  itself,  and  in  such  in 
stances  the  indications  are  clearlj  foi  a  reduction  in  the  offend 
ing element.      If  drugs  arc  necessary,  opium  holds  first  place,  and 
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in  combination  with  subnitrate  of  bismuth  its  dose  may  be  very 
small  (child,  four  years;  pulv.  Doveri,  gr.  i,  bismuth  subnitr. 
grs.  x  every  two  or  three  hours).  Care  must  be  exercised  not 
to  produce  constipation. 

Tympanites  is  an  early  feature  of  typhoid  in  children  and  must 
be  anticipated.  It  is  best  reduced  by  the  regular  occurrence 
of  two  to  four  stools  a  day. 

Not  infrequently  a  dietetic  fault  will  aggravate  it,  and  its 
dietetic  management  is  quite  similar  to  that  of  diarrhea — a  re- 
duction of  the  food  or  one  of  its  elements. 

Abdominal  stupes  I  have  found  of  no  avail.  Permanent  re- 
lief must  come  through  regulation  of  the  diet. 

The  Heart. — If  its  action  becomes  rapid  as  the  first  sign  of 
cardiac  weakness,  the  tincture  of  strophanthus  should  be  used 
(child  of  five  years;  two  drops  every  two  or  three  hours)  and  if 
there  is  irregularity  in  its  action,  this  demands  the  use  of  strych- 
nine (child  of  five  years,  1/200  grain  every  three  hours).  The 
use  of  alcohol  as  a  routine  measure  is  harmful  in  children  as  well 
as  unnecessary.  Alcohol  occupies  an  important  place  as  a 
stimulant  to  tide  the  child  over  those  cardiac  crises  which  may 
occur,  but  its  use  should  be  reserved  for  such  instances.  Used 
with  nitroglycerine  (whisky  2  drams,  nitroglycerine  1/250 
grain  to  a  child  of  five  years)  it  is  one  of  our  most  certain  aids. 

Hi  morrhage  is  a  rare  accident.  Personally  I  have  never  seen 
its  occurrence  in  children.  Its  control  would  be  by  absolute  rest 
(mental  and  physical),  a  marked  reduction  or  complete  with 
drawal  of  the  diet,  the  application  of  the  ice  bag  to  the  ab 
domen  and  the  hypodermic  administration  of  opium.  Hot 
saline  enemata  or  normal  salt  solution  subcutaneously  might  be 
indicated  when  the  loss  of  blood  was  large. 

The  management  of  the  various  complications  which  may  oc- 
cur is  upon  the  same  general  principles  of  treatment  as  applies 
under  other  conditions.  The  presence  of  typhoid  does  not 
modifj  those  principles.  The  complications  which  occur  in  the 
adult  cases  are  rarer  in  childhood. 

i  ■  1 . 1 
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THE  MEDICAL  SOCIETY  OF  THE  COUNTY 
OF  NEW  YORK. 


Meeting  of  October  25,  1909. 
The  President,  H.  Seymour  Houghton,  M.  D.,  in  the  Chair. 

BIOLOGY    AS    THE    BASIS    OF    INFANT    FEEDING.  ' 

Dr.  Henry  Dwight  Chapin,  in  studying  the  literature  of 
infant  feeding,  found  it  most  unfortunate  that  a  common  standard 
was  not  employed.  In  one  country  the  calorimetric  basis  was 
advocated;  in  another,  stress  might  be  laid  upon  the  percentage 
composition  of  the  food;  in  another,  efforts  at  a  solution  of  the 
problem  took  the  form  of  chemical  manipulation,  such  as  the 
addition  of  citrate  of  sodium  to  cow's  milk,  and  some  laid  great 
stress  upon  adjusting  the  proportion  of  casein  and  albumen  in 
the  food  or  upon  peptonization.  Infants  had  been  fed  more  or 
less  successfully  by  all  the  methods  that  had  been  proposed, 
but  careful  analysis  showed  that  other  factors  than  those  given 
prominence  had  often  been  involved  in  such  success.  The 
problems  of  infancy  belonged  to  the  science  of  biology  or  the 
science  of  living  things,  and  not  until  infant  feeding  was  treated 
from  this  standpoint  could  there  be  a  common  ground  for  teach- 
ing and  discussion.  If  the  subject  was  approached  from  the 
standpoint  of  biology,  it  became  simplified  at  once  and  a  great 
many  points  were  removed  from  the  field  of  discussion  and 
controversy.  Biology  showed  that  all  living  matter  was  com- 
posed of  protoplasm  which  was  more  or  less  complex  and  differ- 
entiated into  tissues.  It  was  also  well  known  that  all  animal 
life  demanded  protein  in  the  food  to  form  new  protoplasm  and 
to  replace  metabolic  waste  of  protoplasm.  It  had  also  been 
clearly  established  that  there  was  a  constant  expenditure  of 
energy  whose  waste  product  was  heat,  and  thai  for  carrying  on 
the  processes  of  life  energy  containing  food  was  also  necessary. 
At  birth  the  milks  of  different  mammals  could  be  made  inter- 
changeable for  many  individuals  of  the  young  of  various  species, 
and  as  far  as  nutritive  value  was  concerned  they  were  often 
fairly  satisfactory  substitutes  for  each  other.  Bui  at  the  end 
of  the  natural  suckling  period  of  many  mammals  no  such  inter- 
change of  food  would  be  possible.  An  important  matter  that 
seemed  to  have  been  generally  overlooked  in  infant  feeding  was 
that  milk  was  a  food  for  a  digestive  tract  that  was  constant!} 
changing  its  form  and  function,  and  the  differences  in  the  digest- 
ive properties  of  milks  of  various  species  were  t"t  specific  put 
puses.     The  milk  of  herbivorous  animals  whose  digestion  was 
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principally  gastric  formed  curds  that  could  not  easily  leave  the 
stomach;  the  milk  of  herbivorous  animals  whose  digestion  was 
principally  intestinal  formed  gelatinous  curds  which  easily 
left  the  stomach  and  passed  into  the  intestine;  woman's  milk 
which  was  intended  for  a  digestive  system  in  which  gastric 
digestion  was  more  than  that  of  the  horse  or  ass,  but  not  so 
great  as  the  cow  or  goat,  curded  in  flakes  that  stood  between 
the  other  two  types  of  curds.  Biological  science  showed,  then, 
that  while  a  certain  amount  of  protein  was  present  in  the  milk 
of  all  animals  and  was  necessary  for  tissue  building  and  growth, 
this  protein  must  not  only  be  coagulable,  but  must  curd  in  a 
certain  specfw  way  in  each  species  of  animal. 

From  a  biological  standpoint  the  main  points  to  be  considered 
in  infant  feeding  are:  a  sufficient  supply  of  proteins  to  permit 
the  production  of  new  tissues;  enough  energy  food  to  supply 
the  necessary  amounts  of  energy  to  carry  on  the  vital  processes, 
and  the  adaptation  of  the  form  of  food  to  suit  the  peculiarities 
of  the  individual  infant.  In  recapitulation  Dr.  Chapin  said 
that  neither  biochemistry  nor  the  question  of  the  heat-produc- 
ing power  of  food  nor  the  quantitative  manipulation  of  the  in- 
gredients of  various  milks  could  form  alone  a  broad  enough  basis 
for  scientific  infant  feeding.  They  might  all  be  employed,  but 
must  be  subordinated  to  their  proper  place  by  biology.  This 
science,  however,  must  always  put  the  emphasis  on  growth  as 
the  largest  factor  in  early  life.  It  likewise  for  the  first  time  in 
the  history  of  this  question  considered  the  developmental  as 
well  as  the  nutritive  functions  of  milk  in  connection  with  the 
evolution  of  the  particular  digestive  tract  it  was  intended  to 
serve.  Along  this  same  line  it  would  incidentally  show  how  far 
various  milks  were  interchangeable  and  suggested  methods  of 
making  them  so. 

THE    QUESTION    OF    CLF.AX    MILK. 

Dr.  Walter  Lester  Carr  said  that  while  sterile  milk  was 
not  always  easy  to  obtain,  it  was  now  recognized  that  there 
were  sources  of  contamination  that  might  be  avoided,  as  the 
changes  that  took  place  were  principally  due  to  bacterial  growth. 
The  bacteria  that  occasioned  these  changes  were  of  I  wo  kinds — 
the  pathogenic  or  disease  producing,  and  the  nonpathogenic  or 
nondisease  producing.  In  considering  the  contamination  of 
milk  by  bacteria,  they  must  appreciate,  therefore,  tin 
classes  of  bacteria  and  sources  by  which  they  enter  the  milk. 
They  were:  I.  bacteria  from  the  cow;  2.  bacteria  from  the  milker 
and  his  utensils;  3.  bacteria  from  tin-  air.  Bacteria  from  the 
cow  might  be  caused  bj  constitutional  disease  or  local  sources 
of  infection.  A  cow  might  have  general  tuberculosis  with 
foci  in  the  udder  or  the  foci  might  be  present  without  apparent 
changes  in  the  system.  Not  only  did  the  milk  ducts  serve  as 
channels  of  infection,  but  the  hair  and  skin  might  harbor  myriads 
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of  bacteria.  The  milker  and  his  utensils  might  increase  bacteria 
in  the  milk  in  a  variety  of  ways.  He  might  have  soiled  hands 
or  a  sore  throat  with  cough  or  he  might  wash  his  pails  and  cans 
in  contaminated  water.  The  invasion  by  bacteria  in  the  air 
was  observed  when  milking  was  done  in  barns  where  loose  hay 
and  dust  were  found.  The  question  of  clean  milk  was  to  produce 
milk  under  the  best  possible  conditions  of  dairy  hygiene,  han- 
dling, cooling,  and  shipping.  Included  in  the  first  was  the  neces- 
sity for  healthy  cows.  Certified  milk  was  inauguiated  in  New 
Jersey  in  1893  and  in  1900  in  Xew  York  County  through  the 
activity  of  Chapin  and  others.  At  present  there  were  over 
fifty  milk  commissions  in  the  United  States  endeavoring  to 
improve  dairy  conditions  and  the  production  of  milk.  Some 
important  requirements  of  the  Milk  Commission,  the  testing  of 
cows  for  tuberculosis,  the  clipping  of  hair  around  the  udder, 
etc.,  the  grooming  of  cows,  prohibiting  feeding  and  bedding 
immediately  before  milking,  cleanliness  of  the  milker  and  of 
his  utensils,  rapid  cooling  of  the  milk,  and  its  shipment  in  sterile 
sealed  bottles  for  immediate  delivery,  were  accepted  as  part 
of  an  ordinary  routine  for  all  bottled  milk.  The  question  of 
clean  milk  resolved  itself  into  the  oversight  of  dairies  and  milk  so 
as  to  provide  the  safest  substitute  for  mothers'  milk  when  this 
was  not  obtainable.  Certified  milk  as  produced  under  the 
guarantee  of  the  Medical  Society  of  the  County  of  Xew  York 
was  the  best  milk  because  it  was  the  cleanest  and  freshest  milk 
brought  to  the  city. 

PASTEURIZATION    OF    MILK. 

Dr.  Roland  G.  Freeman  said  all  agreed  that  what  was  wanted 
was  a  safe  raw  milk,  since  they  all  wished,  in  the  artificial  feed- 
ing of  infants,  to  approximate  as  nearly  as  was  feasible  the  condi- 
tion of  the  food  as  obtained  by  the  infant  at  the  breast.  The 
only  questions  for  discussion,  then,  were  :  Could  they  obtain  a  safe 
raw  milk  for  the  feeding  of  infants,  and  if  not,  was  milk  injured 
by  heating,  and  to  what  extent,  and  by  what  temperature? 
The  danger  of  tuberculosis  in  milk  might  be  said  to  be  fairly 
eliminated  by  well -aired,  well  ventilated  cow  stables  and  In- 
repeated  tuberculin  tests.  lint  tuberculosis  was  one  of  the 
lesser  dangers  in  milk.  The  diseases  concerning  the  spread  of 
which  they  had  most  tangible  and  incontrovertible  proof  were 
typhoid  fever,  diphtheria,  scarlet  fever,  ami  epidemic  sore  throat. 
1  le  thought  theymighl  well  say  at  the  present  time  that  there  could 
lie  no  absolute  security  in  any  raw  milk.  This  being  the  ease, 
why  should  they  not  use  a  heated  milk  in  which  I  lure  was 
security?  Commercial  pasteurization,  which  consisted  in  heating 
milk  to  a  high  temperature  for  a  few  seconds,  should  be  condemned. 
Ii  was  used  for  the  purpose  of  keeping  dirty  milk  sweet  until  it 
could  reach  the  consumer.  Such  milk  should  lie  poured  into 
the    gutter    and    not    allowed    to    he    sold    as    pasteurized    milk. 
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The  only  safety  for  the  consumer  was  to  get  his  milk  sweet  and 
raw,  and  having  obtained  it  he  should  render  it  safe  by  the  use  of 
the  smallest  amount  of  heat  compatible  with  safety.  Dr. 
Freeman  gave  the  following  conclusions:  i.  There  was  no 
absolute  safety  in  any  raw  milk.  2.  Commercial  pasteurization 
of  milk  used  to  keep  it  sweet  until  it  could  be  marketed  should 
be  condemned.  3.  Milk  was  in  no  way  injured  by  pasteurization 
at  1400  for  forty  minutes  either  in  taste  or  by  chemical  change 
or  action  on  ferments.  4.  Pasteurized  milk  did  not  cause  mal- 
nutrition or  scurvy  or  rachitis. 

THE    PERCENTAGE     PRINCIPLE    AS    APPLIED    IX     INFANT     FEEDING. 

Dr.  Henry  Koplik  said  the  percentage  principle  in  infant 
feeding  had  its  origin  in  an  effort  which  had  been  for  decades 
uppermost  in  the  minds  of  physicians  to  feed  infants  with  a  sub- 
stitute for  breast  milk  approaching  it  in  chemical  composition. 
From  earliest  times  the  percentage  method  was  the  first  weapon 
chosen  by  those  who  felt  the  need  of  something  more  than  simple 
dilution  of  whole  milk  to  meet  the  needs  of  the  infant  deprived  of 
the  mother's  breast.  In  1892,  Dr.  Rotch,  of  Boston,  read  his 
first  paper  before  the  American  Pediatric  Society  upon  milk 
laboratories  in  which  he  elaborated  a  system  of  infant  feeding, 
the  so-called  percentage,  or  American,  system.  To  carry  out  his 
ideas,  Rotch  advocated  the  so-called  milk  laboratory  in  which 
the  cow's  milk  was  separated  into  cream  and  skim  milk,  and  then 
reconstructed  into  definite  formula',  which  were  given  the  infant. 
Rotch  and  his  pupils,  having  discovered  difficulties  in  the  diges- 
tion of  the  proteid,  had  elaborated  a  second  method  of  so-called 
split  proteid  feeding;  that  was,  the  proteid  of  the  milk  was  split 
into  the  caseinogen  (curd  casein)  anil  lactalbumin  and  recom- 
bined.  The  intelligent  use  of  the  percentage  method  must 
presuppose  a  knowledge  on  the  part  of  the  physician  of  the  effecl 
of  the  various  percentages  of  fa1  ami  proteid  mi  the  infant. 
The  teaching  of  the  percentage  method  was  that  the  physician 
must  begin  with  a  low  percenage  of  proteids  fully  0.5  of  1  per 
cent,  in  the  newborn  infant,  and  as  the  infant  reached  the  end 
of  the  lirst  month,  the  percentag(   was  increased  to  1   percent. 

The  digestive  power  of  the  young  infant  in  the  liist  month  was 
considered  low  or  difficult  for  the  proteids  of  cow's  milk.  The 
new-born  infant  would  digest  2  per  cent,  of  fat,  anil  a  few  weeks 

after  birth  ;,  per  cent,  of  fat.      Tin      1     re  given  in  5  per 

cent,  to  7  per  cent,  mixtures.  Though  the  percentage  system 
had  been  a  great  teacher  of  food  ]ierceut:r.'i -.  it  had  not  materially 
aided  their  knowledge  of  the  physiology  or  the  physiological 
chemistry  of  infant  feeding.      The  u  ol  the  advocates  of 

feeding  upon  a  low  proteid  percentage  for  early 
infancy  was  met  with  positiveness  by  well  known  men  who  could 
not  see  that  the  old  theoi  estible  curds  of  casein  of  cow's 

milk  had  at  all  been  proven.  According  to  them,  there  was  no 
one  symptom  in  all  tin-  gamut  of  symptoms  of  nonassimilation 
in  artificially  fed  infants  which  could  be  traced  to  tin-  proteids. 
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On  the  contrary,  they  pointed  to  the  great  tolerance  of  the 
youngest  infant  for  high  proteid  percentages,  as  seen  in  butter- 
milk and  malt-soup  mixtures.  The  large  degrees  of  disturbances 
were  due  to  an  intolerance  of  infant  digestion  to  the  fats  of 
cow's  milk.  The  percentage  method  of  infant  feeding  had  simply 
given  the  physician  a  means  of  obtaining  a  food  for  the  infant 
accurately  put  together.  It  had  shown  him  that  he  could  give 
to  young  and  old  infants  certain  percentages  of  proteids  and  fat. 
A  woman's  milk  not  only  varied  from  day  to  day  in  composition, 
but  from  hour  to  hour,  and  still  the  infant  throve.  This  should 
teach  that  the  kernel  of  infant  feeding  did  not  lie  in  the  percent- 
ages, relative  or  otherwise,  of  the  proteids  and  fat  in  the* food, 
but  in  the  nature  of  these  proteids  or  fats.  In  closing,  Dr.  Koplik 
said  it  was  the  individual  that  the  physician  was  called  upon  to 
feed  after  all.  Else  how  could  they  explain  the  fact  that,  given 
two  infants  fed  on  the  same  breast,  one  would  thrive,  the  other 
would  not.  He  felt  that  the  percentage  principle  was  an  instru- 
ment to  an  end.  This  end  must  be  obtained  through  a  thorough 
knowledge  of  the  physiological  chemistry  of  infant  feeding. 

THE    FEEDING    OF    INFANTS    DURING    ILLNESS. 

Dr.  Linn.eus  E.  La  Fetra  limited  his  paper  to  children  under 
the  age  of  two  years.  He  discussed,  first,  the  physiological  and 
pathological  action  of  foods  and,  second,  the  effects  of  fever  on 
digestion  and  metabolism. 

Physiological  and  Pathological  Action  of  Foods. — To  be  assimi- 
lated food  must  be  digested;  to  be  digested  it  must  be  brought 
into  solution  or  fine  emulsion;  it  must  therefore  eventually  be 
either  in  minute  subdivision  or  in  liquid  form.  Any  food,  if 
partaken  with  relish,  tended  to  promote  the  secretion  of  the  exact 
sort  of  digestive  juice  suited  to  the  food.  Water  was  the  basis 
for  the  secretions  and  excretions  and  was  the  most  important 
of  all  the  foods,  being  the  universal  solvent.  The  salts  of  the 
organic  acids  increased  the  alkalinity  of  the  blood  and  increased 
its  bactericidal  power.  Proteids  were  the  blood  makers  and 
tissue  builders.  The  proteids  mainly  used  in  infancy,  given  in 
the  order  of  their  digestibility,  were  those  of  breast  milk,  of  cow  's 
milk,  eggs,  meat,  and  vegetable  proteid.  If  carbohydrates  fer- 
mented in  the  stomach  they  gave  rise  to  gases  and  irritating 
members  of  the  fatty  acid  series;  eructations  and  vomiting  might 
result.  Excessn  e carbohydrate  feeding  produced  great  flatulence, 
with  eructations,  distention,  and  diarrhea.  The  chief  advantage 
of  the  carbohydrates  was  that  they  were  readily  absorbed  and 
were  quickly  available  foi  enei  \  in  the  livei  and  muscle  cells 
as  glycogen.  They  were  readily  changed  into  fat  and  thej  also 
acted  .is  proteid  sparers.  Fats  had  certain  properties  that 
rendered    them   difficult   of  utilization   by   sick   infants.     They 

retarded  the  secreti i  gastric  juice;  if  fermented  there,  they 

produced  irritating  acids.     If  in  excess  in  the  intestines,  they 
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mechanically  interfered  with  the  digestion  and  absorption  of 
proteid  and  drew  upon  the  fixed  alkali  for  neutralization  of  their 
fatty  acids.  Thus  they  tended  to  diminish  the  alkalinity  of 
the  blood. 

The  Effects  of  Fever  on  Digestion  and  Metabolism. — The  chief 
effect  of  fever  here  was  a  destruction  of  the  tissues,  the  proteids 
suffering  more  than  the  fats;  glycogen  was  likewise  rapidly  used 
up.  From  a  consideration  of  the  effects  of  fever  on  digestion  and 
metabolism,  it  was  evident  that  water  in  the  food  was  of  the  first 
importance.  In  short  attacks  of  fever  it  was  the  only  necessary 
food.  It  was  of  the  greatest  service  in  cases  of  acute  diarrhea 
to  help  wash  out  the  bowels  and  to  prevent  relative  desiccation  of 
the  cells.  Food  should  be  given  in  liquid  form.  The  carbohy- 
drates should  be  given  in  as  large  quantities  as  could  be  well 
tolerated.  They  should  be  given  preferably  with  proteids. 
Fats  should  be  used  sparingly.  Milk  was  the  easiest  of  the 
complete  foods  to  be  assimilated;  whole  or  skimmed  milk  should 
be- preferred,  and  this  should  be  combined  with  a  carbohydrate 
gruel  or  sugar  and  either  peptonized  or  acidulated. 

Gastrointestinal  Disorders  and  Diseases. — In  cases  of  anorexia 
without  fever,  if  breast-fed,  lengthen  the  intervals  between  the 
nursings,  and  give  water  before  the  nursings.  If  artificially  fed, 
diminish  the  number  of  feedings  and  give  less  and  weaker  food. 
Vomiting  when  there  was  no  fever  was  probably  due  to  too  large 
feedings  or  too  frequent  or  too  rapid  nursing.  The  indications 
were  to  lessen  the  time  of  nursing  and  lengthen  the  intervals. 
Fats  and  sugars  should  be  reduced.  If  the  child  was  breast-fed, 
the  mother  should  take  more  exercise,  drink  more  water,  and 
lessen  the  quantity  of  meat,  eggs,  and  milk  consumed.  Acute 
gastritis  was  very  rare  in  infants.  In  jaundice  vomiting  was 
not  apt  to  be  a  marked  feature  after  the  onset,  so  that  usually 
feeding  by  mouth  was  possible.  Fats  should  be  avoided.  Whey, 
buttermilk,  or  skimmed  milk  mixed  with  dextrinized  cereals 
should  be  given  at  first;  later  whole  milk  and  cereal  gruels.  In 
enterocolitis  foods  that  were  digested  and  absorbed  high  up  in 
the  alimentary  tract  should  be  given;  also  those  that  left  little 
residue.  Cases  of  colitis  should  be  managed  much  as  cases  of 
enterocolitis,  but  a  larger  amount  of  proteid  and  carbohydrates 
could  be  utilized.  In  cases  of  diarrhea  the  number  of  feedings 
should  be  reduced  to  the  lowest  possible  point.  Animal  broths 
and  peptones  excited  peristalsis  and  should  be  avoided.  Malted 
foods  should  be  used  with  caution.  The  breast-fed  baby  was 
seldom  constipated  unless  the  milk  was  failing;  in  such  cases 
toning  up  the  mother  or  supplementary  feeding  would  correct  it. 
In  lx>ttle-fed  infants  the  amount  of  fa1  might  be  cautiously 
increased.  In  typhoid  fever  water  given  with  regularity  was 
very  important,  Plain  milk,  peptonized  milk,  buttermilk,  or 
ripened  milk  should  be  the  basis  of  diet.  Along  with  the  milk 
should  be  given  gruels  or  gelatin.  The  caloric  requirements 
should  be  kept  constantly  in  mind  and  approximated  as  nearly 
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as  possible.  Many  of  the  late  svmptoms  of  typhoid  were  undoubt- 
edly connected  with  starvation.  In  pneumonia  their  main 
object  should  be  to  furnish  abundant  water  and  alkalies  and  to 
prevent  abdominal  distention.  A  water  diet  was  best  for  the 
first  two  or  three  days;  then  whey  or  milk  and  cereal  gruels, 
dextrinized  or  peptonized.  In  all  suppurative  processes  one 
should  be  careful  to  give  as  much  proteid  food  as  could  be  cared 
for.  In  the  exanthemata,  water  was  of  prime  importance. 
Meat  extracts  and  alcoholic  preparations  were  contraindicated. 
In  diphtheria  peptonized  milk,  beef  juice  and  gruels  should  be 
used  and  all  should  be  given  as  warm  as  possible.  In  mumps 
tasteless  liquid  food  should  be  preferred,  such  as  gruels  made  with 
milk  or  diluted  milk.  In  whooping-cough  the  infant  should  be 
fed  as  soon  as  the  stomach  was  settled  after  the  vomiting 
attacks;  the  food  should  be  liquid,  since  the  passage  of  a  bolus 
down  the  esophagus  was  apt  to  irritate  the  trachea  and  induce  a 
paroxysm.  Fresh  air.  the  optimum  quantity  of  all  of  the  three 
great  classes  of  food-stuffs  and  careful  attention  to  the  gastro- 
intestinal functions  were  the  best  that  could  be  done  for  those 
suffering  from  tuberculosis. 


TRANSACTIONS  OF  THE  NEW  YORK 
ACADEMY  OF  MEDICINE. 


!  [i  >N    ox   PEDIATRICS. 
Meeting  of  Octobi  i    14.    191 19. 
Eli  Luxe,   M.   D.,   in  the  Chair. 

PYLORIC    STENOSIS   CURED    WITHOUT   OPERATION. 

Dr.  Linnaeus  E.  La  Fetra  presented  a  baby,  nine  months 
old,  the  only  child  of  Jewish  parents.  The  fathei  and  one 
uncle  had  tuberculosis,  while  two  uncles  died  of  the  disease.  The 
child  was  horn  at  full  term,  lie  was  bnast  fed  until  his  admis- 
sion i"  the  Babies'  Hospital.  The  mother  was  incompetent  to 
rare  for  her  infant.  The  baby  vomited  from  fifteen  to  twenty 
times  a  day,  usually  just  after,  but  always  between,  feedings. 
'<  projectile   in   character.     He   was  always  constipated. 

a  constant  loss  of  weighl  from  birth,      rhe  peristaltic 
wave  was  not  noted  at  first  because  of  the  tense  abdomi 

dominal  tenderness.  The  child  at  first  was  thought  to  be 
suffering  from  pylorospasm.  bom  days  after  admission,  June 
1  (),  the  peristaltic'  waves  wi  re  firsl  seen  and  felt,  and  they  became 
very  marked  up  to  June  30.  The  waves  could  be  seen  across 
the  room,  and  the  thickened  wall  of  the  stomach  could  be 
picked  up  between  thefingers.  Only  once  had  Dr.  La  fetra  seen 
any  such  peristaltic  waves  in  1  case  other  than  pyloric  stenosis 
with  marked  vomiting.     This  child  was  a  Mongolian,  on 
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old.  The  mother  had  noticed  a  peculiar  swelling  on  the  abdomen 
when  the  child  was  given  a  bath.  There  was  no  mere  vomiting 
than  occurred  in  other  babies.  In  this  child  the  wave  was 
marked,  the  stomach  was  thick,  and  the  artery  at  the  greater 
curvature  could  be  Eell  pulsating. 

The  child  presented  by  Dr.  La  Fetra  was  admitted  to  the  hos- 
pital when  five  months  old,  on  June  [5,  1909.  The  stomach 
was  washed  out  and  modified  food  given.  <  >n  the  day  following, 
he  vomited  two  or  three  times.  On  June  21,  there  was  very  little 
vomiting.  Sodium  bromide,  2  1  2  grains,  were  given.  On  the 
thirtieth,  1  minim  of  paregoric  was  added.  From  the  seventh 
of  lulv  the  baby  was  breast  U-i\,  and  the  same  medicines  con 
tinned.  The  child  vomited  every  second  or  third  day.  On 
August  4.  2  ounces  of  junket  was  given  three  times  a  day.  There 
ractically  no  vomiting.  <  »n  August  7  the  amount  of  pare- 
goric was  increased  to  3  minims,  and  about  1  dram  of  milk  of 
magnesia  was  given  each  night.  On  August  19  the  paregoric 
was  increased  to  6  minims,  and  sodium  bromide  to  4  grains 
seven  times  a  day.  By  September  22  there  was  no  vomiting, 
and  the  above  medication  was  stopped.  On  September  27 
the  child  developed  a  bronchopneumonia;  he  had  a  temperature 
of  from  101  tn  103.5  ''■  1,,r  ten  days.  There  was  no  vomiting. 
Since  October  6  the  temperature  has  been  normal,  the  stools 
are  normal,  and  the  baby  only  vomiting  occasionally. 

Dr.  La  Fetra  reported  two  other  cases  cured  without  opera- 
tion.    Also  three  operated  cases,  all  dying. 

Dr.  Alfred  S.  Taylok  reported  a  case  of  pyloric  stenosis  that 
he  had  operated  on  for  Dr.  La  Fetra,  and  presented  the  specimen 
of  the  stomach.  The  child  was  six  week-.  .  if  age.  and  had  vomited 
persistently  from  the  time  of  birth.  The  child  was  b 
to  New  York  City  from  the  far  West.  The  classical  symptoms 
of  pyloric  stenosis  presented  in  this  case.  One  could  feel  the 
hardened  pylorus,  and  the  peristaltic  waves  could  be  seen  and 
felt  with  perfect  clearness.  After  a  delay  of  aboul  twelve  hours 
the  child  an  opportunity  to  improve  under  treatment, 
decided  nut  to  wait  longer,  and  that  an  operation  should 
be  performed.  The  operation  was  done  last  August.  The 
Operation  was  slightly  different  from  the  one  usually  described. 
Dr.  Taylor  said  he  had  been  doing  some  experimenting  with 
tin-  pylorus,  with  the  idea  of  ado]  ted  by 

either  Dr.  Abbe  or  Dr.  Holt,  splitting  the  pylorus  longitudinally 
through  the  muscular  coat,  and  then  doing  a  suture  similar 
to  that  of  Mikulicz;  by  so  doing  there  was  no  chance  1  if  contami 
nating  tin-  peritoneal  cavity.  The  pyloric  opening  was  readily 
1  1.  When  it  was  decided  to  perform  this  operation, 
ilu  child  ?as  in  such  a  bad  state  hi'  nutrition,  it  was 
thought    d(    it  0   an   enterostomy   in   tin-   upper  jejunum, 

and  in  feed  the  child  through  a  tube      The  pylorus  wa 
exposed.     The  pylorus  was  hard  as  an  ivory  button;  it 

•  1  v  thick  and  friable,  the  sutures  tearing  through.     Finally 
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a  diamond-shaped  segment  of  the  pylorus  was  removed  down  to 
the  mucous  membrane  and  the  wound  sutured  as  above  stated. 
He  succeeded  in  getting  a  good  sized  pyloric  opening.  He  then 
did  an  enterostomy  in  the  jejunum,  sutured  in  the  feeding  tube, 
and  sent  the  child  back  to  the  ward.  The  infant  was  fed  every 
two  hours.  On  the  day  following  the  operation,  the  child  sud- 
denly collapsed  and  died. 

The  specimen  was  secured,  showing  the  great  thickness  of  the 
pyloric  wall.  The  sutures  had  held.  The  lumen  of  the  pylorus 
was  sufficiently  large,  as  large  as  an  ordinary  lead  pencil,  to  allow 
the  food  to  pass  through  with  ease. 

Dr.  Charles  Herrmax  reported  a  case  of  pyloric  stenosis 
cured  without  operation.  The  infant  was  breast-fed,  and  the 
mother  came  to  the  hospital  three  times  a  day  to  feed  her  infant, 
nursing  it  from  one  breast.  The  milk  was  then  drawn  from  the 
other  breast  and  given  three  hours  later.  In  three  weeks  the 
child  lost  one  pound  in  weight.  With  such  a  slight  loss  in  that 
length  of  time,  operation  certainly  was  not  indicated.  The  child 
soon  left  the  hospital,  the  vomiting  ceased,  and  the  child  to-day 
was  improving  very  rapidly. 

mseussio.v 

Dr.  Herman  said  there  was  one  point  in  connection  with  these 
cases  that  was  worth  mentioning;  why  was  it  that  the  symptoms 
of  pyloric  stenosis  did  not  appear  at  or  shortly  after  birth,  but 
after  some  weeks  had  elapsed.  Westphal  had  tested  the  elec- 
trical reactions  in  the  new-born,  and  he  had  found  that  these 
reactions  for  the  first  few  weeks  of  life  were  very  much  diminished 
in  the  peripheral  nerves.  If  the  symptoms  of  pyloric  stenosis 
were  dependent  upon  increased  reflex  irritability,  this  peculiarity 
might  explain  why  the  symptoms  were  not  present  during  the 
first  few  weeks  of  life. 

Dr.  Charles  Gilmore  Kerlev  said  that  the  one  very  impor- 
tant point  for  consideration  in  any  case  of  pyloric  stenosis  was, 
when  was  the  operation  necessary?  lie  had  observed  three 
cases  of  this  nature,  and  all  had  gotten  well  without  operation. 
He  was  inclined  to  believe  that  perhaps  operation  was  sometimes 
performed  too  early.  On  the  other  hand,  if  the  operation  was 
delayed  tun  long,  the  resulting  nutrition  made  the  operation  all 
the  more  hazardous.  He  felt  that  it  was  a  must  difficult  matter 
to  decide  just  when  the  operation  should  In-  performed.  Be- 
cause of  the  high  mortality,  there  should  be  no  interference 
until  it  has  been  demonstrated  that  the  child's  condition  would 
be  hopeless  without  tin-  operation.  These  cases  did  particularly 
well  on  breast  milk.  All  three  of  the  cases  had  been  treated  in 
this  way.  In  two.  stomach  washing  was  done  frequently  and 
no  medication  was  given. 

Dr.  La  Fictra  said  in  regard  to  the  time  for  operating  in  such 
cases,  that  one  should  not  operate  at  all  if  it  was  possible  to  avoid 
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it;  but  in  the  case  Dr.  Taylor  referred  to  nothing  but  an  opera- 
tion could  have  saved  the  baby.  In  another  case  the  child  was 
breast-fed  for  weeks,  and  continued  to  lose  weight.  Operation 
was  at  last  performed,  and  it  was  learned  that  it  would  have 
been  better  had  the  operation  been  performed  earlier. 

AMAUROTIC    FAMILY    IDIOCY. 

Dr.  Charles  Gilmore  Kerley  presented  a  child,  eighteen 
months  old,  an  inmate  of  the  New  York  Infant  Asylum.  The 
early  history  was  somewhat  vague.  The  baby  was  at  one  of 
the  homes  where  they  boarded  out  babies,  and  where  the  nurse 
visited  once  a  month.  The  child  was  never  bright,  never 
smiled,  never  appeared  to  care  for,  or  take  hold  of  toys,  and 
evinced  no  interest  in  the  surroundings.  Because  of  this  they 
had  difficulty  in  keeping  her  in  any  place  where  they  kept  these 
babies.  The  boarding  place  had  to  be  changed  several  times 
because  the  people  thought  the  child  was  sick,  or  at  least  was 
an  unnatural  child.  The  child  was  plump,  fat,  and  the  nurse 
thought  she  was  doing  well  until  September  28.  The  child  was 
stupid,  inactive,  and  the  woman  who  kept  the  home  asked  that 
the  child  be  sent  into  the  institution;  this  was  immediately 
done.  The  child  was  dull  and  heavy  looking.  The  pulse  was 
very  slow,  55  to  6o,  besides  being  irregular.  The  reflexes  were 
all  absent.  The  fontanel,  which  was  small,  was  tense  and 
bulging.  A  lumbar  puncture  was  performed,  and  two  and  a 
half  ounces  of  fluid  withdrawn;  this  fluid  was  under  pressure. 
This  fluid  was  carefully  examined  by  Dr.  Hemmingway  and 
nothing  abnormal  was  found.  Dr.  Reese  was  asked  to  see  and 
examine  the  child's  eves  and  a  diagnosis  of  amaurotic  family 
idiocy  w  as  made. 

DISCUSSION. 

Dr.  Rob]  1  1  Grigg  Rj  i  -i  had  examined  the  eyes  of  the 
infant  Dr.  Kerley  had  just  presented  and  found  the  lesions 
characteristic  of  amaurotic  family  idiocy,  consisting  of  a  white 
spot  at  the  macula  lutea,  twice  the  size  of  the  optic  papilla,  with 
a  brownish-red  almost  circular  spot  at  its  center.  Hyperacousis 
was  very  marked.  The  ophthalmoscopic  picture  was  due  to  a 
degenerative  change  in  the  ganglion  cell  layer  of  the  retina. 

Dr.  George  Dow  Scon  reported  the  case  of  a  child  twelve 
or  fourteen  months  of  age,  passed  by  physicians  as  ama 
family  idiocy.     Thi  of  the  child  was  fully  p] 

with  adenoids.     The  removal  of  th  was  follow.  .1   bj 

aconipl'-ii    n  rom  the  pseudo-imbecility. 

Cases   of   cretinism,    feeble    minded    children,  and  amaurotic 
family  idiocy  were  ver)  interesting,  bu1  one  must  exerci  i 
care  in  making  a  differential   diagnc     .   which   was  somewhat 
difficult  at  times. 

Dr.  Godfrey  R  h  cases  within  the 
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last  seven  years,  and  had  a  good  opportunity  to  see  and  study 
the  eye  grounds.  One  patient  had  a  pseudo-paralysis  which 
was  very  marked.  All  these  cases  died  before  attaining  the 
third  year. 

He  was  particularlv  interested  in  the  presentation  of  Dr. 
Kerley's  case  with  the  increased  pressure  of  cerebrospinal  fluid. 
Why  such  an  increase  in  pressure  should  exist  demanded  some 
explanation.  In  the  future  he  intended  to  examine  the  cerebro- 
spinal fluid  in  these  cases  to  see  if  he  could  get  closer  to  the 
etiology  of  the  condition. 

CASE    OF    SCORBUTUS.  , 

Dr.  Godfrey  R.  Pisek  presented  a  child  thirteen  months 
old.  This  case  was  not  presented  because  it  was  an  unusual 
case,  but  because  in  the  last  three  cases  he  had  seen  each  one  had 
been  treated  for  some  surgical  affection.  He  did  not  believe, 
however,  that  these  mistakes  were  generally  made  by  internists 
or  pediatrists.  The  surgeons  apparently  often  looked  upon  and 
treated  the  local  condition  only;  in  their  hurry  or  unsystematic 
examinations,  they  failed  to  make  a  diagnosis. 

The  baby  he  presented  nursed  for  six  weeks.  The  breast  milk 
then  became  insufficient  and  the  child  was  placed  on  condensed 
milk  for  two  weeks.  Following  that  the  babj  was  given  liorden's 
malted  milk  and  had  been  taking  it  until  it  came  under  observa- 
tion. 

The  mother  gave  the  following  story:  "Six  weeks  ago  in 
crawling  about  he  sprained  his  knee  and  was  taken  to  a  dispen- 
sary where  he  was  treated  locally  bj  a  surgeon." 

The  feeding  history  in  this  case  was  verj  suggestive.  He 
questioned  along  the  line  of  scorbutic  symptoms;  he  learned  that 
whenever  the  child's  mouth  was  cleansed  it  Med.  Blood  had 
appeared  in  the  stools,  but  this  was  supposed  to  have  been  due 
to  a  gastro-enteritis  the  child  had  had.  The  "sprain'  of  the 
right  knee  soon  passed  to  the  left  knee,  and  then  the  baby  was 
brought  to  the  attention  of  the  medical  clinic. 

The  baby  was  seen  for  the  first  time  seven  daj  s  ago.  lie  had  a 
waxy,  pale  color.  The  limbs  were  in  a  condition  of  pseudo 
paralysis.  The  right  knee  was  somewhat  swollen  and  painful. 
Even  pressure  upon  the  chesl  or  ribs  caused  pain.  An  examina 
tion  of  the  mouth  showed  characteristic  condition  of  the  1411111s, 
swollen  and  spongy,  the  hemorrhagic  appearance  of  scorbutus. 
The  swelling  of  tin.'  knee  had  diminished  considerably,  even  aftei 
a  few  days  treatment.  The  child  had  no  rickety  manifestations. 
Syphilitic  paralysis  was  readily  ruled  out.     The  history  of  the 

use  of  a  proprietary  i 1  ovei  so  long  a  period  was  suggestive, 

and  the  proof  w  as  in  the  unit  i[  1  he  antiscorbutic  treatment.  It 
was  interesting  how-  well  such  babies  could  immediately  take  raw 
milk  without  any  trouble;  they  could  take  care  of  ii  without  any 
digestive  disturbances  whatever. 
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Aii  examination  of  the  blood  in  the  case  presented  showed 
nothing  of  special  interest.  The  hemoglobin  was  30  per  cent.; 
the  red  cells  numbered  2,500,000,  and  the  color  index  was  one- 
half;  there  were  7.400  whites.  The  differential  count  showed, 
polymorphonuclears  35  per  cent.;  small  lymphocytes,  20  per  cent. ; 
large  lymphocytes,  39  per  cent. ;  transitionals,  4  per  cent.  Kosino- 
philia  was  not  present.  In  other  words,  a  well  marked  secondary 
anemia. 

An  \ -ray  picture  of  the  child  was  passed  around,  which  showed 
the  characteristic  changes. 

DIAIiETES    IX    A    CHILD    SEVEN    YEARS    <>F    AGE. 

Dk.  David  Bovaird  presented  a  child  who  had  been  brought 
to  the  Presbyterian  Hospital  in  August.  He  was  seven  years  old. 
The  family  and  previous  histories  were  negative.  The  child  had 
been  noticed  three  weeks  prior  to  admission  to  pass  urine,  and 
urinated  frequently.  He  also  had  an  extreme  degree  of  thirst. 
They  were  unable  to  satisfy  his  appetite.  The  physical  examina- 
tion revealed  nothing  important  except  what  one  could  see  at 
a  glance.  The  child  was  tinder-weight  and  poorly  nourished, 
and  slightly  anemic.  His  organs  appeared  normal.  He  was 
passing  between  3,500  and  55500  c.c.  of  urine  daily.  The  per- 
centage of  glucose  varied  from  15  to  2.9.  After  keeping  the 
child  under  observation  for  several  days  to  determine  the  condi- 
tions were  under  the  ordinary  diet,  he  was  placed  in  Dr.  Cooke's 
hands  for  a  study  of  his  metabolism  on  various  carbohydrate 
diets.  It  was  extremely  difficult  to  handle  this  patient.  V\  hen 
he  was  placed  on  a  strict  diet  and  the  sugar  reduced,  he  made 
the  ward  in  which  he  was  kept  a  bedlam.  He  would  invade  the 
kitchen  whenever  possible  and  help  himself  to  sugar  and  any- 
thing  cist-  obtainable. 

Dr.  R>  iberi  A.  Ci  m  ike  presented  charts  which  gaA  e  a  summary 
of  the  work  done  in  the  case  of  diabetes  presented  by  Dr.  Bovaird, 
and  pointed  out  the  following  points  of  interest:  1.  The  rapid 
disappearance  of  sugar  on  a  carbohydrate-free  diet.  2.  The 
very  slighl  increase  of  acidosis  with  the  sudden  change  from 
regular  to  carbohydrate-free  diet.  3.  The  varying  utility  of  the 
carbohydrate  administered  111  differenl  forms.  4.  The  rapid 
elimination  of  carbohydrate  when  administered  beyond  the 
limit   of   tolerance. 

DIABETES    IX    A    CHILD    SIXTEEN    MONTHS    OF    AGE. 

Dr.  Charles  Gil  iori  Kerle'S  reported  this  case  which  was 
of  interest  because  of  the  lender  age  of  the  child.  When  fifteen 
months  of  age,  the  child  weighed  twenty  pounds.  The  patient 
had  suffered  from  early  malnutrition  and  had  been  fed  on  mall 
soup.  The  mother  noticed  when  the  baby  was  fifteen  months 
that    he    was   very   thirsty,   and   that    lie   wanted   to  drink 
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more  water  than  he  should.  After  noting  this,  she  brought 
the  child  to  Dr.  Kerley.  He  secured  a  specimen  of  urine  and 
found  that  it  contained  3  per  cent,  sugar,  as  well  as  acetone  and 
diacetic  acid.  The  child  died  in  two  months.  There  was  nothing 
unusual  in  this  case  except  the  tender  age  of  the  child,  this  being 
the  youngest  case  of  the  kind  that  he  had  ever  seen. 

PERSISTENT  INTUSSUSCEPTION  DUE  TO  AN  UNUSUAL  CAUSE. 

Dr.  Charles  Gilmore  Kerley  reported  the  case  of  a  child 
seven  month  old,  with  abstinate  constipation  and  extreme 
distention  of  the  abdomen.  The  constipation  was  very  persistent 
and  required  the  use  of  laxatives  all  the  time  to  move  the  bowels. 
Unless  the  bowels  were  moved  frequently,  the  distention  would 
be  extreme;  when  the  bowels  moved  freely,  the  distention  would 
disappear.  This  was  what  he  termed  an  intermittent  distention 
of  the  bowels  with  constipation.  He  said  he  was  impressed 
with  the  fact  that  there  was  piesent  something  more  than  the 
mere  constipation,  and  a  rectal  examination  was  made  and  an 
intussusception  was  found  which  could  be  forced  up  readily  with 
the  finger.  A  tube  introduced  could  be  passed  into  the  intussus- 
cepted  portion;  the  opening  felt  like  the  opening  into  an  os  uteri. 
Various  medical  men  were  consulted  and  various  opinions  were 
expressed.  The  condition  continued,  the  abdomen  became  more 
distended  and,  on  one  or  two  occasions,  quite  a  collapse  was 
caused  because  of  the  pressure  upon  the  diaphragm.  An  explora- 
tory incision  was  asked  for  in  order  to  determine  just  what  was 
wrong,  and  this  was  consented  to.  Dr.  Gant  saw  the  case  and 
did  the  operation  seven  months  ago,  entirely  relieving  the  child, 
the  intussusception  ceasing  to  be  a  factor,  with  the  gut  in  posi- 
tion, the  child  thriving,  and  the  stools  being  what  they  should  be 
in  a  child  of  this  age. 

DISCUSSION. 

Dr.  Samuel  G.  Gant  said  that  it  was  easy  to  verify  the  condi- 
tion in  this  child  with  the  proctoscope  as  described  by  Dr. 
Kerley;  the  invaginated  portion  of  the  bowel  was  eroded  or  in 
a  chafed  condition.  After  examining  the  child  he  felt  sure  that 
there  was  a  chronic  invagination  and  some  other  mechanical 
obstruction  present. 

1  .;  e  eases  of  chronic  invagination  he  believed  were  mure 
common  than  generally  belies  ed. 

Dr.  Cant  described  the  operation  he  performed.  A  large 
fibrous  ring  was  encountered  which  bound  the  hepatic  flexure 
to  the  central  pari  of  the  abdominal  wall.  This  fibrous  band 
was  about  1  x  1  |  inches  wide.  The  band  was  divided  and  then 
the  hepatic  flexure  of  the  colon  and  the  sigmoid  was  anchored 

to  the  inner  abdominal  parietes  t /ercome  the  dropping  down 

ward  of  the  gul  and  prevent  a  recurrent  of  the  invagination 
after  it  had  been  withdraw  n. 
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Dr.  Gant  stated  that  he  had  performed  colopexy  eighty-nine 
times  lor  the  relief  of  enteroptosis  and  chronic  invagination  in 
adults  and  that  the  results  had  been  almost  universally 
satisfactory. 

EDEMA    OF   THE    LARYNX    COMPLICATING    NEPHRITIS,    WITH    SPECI- 
MENS,   IN    A    CHILD    FIVE    YEARS    OF    AGE. 

Dr.  Joseph  C.  Roper  reported  the  case  of  a  child  who  was 
admitted  to  the  New  York  Hospital  with  a  diagnosis  of  laryn- 
gitis and  bronchitis.  The  child  was  five  years  of  age.  Up  to  a 
few  days  before  admission  she  was  apparentlv  well.  She  re- 
mained in  the  hospital  two  weeks.  She  had  very  little  tempera- 
ture. The  dyspnea  was  very  marked  and  it  was  thought  that 
she  was  suffering  from  a  spasmodic  laryngitis.  The  condition 
gradually  subsided  under  the  regulation  treatment  of  irrigations, 
and  some  applications  to  the  throat,  and  steaming.  The  child 
returned  to  the  hospital  later  with  dyspnea  very  marked.  One 
week  before  this  she  developed  a  cold  and  was  treated  in  the 
dyspensary.  On  the  day  following  she  was  brought  to  the 
hospital  with  very  marked  expiratory  and  inspiratory  dyspnea. 
The  child  was  admitted  to  the  ward  and  seen  by  Dr.  Conners. 
At  2  o'clock  the  dyspnea  was  so  great  that  it  was  deemed  best 
to  intubate  the  child.  This  was  done  and  the  dyspnea  was 
temporarily  relieved.  At  10  o'clock  marked  inspiratory  dyspnea 
appeared  and  a  little  morphine  was  given.  The  heart  weakened 
and  the  next  morning,  without  any  special  cyanosis,  the  child 
suddenly  died. 

At  autopsy  there  was  a  marked  edema  of  the  glottis;  the 
heart  showed  considerable  hypertrophy;  the  left  ventricle  was 
slightly  dilated  and  the  right  auricle  and  ventricle  were 
distended  with  blood.  The  left  kindev  was  markedly  atrophied, 
being  represented  by  a  small  mass,  about  2.5  x  i  cm.  The 
other  kidney  was  enlarged  and  showed  marked  parenchymatous 
changes.  The  question  naturally  arose,  was  this  edema  glotti- 
dis  due  to  the  renal  insufficiency?  A  negative  culture  for 
diphtheria  organisms  was  made  on  the  occasion  of  the  first 
attack.  During  the  fatal  attack  a  negative  culture  was  made 
during  life. 


BRIEF  OF  CURRENT  LITERATURE. 


DISEASES    HI"    CHILDREN. 

Tonsils  as  Eliminative  Organs. —  W.  II.  Ashhurst  (Amer.  Jour. 
Med.Sci.,  lulv,  [909)  says  thai  the  sum  and  substance  of  ancient 

ami  modern  teaching  in  regard  to  the  function  of  the  tonsils  is 
that  they  protect  the  organism  from  infections  by  acting  as 
fdters  and  by  lessening,  in  some  way,  the  toxicitj  of  germs  which 
come  within  their  sphere  of  activity.     In  connection  with   1  casi 
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reported,  the  writer  suggests  that  the  throat  symptoms  may 
develop  as  the  result  of  the  elimination  of  toxins  and  bacteria, 
these  causing  a  local  manifestation  at  their  point  of  exit.  The 
case  reported  was  one  of  staphylococcus  tonsillitis  following 
septic  infection  of  the  finger  with  lymphangitis  of  the  forearm, 
no  cultures,  however,  having  been  made  from  the  infected  finger. 
This  hypothesis  is  offered  as  explaining  the  obscure  relation 
between  rheumatism  and  follicular  tonsillitis. 

Diagnosis  of  Syphilis  by  the  Ultramicroscope. — Leon  Bizard 
(Jour,  di  Med.  de  Pans,  July  3,  1909)  says  that  one  of  the  most 
important  means  of  diagnosis  of  syphilis  at  the  present  day  is 
furnished  by  the  ultramicroscope.  This  method  of  examining 
the  syphilitic  fluids  and  secretions  is  available  by  any  physician, 
if  supplied  with  a  good  microscope  and  the  necessary  illuminating 
apparatus,  with  an  oil-immersion  lens  and  a  Leitz  condenser. 
The  microorganism  of  syphilis  may  be  examined  alive  within  a 
few  minutes  after  withdrawing  the  fluid,  or  dead  within  four  or 
five  days  after  it  has  been  removed.  Alive,  it  is  examined  in 
distilled  water  or  in  peptonized  bouillon.  It  is  much  easier  to 
examine  the  treponema  after  it  is  dead.  The  lesion  to  be  ex- 
amined must  be  carefully  cleansed  with  distilled  water  and  cotton, 
all  crusts  removed,  and  curetted  lightly  with  a  vaccinostyle, 
the  fluid  obtained  being  mixed  with  a  drop  of  distilled  water  on  a 
slide.  The  preparation  is  sealed  with  paraffin.  This- method  is 
demonstrative  for  tie  chancre  and  moist  secondary  lesions  on  the 
genital  organs.  In  the  saliva  the  spirochete  is  found  in  abun- 
dance. It  is  found  exceptionally  in  the  erythematous  svphilides 
of  the  skin,  never  in  tertiary  lesions.  The  examination  of  the 
physiological  fluids  and  the  blood  is  negative. 

Passage  of  the  Spirochete  of  Schaudinn  into  the  Cytoplasm 
of  the  Unstriped  Muscular  Fibres  in  an  Heredosyphilitic ;  its 
Nonpenetration  into  the  Nerve  Cells. — J.  Sabrazes  and  R. 
Duperie'  (Gaz.  Hebd.  des  Sci.  Med.,  July  27,  1909)  describe  the 
examination  of  the  tissues  in  an  infant  born  at  the  seventh  month 
of  a  syphilitic  mother,  and  which  lived  but  twenty-four  hours 
after  birth.  The  infant  had  a  large  spleen  and  hypertrophy  of 
the  liver.  These  organs,  the  kidneys  and  suprurenals  contained 
the  spirochetes.  The  spirochetes  were  numerous  in  the  epithelial 
cell  of  the  small  intestine  and  in  the  glandular  sacs.  The  unstriped 
muscle  libers  showed  the  parasites  within  the  fibers,  and  were 
found  parallel  with  the  direction  of  the  fibers,  and  many  were 
close  tn  the  nuclear  membrane.  We  see  th.it  the  spirochete  has 
ut  of  forcing  its  entrance  into  the  muscle  fibers.  The 
conned  Lve  tissue  fibers  also  cannol  resist  them.  On  the  contrary, 
they  were  never  found  in  the  nerve  cells  01  libers. 

Intussusception. — C.   P.    B.   Clubbe   (Brit.  Jour.   Child.    Dis., 

July,    [909)    insists   that    the    treatment    of    intussusception    is 

laparotomy;    but    even    at    the    present    day    men    continue    to 

compare   the   treatment    by   irrigation   with   the   treatment   by 

in        Until  quite  recently  he  was  in  the  habit  of  using 
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an  injection  as  a  preliminary  step  in  every  ease  of  intussusception, 
the  child  being  under  the  anesthetic  on  the  table,  with  everything 
ready  for  the  operation.  In  only  16  cases  out  of  160  was  reduc- 
tion effected  by  this  means.  Recently  he  has  altered  his  method 
by  omitting  the  injection  and  proceeding  at  once  to  the  abdom- 
inal section.  The  mortality  is  now  so  low,  and  manipulation 
of  the  intestines  carefully  carried  out  is  not  harmful,  that  it 
seems  hardly  worth  while  to  waste  time  on  a  procedure  from 
which  so  little  benefit  can  be  derived.  He  has  had  under  his 
care  173  cases- of  intussusception,  157  laparotomies,  16  reduced 
by  injection.  Of  those  operated  upon,  first  50,  mortalitv  50 
per  cent.;  second  50,  mortality  25  per  cent.;  third  50,  mortality 
S  per  cent.;  last  7,  no  deaths. 

Diagnosis  of  Permanent  Mental  Deficiency  in  Infancy  and 
Childhood. — C.  P.  Lapage  (Practitioner,  Aug.,  1909)  states  that 
the  diagnosis  of  the  slighter  forms  of  mental  deficiency,  i.e.,  of 
less  degree  than  imbecility  or  idiocy,  is  not,  as  a  rule,  made  during 
the  earlier  years  of  life,  unless  the  child  conforms  to  one  or  other 
of  the  well-recognized  types,  which  is  relatively  uncommon. 
Inability  to  sit  up,  lateness  in  learning  to  walk  and  to  talk  may 
excite  the  alarm  of  the  parents,  but  these  symptoms  are  put 
down  to  mere  backwardness.  But  the  diagnosis  is  easy  in  the 
early  months  of  life  in  the  major  forms  of  mental  deficiency, 
especially  if  the  child  conforms  to  one  of  the  well-recognized 
■id  is  a  mongol,  a  cretin,  or  of  the  microcephalic  or  hydro- 
cephalic type.  The  large  square  skull  of  rickets  may  be  mistaken 
for  hydrocephalic  enlargement.  The  first  thing  to  do  is  to 
exclude  deafness  and  blindness,  and  great  importance  is  to  be 
attached  to  the  amount  of  response  to  external  stimuli  and  to 
the  general  liveliness  and  expression  of  the  infant,  though  it  is 
the  lateness  in  the  development  of  the  physical  powers  that 
excites  the  alarm  of  the  parents.  These  symptoms  of  delayed 
muscular  control  are  also  of  great  importance  as  an  aid  to  diagno- 
sis in  cases  where  the  mental  powers  are  thought  to  be  lacking. 
That  the  infant  is  late  in  sitting  up,  that  he  shows  very  little 
response  to  external  stimuli,  that  he  is  below  tin-  average  in 
height  and  weight,  with  the  presence  of  many  of  the  physical 
stigmata  of  degeneration,  a  family  history  of  feeble  mindedness 
or  of  insanity,  small  circumference  of  the  head,  and  poor  develop- 
ment of  control  over  the  sphincters  or  the  general  muscular 
system,  are  all  points  suggestive  of  mental  deficiency,  and  should 
be  carefully  noted  in  each  case.  Great  irritability  and  a  strained 
look  about  the  eyes  nun-  point  to  mental  deficiency,  but  in  these 
i  is  necessai  1         ide  all  conditions  giving  rise  to  pain 

in  the  head,  such  as  otitis,  intracranial  tumor,  and  meningitis. 
It  must  be  remembered  that  late  or  underdevelopment  of 
function  may  lie  due  to  other  conditions,  such  as  wasting, 
rickets,  deafness,  and  blindness.  As  tin-  childs  gets  older  the 
is  becomes  increasingly  easy,  for  other  tests  are  applicable 
and  the  difference  between  tin-  intellect  of  the  child  under  obser- 
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vation  and  that  of  a  normal  child  is  much  more  obvious,  receives 
greater  attention,  and  causes  much  anxiety.  Still,  up  to  the 
ages  of  five,  six,  and  seven  years  there  are  quite  a  number  of  cases 
in  which  the  diagnosis  of  real  and  permanent  mental  deficiency 
is  not  at  all  easy.  The  points  that  help  us  at  this  period  of  child- 
hood are  the  development  of  the  powers  of  walking  and  of  talking, 
the  amount  of  control  over  the  sphincters,  and  the  general  mental 
capacity  as  judged  from  the  actions,  the  speech  and  language, 
the  expression,  the  powers  of  memory,  attention,  imitation,  and 
will,  the  presence  of  perverted  instincts  and  habits,  such  as 
unusual  wantonness  and  violence,  an  insatiable  appetite,  or  the 
eating  of  clay  or  dirt.  At  a  still  later  age  we  have  again  better 
indications  of  the  mental  power  in  the  amount  of  response  to 
skilled  tuition,  and  we  can  test  the  mental  powers  much  more 
readily  now  that  the  child  has  reached  an  age  when  those  of 
normal  mental  capacity  can  read,  write,  and  do  simple  sums,  for 
it  is  in  these  abstract  ideas  that  the  weak  mental  powers  of  the 
slighter  cases  are  made  evident. 

Pemphigus  Neonatorum,  or  Bullous  Impetigo  Contagiosa  of 
the  New-born. — O.  H.  Foerster  (Jour.  Amer.  Med.  Assn.,  July  31, 
1909)  defines  pemphigus  neonatorum  as  a  contagious  disease 
which  affects  the  new-born  at  a  variable  period  after  birth  and 
is  characterized  by  the  rapid  development  on  various  parts  of 
the  body  surface,  usually  on  an  erythematous  base,  of  more  or 
less  numerous  flat  vesicles  or  semiglobular  bullae  with  clear  or 
purulent  contents,  which  rupture  readily,  leaving  a  moist,  red, 
smooth,  generally  circular  defect  in  the  uppermost  layers  of  the 
epidermis,  usually  with  extensive  undermining  at  the  periphery, 
and  which  heal  without  a  scar;  any  constitutional  symptoms, 
if  present  at  all,  being  a  result  of  the  denudation  of  extensive 
portions  of  the  bodv  surface  or  due  to  supervening  infection, 
rather  than  an  integral  part  of  the  disease.  It  often  appears 
in  epidemic  form,  especially  in  foundling  asylums,  obstetric 
wards,  or  in  the  practice  of  midwives,  and  isolated  instances  of 
its  appearance  are  frequent.  The  recognition  of  a  benign  and  a 
malignant  form  is  based  on  the  observation  that  in  some  instances 
but  few  lesions  develop  and  a  correspondingly  small  extent  of  the 
cutaneous  surface  is  involved,  constitutional  symptoms  are 
entirely  absent,  and  rapid  healing  occurs;  while  in  other  cases 
the  disease  develops  with  extraordinary  rapidity  and  affects 
almost  the  entire  cutaneous  surface,  the  infant  succumbing  often 
within  a  day  or  two  after  the  fust  manifestations  of  the  disease. 
It  is  a  remarkable  fact  that  in  these  rapidly  fatal  cases  there  is 
often  but  little  evidence  of  constitutional  disturbance.  Evidences 
of  constitutional  involvement  are  occasionally  found,  however, 
in  a  rise  of  temperature,  diarrhea,  or  symptoms  of  general 
exhaustion.  In  those  of  the  writer's  cases  in  which  material 
for  bacteriologic  examination  was  obtainable,  the  Staphylococcus 
pyogenes  aureus  was  found  in  pure  culture.  It  appears  impossible 
to  bring  any  one  organism  into  causal  relation  with  the  disease. 
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A  similar  condition  of  uncertainty  exists  in  connection  with 
the  bacteriology  of  impetigo  contagiosa,  which  may  be  produced 
by  cither  the  common  staphylococci  or  streptococci — most  often 
by  the  former.  There  appears  to  be  enough  other  evidence  at 
hand  to  warrant  classing  pemphigus  neonatorum  and  impetigo 
contagiosa  as  identical  diseases.  To  the  anatomic  and  physio- 
logic differences  between  the  skin  of  the  new-born  and  that  of 
older  children  and  of  adults  can  be  ascribed  the  variation  in 
clinical  appearance.  Pemphigus  neonatorum  can  only  be 
regarded  as  a  bullous,  infantile  variant  of  impetigo  contagiosa, 
and  not  as  an  independent  disease.  The  treatment  of  greatest 
efficiency  is,  with  some  modification,  the  same  as  that  which  may 
be  regarded  as  specific  in  the  impetigo  contagiosa  of  adults. 
The  vesicles  or  bullae  are  drained,  the  edges  of  the  lesions  are 
thoroughly  exposed,  and  the  entire  base  is  freely  anointed  with 
2  per  cent,  ammoniated  mercury  ointment.  The  lesions  are 
dressed  with  gauze  and  cotton,  and  individually  thus  isolated. 
Mercurial  intoxication  has  not  occurred,  even  when  extensively 
denuded  areas  were  treated  in  this  manner.  To  secure  asepsis 
of  the  uninvolved  surface  the  infant  is  bathed  in  a  warm  per- 
manganate solution  and  sponged  with  the  solution  whenever 
the  dressings  are  changed. 

Mitral  Stenosis  in  Childhood. — F.  J.  Poynton  (Clin.  Jour., 
July  21,  1909)  says  that  the  treatment  of  mitral  stenosis  in  child- 
hood is  mainly  the  treatment  of  rheumatism.  The  parents 
should  be  warned  of  the  meaning  of  sore  throats,  fleeting  pains, 
nervousness  and  chorea,  feverishness  and  pallor.  If  possible 
such  children  should  be  taken  from  damp,  low-lying  houses, 
and  properly  clothed  and  their  extremities  protected.  Large 
unhealthy  tonsils  should  be  enucleated.  Spring  and  autumn, 
and  particularly  sudden  damp  cold  after  much  heat,  should 
be  a  signal  for  added  watchfulness.  Early  symptoms  should  be 
promptly  treated  by  rest  and  warmth  and  the  use  of  salicylate 
of  soda. 

Treatment  of  Cerebrospinal  Meningitis  with  Flexner's  Serum. — 
X.  P.  Marsh  and  O.  T.  Williams  (Brit.  Jour.  Child.  Dis.,  July, 
1909)  report  their  results  with  fourteen  cases  which  varied  in 
age  from  three  months  to  four  years.  Twelve  of  these  fourteen 
were  under  one  year,  and  therefore  in  that  period  which  Flexner's 
statistics  show  to  be  the  most  fatal,  but  in  spite  of  this,  of  the 
fourteen  eases  there  were  seven  recoveries,  five  of  which  were  in 
children  under  one  year.  Only  three  cases  wire  obtained  in  the 
first  few  days  of  illness,  all  of  which  recovered,  of  which  two  were 
infants  of  only  three  and  five  months'  respectively.  In  the  other 
eases  the  serum  was  injected  from  the  seventh  to  as  late  as  the 
fifty  eighth  day,  and  therefore  in  some  of  them  it  is  possible 
they  might  have  recovered  without  this  treatment,  but  even  in 
these  tlie  serum  bad  a  very  definite  influence  upon  the  causative 
organism  and  upon  the  cytologj  of  the  lluid.     The  total  amount 
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of  serum  used  in  each  case  varied  from  10  c.c.  to  130  c.c,  and 
the  number  of  injections  from  one  to  five. 

Infantile  Paralysis. — H.  C.  Emerson  (Bosl.  Med.  Surg.  Jour., 
July  22,  1909)  analyzes  and  discusses  an  epidemic  of  sixty-nine 
cases  of  this  affection  occurring  in  western  Massachusetts  in 
1 90S.  These  were  groups  of  cases  of  an  acute  disease  attacking 
children  chiefly,  but  youth  and  adults  frequently  up  to  the  age 
of  twenty-five  years,  among  the  inhabitants  of  river  valleys  in 
sparsely-settled  communities,  occurring  during  the  summer 
months  of  a  hot,  dry  season.  The  persons  attacked  lived  chiefly 
in  detached  houses  and  but  eight  lived  in  houses  or  blocks  of 
more  than  three  tenements.  Ninety  per  cent,  of  the  persons 
attacked  were  in  good  health,  and  while  a  few  instances  of  trau- 
matism, overheating,  fatigue,  and  swimming  were  noted  previous 
to  the  onset,  these  were  not  different  from  what  might  be  found 
in  the  history  of  almost  any  groups  of  persons  at  this  season. 
The  investigation  of  this  group  of  cases  suggests  that  the  disease 
is  but  mildly  contagious  to  say  the  most.  A  large  number  of 
children  were  in  intimate  contact  with  those  that  were  sick,  and 
of  these  children  an  insignificant  minority  developed  the  disease. 
The  sanitary  conditions  under  which  most  of  the  cases  lived 
were  not  good.  Dampness  prevailed  in  many  locations  and 
most  of  the  houses  were  very  near  water.  The  outbreak  was 
in  the  valleys.  Most  of  the  houses  had  no  sewer  connection.  The 
marked  digestive  disturbances,  which  were  early  and  notable 
symptoms,  suggest  the  stomach  as  the  port  of  entry  for  the 
infection.  It  does  not  seem  possible  in  this  outbreak  to  blame 
the  varied  sources  of  milk  or  water  supply  as  a  carrier  of  the 
infection,  unless  it  be  considered  that  the  cause  of  the  disease 
may  be  present  in  all  milk  or  in  all  water.  That  the  cause  may 
be  connected  with  the  food  seems  possible.  None  of  the  seven 
infants  under  one  year  of  age  were  fed  exclusively  upon  breast 
milk.  All  the  cases  living  on  the  hill  farms  had  been  in  the  valley 
towns  recently  where  infection  may  have  occurred  and  many 
families  purchased  some  of  tlu-ir  food  supplies  from  peddlers' 
carts  which  act  as  the  go-between  between  the  town  and  the 
country.  It  is  not  known  what  influences  the  dry  season  with 
its  low  water  and  the  proximity  of  many  of  the  houses  to  water 
contribute,  but   these  fuels  appear  to  be  significant. 

Relation  of  Measles,  Whooping-cough,  and  Influenza  to  Tuber- 
culosis in  Children.  Tuberculosis  has  been  observed  to  follow 
these  infectious  diseases,  as  a  complication  or  sequela,  in  a  large 
proportion  of  cases.  [n  considering  the  relation  existing  bel  ween 
them  E.  P  Copeland  I  [rch.  Ped.,  July,  1900)  calls  special 
attention  to  the  fact  that  these  infectious  diseases  arc  all  char- 
acterized by  marked  catarrhal  inflammation  of  the  mucous 
membranes,  and  to  this  he  attributes  whatever  connection  exists 
between  them  and  tuberculosis,  lie  thinks  that  taking  into 
consideration  the  enormous  morbidity  of  measles,  whooping 
cough,  and   influenza,  the  incidence  of  tuberculosis  as  a  com- 
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plication  or  sequela  is  of  relatively  small  importance;  that  its 
development  is  all  but  invariably  dependent  upon  the  pre- 
existence  of  a  latent  focus  of  infection;  and  that  its  dissemi- 
nation is  directly  due  to  the  lymphatic  activity  accompanying 
the  pulmonary  inflammation  so  constantly  associated  with  these 
diseases. 

Tuberculous  Pulmonary  Cavities  in  Infants. — In  order  to  study 
the  frequency  of  tuberculous  cavities  in  infants,  C.  Y.  White 
and  H.  C.  Carpenter  (Amer.  Jour.  Med.  Sci.,  July,  1909)  have 
examined  the  records  of  the  Children's  Hospital  of  Philadelphia 
for  about  the  past  seventeen  years.  Of  4,518  infants  admitted 
during  this  period,  1,140  have  died.  The  number  of  autopsies 
mil  was  371,  of  which  75  disclosed  tuberculosis.  Of  the 
total  number  of  deaths,  6.5  per  cent,  were  tuberculous.  Com- 
paring the  number  of  tuberculous  autopsies  with  the  total 
number  of  admissions  during  this  period,  it  is  found  that  1.6 
per  cent,  were  tuberculous.  Regarding  the  frequency  of  cavity 
formation  in  the  lungs  of  infants  dead  of  tuberculosis,  the  records 
of  the  Children's  Hospital  show  that  cavity  formations  were 
present  in  twelve  of  the  seventy-five  subjects  dead  of  tuberculosis 
(16  per  cent.).  Cavity  formation  does  not  occur  with  the  same 
frequency  in  infants  as  in  older  children.  In  the  writers'  six 
autopsies  16  per  cent,  of  the  infants  dead  from  tuberculosis 
showed  cavity  formation:  a  far  lower  percentage  than  is  reported 
by  other  observers.  The  type  of  lesion  observed  is  not  of  the 
variety  which  lasts  long  enough  to  produce  cavity  formation. 
The  infants  usually  succumb  to  the  widespread  process  before 
the  larger  lesions  have  time  to  soften  and  their  contents  to  be 
thrown  off.  In  the  authors'  cases  tuberculous  cavities  in  infants 
occurred  most  often  at  the  root  of  the  lungs,  in  the  middle  and 
lower  lobes. 

Malignant  Newgrowth  in  Childhood-  W.  A.  Edwards  (Arm  1. 
Jour.  Med.  Science,  July,  1909)  states  that  malignant  ovarian 
tumors  are  more  common  in  children  than  in  very  old  women;  of 
these,  the  ovarian  dermoids  and  sarcomas  are  perhaps  the  most 
frequent.  In  the  child,  unlike  the  adult,  abnormal  pelvic  condi 
tions  are  always  of  a  serious  nature.  An  abdominal  tumor  in  a 
child  is  likely  to  be  either  a  dermoid  cyst,  sarcoma,  or  adenocar- 
cinoma of  the  ovaries,  malignant  or  cystic  renal  diseases,  or  cer- 
tain somewhat  rare  and  atypical  retroperitoneal  renal  disorders. 
Dermoid  cysts  grow  slowly  and  lack  early  symptoms,  so  are  likely 
to  be  carried  to  puberty  or  even  adult  life.  <  tvarian  cysts,  on  the 
other  hand,  are  brought  to  us  while  the  child  is  si  ill  quite  young; 
it  may  be  as  young  as  three  months.  Malignant  disease  of  the 
organs  develops  very  rapidly  in  the  child,  and  is  likely  to  be  ac- 
companied by  ascitic  fluid;  but  the  general  health  does  not  be- 
come involved  as  early  as  we  would  suppose.  Sarcoma  is  the 
most  frequent  growth  found  in  the  child's  ovary.  Primary 
vaginal  tumors  are  rare  at  all  ages;  they  are  usually  fibroma, 
fibromyoma,  myoma,  sarcoma,  or  carcinoma.     All  excepl    the 
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last  two  are  very  rare  in  children,  and  these  even  are  of  very 
infrequent  occurrence.  Sarcoma  of  the  vagina,  however,  is  more 
frequent  in  children  than  in  adults.  The  treatment  of  malignant 
vaginal  growth  is  radically  surgical.  Simple  excision  of  the 
vaginal  polyp,  the  usual  early  form  of  vaginal  sarcoma  in  chil- 
dren, or  of  the  more  diffuse  tumor  growth,  will  inevitably  be 
followed  by  recurrence  sooner  or  later,  usually  soon.  After 
thorough  and  complete  removal  a  number  of  children  have  re- 
mained free  from  the  growth  for  many  years.  All  the  cases  of 
carcinoma  are  fatal. 

Congenital,  Hereditary,  and  Family  Hematuria. — John  Aitken 
(Lancet,  Aug.  14,  1909)  presents  an  interesting  report  of  seven 
cases  of  hematuria  in  one  family,  which  he  has  had  under 
observation  for  seven  years.  The  family  consists  of  seventeen 
persons  in  four  generations,  and  ten  of  these  have  suffered  from 
hematuria.  The  hematuria  has  been  inherited,  first,  through  the 
female  side,  and  then  on  two  occasions  through  the  male  side,  in 
one  case  the  transmitting  male  not  being  affected.  In  all  the  six 
children  the  condition  has  probably  been  congenital.  Two  of 
them  were  noticed  to  pass  blood-colored  urine  during  the  first 
week  of  life;  in  three,  blood  was  first  observed  at  from  twelve  to 
eighteen  months,  when  the  napkins  were  dispensed  with:  and  in 
the  sixth  (aged  eleven  months),  though  to  the  eye  the  urine  had 
a  normal  appearance,  albumin  was  present  and  blood-corpuscles 
microscopically  in  the  first  specimen  obtained  (at  four  months). 
The  children  are,  with  one  exception,  subject  to  periodic  febrile 
attacks  occurring  at  irregular  intervals  during  which  the  quan- 
tity of  blood  passed  is  much  increased.  These  attacks  sometimes 
occur  without  verv  evident  cause.  Any  trilling  cold,  nasal  or 
bronchial,  is  invariablv  followed  bv  an  attack,  but  diet  has  no 
such  constant  effect,  though  in  three  of  the  children  the  eating  of 
vegetables  or  apples  has  verv  regularly  produced  it.  The 
exacerbation  sets  in  suddenly,  the  child  is  feverish  for  a  day  or 
two  and  usually  confined  to  bed,  there  is  frequency  of  micturition, 
and  sometimes  enuresis,  but  never  any  complaint  of  pain.  The 
child  is  well  again  by  the  third  day  as  a  rule,  though  occasionally 
the  indisposition  lasts  from  one  to  two  weeks.  During  the  at- 
tack the  quantity  of  blood  passed  increases  for  a  few  days  and 
then  gradually  lessens,  and  the  urine  regains  its  normal  appear- 
ance by  tin-  end  of  the  second  or  third  week.  Any  general  dis- 
turbance of  the  health  at  this  time  has  invariably  had  the  effect 
of  prolonging  the  attack  and  increasing  the  quantity  of  blood 
but  exercise  has  no  effect  in  this  way,  and  the  attacks  are  not 
more  frequent  or  prolonged  at  oik-  season  than  another.  The 
quantity  of  urine  passed  daily  in  an  attack  is  normal;  the  specific 
gravity  is  from  1015  to  1030,  and  the  reaction  neutral  or  acid. 
Albumin  varies  from  0.05  to  0.5  Ksbach  and  is  in  accord. nice 
with  the  blood  present.  The  deposit,  which  is  slight,  contains 
many  red  blood-corpuscles,  abundant  blood  casts,  an  occasional 
hyaline  cast,  bu1  not  others;  usually  a  few  crystals  of  uric  acid  or 


BRIEF    OF    CURRENT    LITERATURE.  1091 

of  oxalates,  and  granular  matter.  There  has  never  been  edema 
or  dropsy  at  any  time  in  any  of  the  cases,  nor  pain  on  micturition, 
nor  renal  tenderness.  The  heart  and  vessels  appear  normal  in 
all.  None  of  them  have  suffered  from  scarlet  fever,  or  rheuma- 
tism, or  from  graval;  and  they  have  never  shown  any  symptoms 
of  scurvy,  purpura,  or  Raynaud's  disease.  There  is  no  history 
of  other  hemorrhage  in  any  of  the  cases.  The  other  ordinary 
causes  of  hematuria  (calculus,  tubercle,  syphilis,  neoplasm,  etc.) 
can  be  excluded. 

Middle-milk  Mixtures. — A.  F.  Hess  (Jour.  Amer.  Med.  Assn., 
Aug.  14,  1909)  says  that  it  has  been  shown  that  when  milk  is 
allowed  to  stand  the  bacteria  are  carried  upward  with  the  fat 
globules  so  that  the  cream  layer  contains  a  far  greater  number  of 
microorganisms  than  the  underlying  skim  milk.  Partially 
skimmed  or  "middle  milk"  has  been  used  by  the  writer  in 
middle-milk  mixtures,  mainly  in  the  dispensary,  prescribing 
them  to  women  who  are  certainly  not  endowed  with  more  than 
average  intelligence.  These  mothers  were  given  the  following 
directions:  Remove  the  upper  two  ounces  of  cream  and  keep  it 
for  table  use.  Then  dip  off  the  next  eight  ounces  of  milk. 
(This  furnishes  them  with  a  standard  10  per  cent,  cream.)  They 
are  then  directed  to  dilute  a  certain  number  of  ounces  of  this 
cream  with  water  or  barley  water  according  to  the  age  or  condi- 
tion of  the  infant.  If  a  12  per  cent,  cream  is  preferred  as  a  basis, 
seven  instead  of  eight  ounces  of  middle  milk  is  ordered  removed; 
if  a  7  per  cent,  cream  is  desired,  twelve  ounces  are  removed. 
He  does  not  urge  this  modification  as  a  method  of  purifying 
dirty  milk,  as  a  substitute  for  pasteurization  or  sterilization,  but 
merely  calls  the  attention  of  those  who  prescribe  cream  dilutions 
to  the  fact  that  "middle  milk,"  that  is  bottled  milk  deprived  of 
its  upper  two  ounces,  not  only  contains  fewer  bacteria  than  top 
milk,  but  has  been  found  of  practical  value  in  the  feeding  of 
infants. 

Treatment  of  Infantile  Diarrheas  due  to  Fermentation. — The 
causes  of  diarrheal  diseases  are  classified  by  C.  II.  Dunn  (Jour. 
Amer.  Med.  Assn.,  Aug.  21,  1909)  as  follows:  first,  nervous  in- 
fluences; second,  indigestion;  third,  bacterial  fermentation,  and, 
fourth,  bacterial  infection,  respectively.  The  term  infectious 
diarrhea  may  be  selected  to  include  all  cases  in  which  there  is 
true  infection  with  parasites,  while  the  term  fermental  diarrhea, 
or  acute  intestinal  indigestion  of  the  fermentation  type,  may  In- 
selected  to  include  all  cases  in  which  the  fundamental  etiologic 
factor  is  saprophytic  fermentation.  This  distinction  between 
parasitic  and  saprophytic  action  of  bacteria  lias  the  further 
advantage  of  being  in  line  with  modern  efforl  in  specific  therapy. 
Applying  the  principle  of  the  antagonism  existing  between 
varieties  of  bacteria,  Dunn  has  employed  buttermilk  for  giving 
lactic  acid  bacilli.  The  routine  treatmenl  began  with  castor  oil 
or  calomel,  boiled  water  for  twenty-four  hours,  barley  water  for 
another  day,  and  then  weak  and  gradually  increasing  milk  mix- 
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tures.  If,  however,  the  resumption  of  milk-feeding  was  followed 
by  a  return  of  the  symptoms,  and  further  loss  of  weight,  the  same 
process  was  repeated,  milk  being  this  time  withheld  longer,  at 
least  seventy-two  hours.  Bismuth  and  irrigation  of  the  colon 
were  also  tried,  and  milk-feeding  was  finally  resumed  in  the  form 
of  whey,  to  be  gradually  strengthened.  If  after  this  treatment 
the  symptoms  did  not  improve  after  a  reasonable  time,  the 
strength  of  the  milk  was  increased.  If  this  failed,  the  case  came 
into  the  category  of  obstinate  and  resistant  cases,  and  was 
usually  treated  by  alternating  in  turn  the  percentages  of  the 
various  elements,  by  cereal  diluents,  by  peptonizing  or  by  re- 
sorting to  a  wet-nurse.  Selecting  such  resistant  cases  for  the 
experiment  with  living  lactic  acid  bacilli,  the  writer  obtained1  the 
following  results  with  ioo  frankly  fermental  cases :  Treatment — ■ 
successful,  seventy-four  cases;  partly  successful,  twelve  cases; 
failed,  fourteen  cases.  Under  this  treatment,  when  success- 
ful, the  character  of  the  dejecta  changes  from  loose,  foul  and 
green,  to  formed,  pale  yellow,  with  a  sour  odor.  The  typical 
lactic  acid  stool  is  of  rather  firm  consistency,  is  light  yellow,  or 
white  and  putty-like,  and  has  a  rather  agreeable  sour  odor. 
With  the  cessation  of  the  diarrhea,  the  toxic  symptoms  dis- 
appear, vomiting  ceases,  and  the  child  becomes  happy  and  com- 
fortable. At  times  the  sour  milk  is  vomited  at  first,  but  this 
rarely  lasts  more  than  one  or  two  days.  In  the  most  successful 
cases,  gain  in  weight  is  rapid.  It  is  necessary  to  employ  fat -free 
milk,  for  unless  it  is  skimmed  the  fat  rises  to  the  top  of  the  ri- 
pened milk  as  liquid  butter — not  a  suitable  food  for  these  cases. 
To  prepare  ripened  milk  an  efficient  strain  of  the  lactic  acid 
bacillus  should  be  obtained  in  bouillon  culture.  The  cream  is 
removed  as  far  as  possible  from  the  milk,  and  then  the  skimmed 
milk  is  inoculated  with  the  lactic  acid  culture.  The  inoculated 
milk  is  then  kept  in  a  warm  place  until  enough  acidity  develops 
to  sour  the  milk  or  to  produce  a  very  fine  curd,  when  the  milk 
is  set  aside  and  kept  on  ice  for  use.  Some  of  this  milk  is  set  aside 
each  day,  to  be  used  as  a  culture  for  inoculating  the  next  day's 
supply.  The  artificial  tablets  of  the  lactic  acid  bacillus,  such  as 
the  lactone  tablets  and  similar  products,  make  excellent  butter- 
milk for  mere  feeding  purposes,  but  are  not  advisable  when  the 
purpose  is  to  give  as  many  as  possible  of  the  living  bacilli. 

So-called  Summer  Diarrhea  in  Infants. — C.  L.  Grulee  (Jour. 
Amer.  Mr, I.  Assn.,  Aug.  14,  1909)  believes  that,  though  in- 
fection of  the  intestinal  wall  probably  takes  place  in  some  casts, 
it  is  not  the  usual  cause  of  a  summer  diarrhea  in  infants,  but  that 
this  affection  is,  as  a  rule,  due  to  a  disturbance  of  metabolism  or 
decomposition  of  the  food.  As  to  treatment  he  advises  starva- 
tion for  one  to  two  days  followed  by  use  of  diluted  skimmed  mills 
11)  increased  to  whole  milk.  Lavage  may  be  necessitated  by 
vomiting.  Colonic  flushings  are  used  to  reduce  temperature,  and 
the  rectal  tube  and  turpentine  stupes  for  distention.  Calomel  and 
inte  itinal  antiseptics  !k-  would  avoid  ii  possible. 
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Hair  Ball  of  the  Stomach  in  Children.  W.  W.  Butterworth 
(Jour.  Amer.  Med.  Assn.,  Aug.  21,  1909)  reports  a  fatal  case  of 
hail  casl  oi  the  stomach  four  inches  wide  at  the  esophageal  end 
and  about  two  inches  thick,  in  a  girl  of  eight  years.  It  was  com- 
plicated by  a  perforated  chronic  ulcer  which  formed  an  abscess 
cavity  and  was  firmly  adherent  to  the  liver.  The  paper  con- 
tains abstracts  of  forty-two  reported  cases. 

Use  of  the  Vacuum  Bottle ;  Constipation  in  Infants. — In  a  dis- 
missive paper  on  the  new-born,  H.  E.  Tulcy  (Arch.  Ped.,  Aug. 
1909)  utters  a  very  practical  word  of  warning  against  the  use  of 
the  vacuum  bottle  for  keeping  the  infant's  milk  warm.  Al- 
though this  may  be  the  boon  to  the  overworked  parents  which  its 
manufacturers  claim  it  to  be,  it  is  a  serious  menace  to  the  child. 
The  writer  put  an  infant  on  modified  milk  twice  a  day,  and  loose 
green  stools  soon  resulted.  It  was  found  that  the  morning  feed- 
ing was  warmed  in  the  evening  and  kept  in  a  vacuum  bottle  until 
used.  A  count  of  the  bacteria  in  this  milk  made  in  the  morning 
showed  1,400,000  bacteria,  while  the  certified  milk  from  which  it 
had  been  prepared  and  which  had  been  simply  kept  carefully 
covered,  showed,  at  the  same  hour,  only  3,500.  Without  change 
of  formula  or  any  medication,  recovery  rapidly  followed  the 
discontinuance  of  the  use  of  the  labor-saving  bottle. 

The  same  writer  states  that  constipation  is  the  normal  condi- 
tion of  the  infant,  from  the  third  or  fourth  month.  This  is  due 
to  the  conformation  of  the  sigmoid  and  colon.  The  sigmoid  in 
the  infant  is  longer  in  proportion  to  the  length  of  the  colon  than 
any  other  portion  of  it,  and  the  mesosigmoid  is  longer  than  it  is 
in  later  life,  giving  the  sigmoid  a  wider  range  of  motion.  Hence 
this  portion  of  the  bowel  is  often  found  beyond  the  median  line 
of  the  abdomen,  on  the  right  side,  and  as  it  is  the  reservoir  for  the 
fecal  accumulation  of  the  intestines  until  the  bowel  contents  reach 
the  rectum  there  is  no  passage  of  fecal  matter.  No  change  of  diet 
will  accomplish  regular  daily  evacuations,  and  they  must  be  had 
by  the  administration  (if  daily  eneniata,  or  alternate  use  of  the 
enemas  or  glycerin  or  soap  suppositories.  As  the  child  grows, 
the  descending  and  transverse  colon  lengthen  at  the  expense  of 
tee  sigmoid.  The  sigmoid  becomes  much  straighter  than  before, 
and  unassisted  movements  from  the  bowel  are  more  frequent. 

Exstrophy  of  the  Bladder.—  In  recording  a  successful  Iiergen- 
hem's  operation,  extraperitoneal  implantation  into  the  rectum 
of  the  ureters  with  a  small  portion  of  the  vesical  mucosa  sur- 
rounding their  openings,  J.  J.  Buchanan  (Perm.  Med.  Jour.. 
Sept.,  1909)  states  that  lie  could  find  reports  of  only  127  cases  of 
intestinal  implantation  of  intact  ureters  with  part  of  the  bladdei 
wall  attached.  Of  these,  eighty  were  pure  Maydl  operations 
witli  a  mortality  of  27.5  per  cent.,  and  twenty  seven  were  pure 
Bergenhem  operations  with  a  mortality  of  only  11  per  cent. 
Iii  ai  it  mpi  in.  1 1 1  follow  the  ninety-six  who  survived  operation,  he 
found  sixty  five  well  at  last  report  and  only  eight  are  known  to 
have  developed  ascending  urinary  infection. 
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The  Problem  of  the  Individual  Flora  of  Bacterium  Coli,  Ad- 
ministration by  Mouth  of  Heterogeneous  Bacteria. — Ludwig 
Jehle  and  Maurizio  Bincherele  (Rivista  di  Clin.  Ped.,  August, 
1909)  say  that  there  is  no  doubt  that  each  intestine  has  an  in- 
dividual flora,  peculiar  to  the  person  bearing  it.  They  give  the 
method  by  which  this  may  be  demonstrated,  and  the  conclusions 
arrived  at  by  means  of  their  experiments.  They  succeeded  in 
demonstrating  in  a  baby  for  a  long  time,  by  means  of  a  monova- 
lent immune  serum,  an  individual  flora.  A  homologous  flora 
was  observed  continuously  and  constant,  which  was  definitely 
lost  by  means  of  an  incongruous  feeding.  The  unity  of  germs 
demonstrable  by  agglutination  extended  in  the  same  individual 
to  varieties  of  germs  morphologically  different.  By  administra- 
tion by  mouth  it  is  possible  to  obtain  heterologous  germs  in  the 
feces  very  soon.  At  the  same  time  the  individual  flora  disap- 
pears rapidly  from  the  intestine.  After  a  short  time  the  heterolo- 
gous germs  disappear  again.  The  defense  of  the  system  shown 
by  the  rapid  elimination  of  the  heterogeneous  bacteria  is  a  con- 
genital or  acquired  property  of  the  organism  which  is  present 
only  with  the  bacteria  coli.  A  curative  influence  on  the  intesti- 
nal functions  by  the  administration  of  heterogeneous  bacteria  is 
not  possible. 

Treatment  of  Epidemic  Cerebrospinal  Meningitis. — Roger 
Voisin  (Gaz.  des  Hop.,  August  21,  1909)  says  that  the  treatment 
of  cerebrospinal  meningitis  includes  hot  baths,  repeated  lumbar 
punctures,  and  colloidal  silver  injections;  but  by  far  the  most  im- 
portant measure  is  the  injection  of  anti-meningococcic  serum. 
This  must  be  introduced  by  spinal  puncture  if  we  expect  to  get 
good  results,  and  must  be  begun  as  soon  as  the  diagnosis  is  made, 
the  earlier  the  better.  The  amount  to  be  injected  varies  with 
the  age  of  the  patient  between  ten  and  fifteen  cublic  centime- 
ters at  each  injection  for  children.  Thirty  to  forty  cubic  centi- 
meters is  the  dose  i-n  the  adult.  The  number  of  injections  varies 
with  the  preference  of  the  physician,  three  being  generally  given 
on  three  consecutive  days.  After  this  series  it  is  not  necessary 
to  repeat  them  if  the  patient's  condition  improves.  In  very 
grave  cases  two  injections  may  be  given  in  each  day.  The  condi- 
tion of  the  patient  must  be  judged  not  by  the  temperature,  but 
by  the  general  symptoms.  Eruptions  and  elevations  of  tem- 
perature, rheumatic  pains  and  secondary  infections  of  the 
meninges  are  possible  accidents.  The  results  are  immediate; 
the  headache  lessens,  the  mind  clears,  stillness  of  the  neck  and 
limbs  disappears,  sleep  becomes  possible,  and  tin-  patient  be 
comes  another  creature.  The  cerebrospinal  fluid  becomes  clear 
Mortality  is  diminished,  relapses  arc  less  frequent,  the  duration 
of  the  disease  is  less,  and  serious  sequelae  are  infrequent.  Prophy 
laxis  would  necessitate  the  isolation  and  disinfection  of  the  nose 
and  throat  of  all  persons  who  have  been  in  contact  with  the 
patient;  but  this  is  not  generally  possible.     Gargles  and  inhala- 
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tions  of  antiseptics  have  some  value,  while  the  disinfection  of 
rooms  and  furniture  is  of  less  importance. 

Five  Hundred  Negative  Ophthalmo -Reactions  in  the  New-born. 
— Duverger  {Ann.  de  Gyn.  etd'Obst.,  August,  1909)  has  made  at 
the  Hospital  Baudelocque  installations  of  tuberculin  into  the 
eves  of  500  new-born  infants.  An  aqueous  solution  of  tubercu- 
lin furnished  by  Hie  Pasteur  Institute  was  used.  Of  the  524 
reactions  tried  by  the  author  none  were  positive  or  showed 
tuberculosis.  The  author  concludes  that  the  ophthalmoreac- 
tion is  always  negative  in  the  new-born.  This  is  a  proof  in  favor 
of  the  non-heredity  of  tuberculosis.  The  absence  of  this  reaction 
111  so  large  a  number  of  nontuberculous  persons  shows  that  it  is 
never  positive  when  the  organism  has  not  been  tuberculized. 

Oxygen  in  Serious  Cases  of  Whooping-cough.— K.  W  eill  and  G. 
Mouriquand  (Lyon  Medicate,  Aug.  22,  1909)  tell  of  the  beneficial 
effects  of  inhalation  of  oxygen  in  severe  cases  of  whooping-cough. 
It  acts  as  a  most  efficient  sedative  of  the  cough,  lessening  the 
severity  of  the  paroxysms,  although  it  does  not  dimmish  their 
frequency  It  is  also'  a  valuable  prophylactic  measure  against 
pneumonia  as  a  complication  of  this  disease.  When  pneumonia 
has  attacked  the  infant  it  acts  as  an  antiseptic  and  prevents  the 
spread  of  the  process  to  new  localities.  The  authors  have  made 
use  of  this  medication  in  about  thirty  cases  with  great  benefit. 
Cyanosis  is  lessened,  somnolence  between  the  attacks  is  pre- 
vented, and  appetite  is  improved. 

Treatment  of  Diphtheria  with  Special  Reference  to  Prevention 
of  Heart  Failure.— The  essentials  of  treatment  for  the  heart  condi- 
tion accompanying  diphtheria  are,  according  to  Langley  Porter 
irch  Ped  Uig.,  1909),  prompt  and  sufficient  dosage  of  antitoxin; 
rest  in  bed  not  less  than  three  weeks;  attention  to  the  condition 
of  the  abdominal  viscera;  a  nutritious,  easily  digestible  diet; 
certain  drugs  each  according  to  the  indications:  for  a  slow  heart. 
atropin;  for  a  racing  heart,  camphor,  and  ice  to  the  precordium; 
for  vascular  failure,  ergot.  If  the  heart  failure  is  incidental  to  an 
overwhelming  toxemia  with  lethargy,  hypodermoclysis  is  ad- 
visable The  factors  determining  the  number  of  units  of  anti- 
toxin to  be  given  are:  the  intensity  of  the  toxemia,  the  extent 
of  the  involvement,  the  time  elapsed  since  the  first  manifestation 
of  the  disease,  and  the  presence  or  absence  of  stenosis  of  the  air 
passages.  _  .  , 

Suppurative  Conditions  in  the  Joint  Regions  in  Infants  and 
Young  Children.-  L.  E.  La  Fetra  (Jour.  Amer.  Med.  Assn., 
\u-  21  1909)  calls  attention  to  the  difficulties  of  diagnosis  of 
such  conditions  and  cites  examples  of  the  following  groups  of 
cases-  arthritis  due  to  the  streptococcus,  01  to  the  staphylococcus 
or  to  mixed  infection  by  these  germs;  arthritis  due  to  the  gonococ- 
cus-  arthritis  due  to  the  pneumococcus;  arthritis  due  to  the 
bacillus  of  influenza;  cases  of  osteomyelitis,  including  periostitis 
and  epiphysitis;  cases  of  deep  cellulitis;  cases  of  perinephric 
abscess,  psoas  abscess  and  ischiorectal  abscess.     In  all  cases  a 
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careful  history  of  the  infant  from  birth  should  be  obtained.  The 
inquiry  should  be  directed  particularly  toward  obtaining  a  history 
of  umbilical  infection,  of  early  ophthalmia,  of  vaginitis,  of  pneu- 
monia, typhoid  and  influenza.  The  feeding  history,  especially 
the  use  of  sterilized,  carbohydrate,  or  proprietary  foods,  should 
be  carefully  scrutinized.  An  inspection  of  the  gums  may  save 
an  incision  into  the  thigh.  The  patient  should  be  undressed  en- 
tirely for  examination.  Men  frequently  fail  in  diagnosis,  not  be- 
cause they  do  not  know,  but  because  they  do  not  see  the  patient 
and  do  not  make  use  of  what  they  know.  The  diagnosis  of 
tuberculosis  and  rheumatism  should  be  made  by  exclusion. 

Enlargement  of  Nasal  Sinuses  in  Young  Children  by  Orthodontia. 
— E.  A.  Bogue  (Jour.  Amer.  Med.  Assn.,  Aug.  ~.  1909)  has,  in 
perhaps  twenty  or  thirty  cases,  succeeded  in  relieving  nasal 
stenosis  by  gradual  expansion  of  the  arches  of  temporary  teeth, 
promoting  thereby  nasal  breathing,  which  function,  when  it  is 
performed,  tends  to  produce  a  normally  widened  nasal  passage. 
In  cases  in  which  a  rapid  spreading  of  the  upper  maxilla  is  ap- 
plicable— that  is,  in  which  permanent  teeth  are  sufficiently  de- 
veloped and  erupted  for  the  operator  to  be  able  to  attach  his  ap- 
paratus firmly  and  to  apply  the  necessary  force  promptly — that 
method  is  distinctly  preferable  for  the  correction  of  nasal  stenosis. 
When,  however,  the  difficulty  is  recognized  early  enough  to  have 
it  corrected  by  means  of  apparatus  attached  to  the  temporary 
teeth,  the  latter  method,  being  to  a  great  extent  preventhe,  be- 
comes distinctly  preferable. 

Adenoid  Hypertrophy  During  the  First  Year  of  Life. — R.  G. 
Freeman  (Jour.  Amer.  Ma!.  Assn.,  Aug.  21,  1909)  briefly  de- 
scribes the  symptoms  and  the  technic  of  examination  and  opera- 
tion for  adenoids.  He  believes  that  adenoid  hypertrophy  which 
causes  persistent  symptoms  should  be  operated  on  as  early  as  the 
fourth  or  fifth  month  of  life,  and  that  the  operation  should  be 
done  rapidly  and  without  an  anesthetic  unless  the  latter  is  de- 
manded by  the  parents.  Recurrence  of  adenoids  is  due  largely 
to  the  predisposition  on  the  part  of  the  child  to  produce  adenoid 
tissue  and  not  to  defective  operation,  and  it  might  well  be  ques- 
tioned whether,  if  it  were  possible-,  it  would  be  good  polic]  l"  i>' 
move  all  adenoid  tissue.  It  is,  however,  necessary  to  eliminal 
obstruction  and  irritation  dm-  to  large  adenoids. 
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solitary,  of  the  breast,     von  Eberts 6Si 

the  door  of  entry  of,  in  infants.     Hutinel 917 

Tuberculous  glands,  diagnosis  and  treatment  of.     Latham 91S 

peritonitis,  treatment  of,  by  means  of  x-rays.     Allaria  and  Rovere...  566 

pulmonary  cavities  in  infants.     White  and  Carpenter 1089 

Tumor,  malignant,  of  the  great  omentum.     Litchkous 531 

malignant,  of  undescended  testicle.     Pfaff 904 

malignant,  treatment  of,  by  high  frequency  currents.     Riviere 1052 

mesenteric.     Johnson 1 43 

of  the  bladder,  surgical  treatment  of.     Keefe 742 

Typhoid  fever  in  childhood,  the  treatment  of.     Kerr 1064 

fever  in  children.      Marfan 192 
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in  the  gastrointestinal  diseases  of  infancy.     Morse 552 

separator,  Luys.     Barringer 199 
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tampon  in  postpartum  hemorrhage.     Crowe 88 

Uterus,  cancer  of  the.     Weyemberg 679 
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11 1G  INDEX. 

rupture  of  the.     Eden 315 

rupture  of  the,  during  labor.     Lobenstine 819 
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treatment  of  retrodisplacements  of  the.     Humiston 721 

with  fibroids.     Ries -  649 

with  tube  and  ovary  removed  during  the  menstrual  period.     Miller. ..  661 
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Vesical  affections,    treatment  of  certain,  by  means  of  hydraulic  distention. 
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deau 310 
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of  pregnancy.     Pinard .  .  1049 
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X-rays,  a<  tion  of  the,  on  the  genital  organs.      Petit 156 

Y 

Young.     Gynecology  in  the  young 251 

Sacral  suspension  of  the  uterus 307 
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